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ABSTRACT

Background: Many countries have adopted integrated community case management (iCCM)
to reduce mortality among children under five years from common childhood illnesses. The
2016-2020 Malian Red Cross iCCM program trained 441 Community Health Workers (CHWs)
to treat malaria, pneumonia, diarrhea, and malnutrition for children under five years of age in
six districts. Implementation strength and quality of care (QoC) were assessed through the
program’s supervision function, using the Malian Ministry of Health’s system.

Objective: This paper compares methods and results of program supervision data and an
independent evaluation to assess the effectiveness of program implementation and super-
vision and inform program improvement. It also presents the benefits and limitations of each
method.

Method: An independent QoC evaluation was conducted using tools developed by the Real
Accountability: Data Analysis for Results (RADAR) project, hereafter referred to as the RADAR
evaluation. RADAR evaluation data collected in July and August 2018 were compared with
program supervision data collected mostly between May and December 2018.

Results: The RADAR evaluation provided detailed findings on correct assessment, classifica-
tion, and treatment per illness, medication type, and dosage. Program supervision combined
the findings for all illnesses, medication type, and dosage due to limitations in the data
collection process. Six indicators were comparable between both methods. Findings were
similar for temperature and mid-upper arm circumference measurements but diverged
between program supervision and the RADAR evaluation, respectively, on correct classifica-
tion for all illnesses (87.1% vs. 65.3%), correct treatment for all illnesses (69.5% vs. 39.8%),
correct respiratory rate counting (88.5% vs. 54.7%), and administering the first dose by CHW
(75.4% vs. 65.0%). Findings from the RADAR evaluation guided improvements in program
supervision.

Conclusions: A robust program supervision system can serve as a credible method to assess
QoC. However, a rigorous independent QoC evaluation provides a valuable benchmark to
gauge the effectiveness of the supervisory process.
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Background

Integrated community case management (iCCM) is
a strategy endorsed by WHO and UNICEEF to reduce
mortality among children under five years by increas-
ing access to services for common childhood illness
[1]. Over 30 countries using iCCM have trained and
equipped community health workers (CHWs) to
diagnose and treat children against malaria, diarrhea,
and pneumonia [2]. Supervision, periodic refresher
trainings, and performance quality assurance are cri-
tical components of a strong and effective iCCM
program and key to maintaining and enhancing
CHWS’ skills in managing childhood illness [1,3,4].

A review of 22 studies conducted in 2014 on iCCM
impact and implementation considered supportive
supervision as best practice, with defined elements
such as record reviews, case management observa-
tions, constructive feedback, provider participation,
problem-solving, and focused education influencing
CHWS’ performance, motivation, and retention [5].
Other studies highlighted data collection, coaching,
and on-the-spot training [3,6]. High-quality super-
vision by formal health workers legitimizes CHWSs
in the eyes of other health workers and the commu-
nities served and is an important means of integrat-
ing CHWs within the public health system [5,7].
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Improving supervision quality by ensuring that it
includes key elements of supportive supervision —
particularly performance monitoring, constructive
feedback, problem-solving, and focused education —
has a greater impact than increasing frequency of
supervisions that lack such elements [5]. A dose-
response relationship between the number of suppor-
tive supervision visits and the consistency of iCCM
skills of health extension workers has been
observed [8].

Supportive supervision is a process of helping
workers improve their own work performance con-
tinuously [9]. It occurs in multiple places: on the job,
both formally and informally; in one-on-one meet-
ings; in peer discussions; in meetings outside the
workplace; and when health workers review their
own performance against standards  [10].
Supervision extends beyond formal site visits to the
ongoing relationship between a healthcare provider
and supervisor, with the latter acting as the facilitator,
trainer, and coach [10].

In practice, however, supportive supervision is
often weak and under-supported [5]. In a review of
20 iCCM programs in East and Southern Africa, lack
of sufficient supportive supervision was one of the
most commonly mentioned challenges, due to low
availability and/or capacity of supervisors and/or no
incentives for supervisors or CHWs to participate in
supervisory visits [7]. Supportive supervision also
requires that supervisors are trained in problem iden-
tification, problem-solving, time management, com-
munication, monitoring, coaching, and technical and
clinical updates [11].

Program Milestones
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Mali’s National Child Strategy 2007-2012 pro-
vided a strategic plan for newborn and child survi-
val, including a full iCCM package and
acknowledging for the first time the CHW’s role in
delivering community case management. The strat-
egy’s original tools and guidelines for CHWSs’ train-
ing, service delivery, and supervision were revised in
2015. In 2016, the Malian Red Cross, supported by
the Canadian Red Cross, scaled up its iCCM pro-
gram (Improving Maternal, Newborn, and Child
Health in Mali) to a second five-year phase and
enhanced its supervision methods. It used the
Ministry of Health’s (MoH) iCCM training curricu-
lum and new tools, templates, and guidelines,
including Essential Care in the Community, (the
main guide for CHWSs) and the Supervision
Evaluation Form [Supplement Figure 1].

The iCCM program trained 441 CHWs in rural
communities in Koulikoro and Sikasso regions to
provide preventive and curative care to children
from 2 to 59 months of age for uncomplicated
malaria, diarrhea, pneumonia, and malnutrition, as
well as newborn care and family planning services.
These CHWs covered 756 villages totaling around
650,000 people in six districts and were supervised
by clinicians working in 130 Primary Health Centers
(PHCs).

The program hired District Counsellors (doctors
or nurses) to mentor CHWs and provide technical
support to the PHCs in supervising the CHWs. After
initial training, some PHCs kept their CHWSs for one
to two weeks at the facility to solidify their technical
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skills and strengthen the relationship between the
CHWs and PHC personnel.

The Real Accountability: Data Analysis for Results
(RADAR) project conducted an independent, cross-
sectional evaluation of the iCCM program (the
RADAR evaluation) to measure the implementation
strength and QoC provided by participating CHWs
[12]. The RADAR evaluation was carried out in part-
nership with the Centre de Recherche, d’Etudes et de
Documentation pour la Suivie de I’Enfant (CREDOS)
between July and August 2018. While supervision
methods and the RADAR evaluation assessed both
implementation strength (availability of medical
equipment, records, and commodities, and their sto-
rage condition) and QoC (correct classification and
treatment), this paper focuses on QoC for childhood
illnesses.

This paper compares the methods and results of
the Red Cross program’s supervision data and the
RADAR evaluation to inform program improvement
around QoC provided by CHWs. It also presents the
benefits and limitations of using each method.

This paper is part of the supplement
“Strengthening Effectiveness Evaluations to Improve
Programs for Women and Children”. The paper in
the supplement “Marx MA et al. Tools and methods
to Measure the Quality of Care for Maternal,
Neonatal, Child, Reproductive Health and Nutrition
Programs: Guidance from use in four sub Saharan
African Countries through the RADAR project”
describes the Quality of Care evaluation tool used in
Mali.

Methods

We compared findings from program supervision
with those from the RADAR evaluation to assess
the impact of supervision on QoC, which was pro-
vided by CHWs. We hypothesized that the closer the
estimates are between similar indicators from pro-
gram supervision data and from a rigorous, external
evaluation, the more effective the program supervi-
sion in assessing the CHWs” QoC level and improv-
ing it; wider findings indicate that the supervision
process requires adjustments.

Data sources

The study takes a data triangulation approach using
the following secondary data sources.

a. Longitudinal secondary data collected during
program supervision between 2017 and 2020
using the MoH’s iCCM strategy to evalu-
ate QoC.

b. Cross-sectional secondary data from the
RADAR evaluation using tools developed by
the RADAR project.

c. A 2019 socio-demographic program survey of
all CHWs that included findings on the rela-
tionship between CHWSs and their supervisors.

d. A survey of sampled CHWs as part of the iCCM
program’s final evaluation that included findings
on CHWS’ perception of program supervision.

Program supervision

The MoH program supervision of the CHWs by the
PHC should be performed monthly, using the
Supervision Evaluation Form. However, such fre-
quency is not practical due to the lack of adequate
financing. In this paper, ‘program supervision’ is
defined as the program’s routine, supportive super-
vision. Supervision teams included three to nine
members, but always at a minimum, the chief clin-
ician from each PHC, a representative from the
Community Health Association, and the program’s
District Counsellor.

The program intended to adhere to MoH supervi-
sion guidelines, but it took more than three months to
complete a supervision cycle in a district depending on
the resources available, logistical constraints, and secur-
ity incidents. As a result, some districts had fewer super-
vision cycles than others. During seven supervision
cycles (October 2017 to September 2020), the program
conducted 2,705 supervisory visits, 440 of which were in
Cycle 3 (Figure 1). Data was collected using the
Supervision Evaluation Form (Supplement Figure 1).

CHWs in Mali are mandated to provide services in
the following areas: childhood illnesses, newborn care,
infant and child feeding practices, family planning, and
hygiene and sanitation. Program supervision evaluated
QoC provided by CHWSs through records review and
direct observation of case management. Records review
measured five indicators on childhood illnesses, while
observation measured 39 indicators of the full CHW
mandate, of which 13 were on childhood illness. The
MoH system uses the 39 indicators as a composite
indicator, converting it to a scale of 100 points. CHWs
with 80% scoring or more on the composite indicator
demonstrated a satisfactory level of performance of
their mandate. We identified 11 indicators from records
review and observation of case management that were
relevant to our objective (Supplement Table 1).

The RADAR evaluation

The RADAR evaluation, implemented between July
and August 2018, was a cross-sectional evaluation
carried out on a sample of 300 CHWs that used two
rigorous RADAR project tools to evaluate the imple-
mentation strength and QoC of the healthcare ser-
vices that CHWs provided [10]. The implementation
strength assessment collected data on CHWS
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sociodemographic, training, and professional charac-
teristics and readiness (including assessing their stock
of key supplies and medicines). To assess QoC, the
data collector observed as the CHW conducted two
sick child consultations. The data collector then held
an exit interview with the child’s companion to ascer-
tain how well instructions provided had been com-
prehended. After the exit interview, a clinician from
the team re-examined the child.

Selection of the supervision cycle to compare
with RADAR evaluation

Because each supervision cycle took several months
to complete, the start and end dates varied across the
six districts. The second and third cycles overlapped
with the RADAR evaluation. Cycle 3 data, due to its
chronological proximity and higher sample size of
CHWSs (N = 440), was considered optimal for com-
parison to the RADAR evaluation data. Figure 1
shows the program’s milestones for supervision cycles
in relation to the RADAR evaluation and Supplement
Table 2 provides more information on the number of
CHWs supervised per district.

Methodologies of RADAR Evaluation and
Supervision to Assess the Quality of Care

Table 1 compares the methodologies of program
supervision and the RADAR evaluation and

Table 2. Program supervision findings on correct assessment,
classification, treatment, and dosage of child illnesses.

Cycle 3
Indicator (%)
Records review of sick children’s cases from previous month
% of sick children seen by CHWs with concordance 68.2

between signs/symptoms and referral in all five
reviewed records (n = 300/440)

% of sick children seen by CHWs with concordance 69.7
between signs/symptoms and classification in all five
reviewed records (n = 307/440)

% of sick children seen by CHWs with concordance 69.5
between the age of child and dosage prescribed for all
ilinesses in all records reviewed (n = 306/440)

Direct observation during case management or simulation

% of sick children who had their temperature measured 94.4
correctly (408/427)
% of sick children who had their arm circumference 82.5

measured by CHWs according to MoH protocol (350/
424)

% of sick children examined by CHWs for danger signs, 778
among a list of 14, during consultation (336/432)

% of sick children who had their respiratory rate counted 88.5
by CHWs within +/-2 of the clinician’s count (n = 332/

375)

% of sick children who had CHWs use a rapid diagnostic 753
test (RDT) according to MoH protocol (n = 290/385)

% of sick children who had CHWs correctly classifying their ~ 87.1
symptoms according to MoH protocol (379/435)

% of sick children who had CHWs administer the first dose ~ 75.4
of medicine (n = 325/431)

% of sick children who had CHWs explain to the mother 77.0
how to administer the medicine at home (how many
tablets/spoonsful, how many times/day and how many
days) (n = 332/431)

Table 3. Comparable indicators from RADAR evaluation and
program supervision.

RADAR
evaluation  Supervision
(%) Cycle 3 (%) Variance
Percentage
Indicator* n % n % point
Children who had their 463 97.7 408 944 33

temperature measured by
the CHW correctly

Children who had their 182 547 332 885 33.8
respiratory rate measured
by the CHW correctly

Children whose mid-upper ~ 308 86.1 350 825 =35
arm circumference
(MUAC) was measured by
the CHW according to the
protocol

Children who had the CHW 269 653 379 87.1 218
correctly classify their
iliness

Children who had the CHW 407 65.0 325 754 104
administering the first
dose of all required
treatments

Children who received 347 398 332 695 27.7
correct treatment for all
ilinesses from the CHW

Note: The indicators from RADAR evaluation and supervisions have been
realigned for comparability.

Supplement Table 2 shows additional comparison
between both methods. Supplement Figure 2 shows
a flowchart of illness diagnosis and treatment in
iCCM.

Case management by CHWs in 2018

Of the 66,654 sick child consultations carried out by
CHW s in 2018, 38,887 (58%) were for uncomplicated
malaria, 12,584 (19%) for cough/cold, 7,762 (12%) for
pneumonia, and 7,421 (11%) for uncomplicated diar-
rhea, a pattern observed in subsequent supervisions.

Results

This section presents findings from the program
supervision and RADAR evaluation on the character-
istics of CHWSs, the program’s implementation
strength, the quality of care provided by the CHWs,
and the impact of the RADAR evaluation on program
supervision.

Supplement Table 4 shows the characteristics of
the CHWs assessed in the RADAR evaluation.

Implementation strength

The RADAR evaluation found that 98.3% of the
CHWs received training with sick children and
81.0% received a supervision visit during the previous
three months.

Nearly every CHW had pneumonia and uncom-
plicated malaria medications in their kit. Both the
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Figure 2. Sick children assessed correctly by CHW for iCCM illness during RADAR evaluation.
Note: indicated = history of fever as reported by companion, or temperature > 37.5°C, and no RDT within past 15 days.

RADAR evaluation and program supervision data
found CHWs had the necessary equipment, records/
registers, and adequate storage conditions for medi-
cations. The RADAR evaluation found medication
availability for malaria and pneumonia to be higher
than those for diarrhea, cough, and cold, a finding
consistent with all supervision cycles since the MoH
strategy prioritized commodities for malaria and
pneumonia.

Correct assessment, classification, and
treatment of illnesses

A snapshot of key findings on assessment, classifica-
tion, and treatment by CHWs is presented in Figures
2, 3 and 4 from the RADAR evaluation and in Table 2
from supervision cycle 3. Among the 474 sick chil-
dren who received care from CHWs in the RADAR
evaluation, 65.3% of children were correctly classified
across all illnesses, ranging from 91.5% for

uncomplicated malaria to 52.1% for pneumonia.
Supplement Tables 5, 6 and 7 cite detailed findings.

We found six program supervision indicators that
were comparable to indicators from the RADAR eva-
luation, with three significant differences ranging
between 22 and 34 percentage points.

The RADAR evaluation uncovered deficiencies
that the program had not been aware of, because
the MoH’s data collection form does not capture
correct classification and treatment by individual
illness type, but only for all illness combined. It
also does not distinguish between correct medication
and dosage when assessing correct treatment. After
the RADAR evaluation findings were shared with
them, program staff developed and implemented
a plan of action to address these deficiencies, includ-
ing a refresher course, reinforcement during subse-
quent supervisions, using monthly PHC meetings to
coach CHWs, and a shift from focusing on the
composite indicator to assessing individual skill
areas.

Children correctly classified by CHW during RADAR evaluation, by iCCM
diagnosis

0.0% 10.0% 20.0% 30.0%

40.0% 50.0% 60.0% 70.0% 80.0% 90.0% 100.0%

Figure 3. Children correctly classified by CHW during RADAR evaluation, by iCCM diagnosis.
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Children diagnosed with iCCM illnesses receiving correct medication
and correct dosage of medication from CHW during RADAR
evaluation

Respiratory
illnesses

Pneumonia - Amoxicillin (45/46) (6/46) - i i %
97.8%
Uncomplicated cogh/cold - Balembo (209/282) (183/285) m%“ 1%

Uncomplicated malaria - Artémether-Luméfantrine (102/105) (84/105) 80.5%

Malaria

(25/105)

97.1%

Uncomplicated malaria - Paracetamol (100/105) (72/105) w 95.2%

Uncomplicated malaria- Artémether-Luméfantrine and Paracetamol (100/105)

_ 23.8%
95.2%

Uncomplicated diarrhea - ORS (90/94) (40/94) _ 42.6% 95.7%

Diarrhea

Uncomplicated diarrhea - Zinc (87/94) (46/94) 48.9% 95.6%

Uncomplicated diarrhea - ORS and Zinc (85/94) (25/94) _ Zi ﬁzg 00.4%
4%

illnesses (138/347)

All
illnesse’
s

m Correct medication and dosage for all illnesses

Correctly diagnosed and received correct medication and dosage - all NN 39.8%

0% 20% 40% 60% 80% 1009% 120%

m Correct dosage m Correct medication

Figure 4. Children diagnosed with iCCM illnesses receiving correct medication and correct dosage of medication from CHW

during RADAR evaluation.

The impact of the RADAR evaluation on
program supervision

The program staff identified four benefits from the
RADAR evaluation for iCCM program supervision.
The first benefit was to initiate customized CHW
supervision and coaching. For each supervision ses-
sion after the RADAR evaluation, the supervision
team reviewed the evaluation findings showing areas
requiring improvement. They then reviewed the last
supervision report of the CHW, which is evaluated to
compare scores. If the CHW’s score of the corre-
sponding indicator was low, the supervisor provided
coaching on the knowledge and skill area that was
lacking, practicing with the CHW repeatedly. The
program’s Monitoring and Evaluation Officer sup-
ported the process by tracking all supervision reports
and informing the supervisors on scores comparable
with the RADAR evaluation lower performance areas.
The second benefit was to complement CHW
coaching during supervision visits with additional
technical support during the monthly meetings at
the PHCs when CHW's came to replenish their stock
and submit their reports. Historically, these monthly
meetings were seen as a platform to reinforce com-
petencies; however, CHWs’ attendance was less con-
sistent among those PHCs and their community
health associations that were less capable of organiz-
ing them and less financially able to incentivize
CHWs to attend, by covering their travel costs and
offering refreshments. Therefore, the program
offered one-time funding to these PHCs, enabling

a more equitable opportunity for all CHWSs to

improve their knowledge and skills through
refresher sessions that target their specific
deficiencies.

Although the fund existed only for the first fiscal
quarter after the RADAR evaluation, the program
leveraged this opportunity to advocate that all PHCs
and their community health associations provide
CHWSs with a per diem to enable consistent atten-
dance at subsequent monthly meetings and many
agreed to do this. The program staff felt the
RADAR evaluation findings reinforced these institu-
tions’ responsibility to invest systematically in
strengthening the competencies of their CHWs.

The third benefit was to strengthen the compe-
tency of MoH supervisors. Testing of supervisors at
the beginning of the program revealed technical areas
that required improvement. The RADAR evaluation
showed a correlation between the knowledge and
skills gaps of supervisors and that of the CHWs
under their responsibility. In response, program
staff initiated a joint review of the RADAR evaluation
findings with the supervisors and asked them to lead
a refresher course for CHWs during the monthly
meetings. This created an opportunity for supervisors
to review the iCCM subject matter. As a result, pro-
gram staff observed an improvement in the knowl-
edge and skill level of supervisors and in the overall
quality of supervision.

The fourth benefit was to strengthen the relation-
ship between CHWs and their PHC supervisors.
While initial training promoted the connection



between CHWSs and their supervisors, the RADAR
evaluation provided an opportunity for the program
to reiterate that a CHW’s first point of reference for
technical issues was their supervisor. Additionally,
the informal contact opportunities that CHWs had
with their supervisors beyond routine supervision
visits (such as the monthly meetings and phone
calls) improved CHW performance. The program
tasked the District Counselors, who provided tech-
nical support to the MoH staff overseeing iCCM in
the field, by reinforcing the relationship between
the CHWSs and their supervisors, and supported
the development of an individual CHW learning
pathway that could be monitored consistently.

The quality of supervision and CHW performance
improved steadily for the remainder of the program.
By Cycle 5, eight indicators on correct classification
and treatment for all CHWs improved, on average, to
80% (MoH threshold) or higher.

A socio-demographic survey conducted among all
441 CHWs in 2019 prior to disseminating the findings
from the RADAR evaluation found 67.9% of CHWs
contacted their supervisors ‘to seek information on
technical issues’ (50.9% once a month and 17.0%
once a week). In another survey that sampled 195
CHWSs in December 2020 as part of the program’s
final evaluation, 85.1% of CHWSs reported receiving
feedback from supervisors during supervision visits
and rated the feedback as ‘excellent’ (38.7%) and
‘good’ (55.7%). CHWs also reported that supervisors
corrected them when they saw them making a mistake
‘all the time’ (70.8%) and ‘sometimes’ (29.2%).

Discussion

The independent evaluation gave a detailed picture of
the strengths and weaknesses of the QoC CHW's were
providing, creating an opportunity to improve both
the QoC and program supervision.

Overall comparison between findings from
program supervision and the RADAR
evaluation on the quality of care

Both program supervision and the RADAR evaluation
measured the QoC provided by CHWs when assessing
symptoms and danger signs, classifying illnesses, and
treating or referring patients through observation of
case management; program supervision carried out
an additional assessment by reviewing the records of
sick children. The RADAR evaluation provided the
findings for each assessment step by illness, and the
findings for treatment by the type of medication and
dosage. Program supervision provided findings about
each assessment for all illnesses combined and, because
of the limitations of MoH’s data collection form, also
combined the findings about medication and dosage.
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The RADAR evaluation showed that CHWs have
good skills for correctly classifying uncomplicated
malaria, diarrhea, cold, and cough, but not for pneu-
monia, and that they are skilled in prescribing the
correct medication for all illnesses but were weak in
prescribing the dosage, except for antimalarial medi-
cation. In contrast, program supervision data showed
that the competencies of CHWs were acceptable
overall, but the results were skewed because CHWs
were more skilled at managing malaria, which is
predominant for children in Mali (the RADAR eva-
luation reported that 91.5% of children with uncom-
plicated malaria were correctly classified and 80.5%
received antimalarials). The use of a rapid diagnostic
test for malaria must have contributed to the 91.5%
rate of correct classification measured by the RADAR
evaluation [13].

Variances in indicator values for quality of
care between program supervision and the
RADAR evaluation

We found six comparable indicators of QoC between
program supervision and the RADAR evaluation
(Table 3). There was a difference of three percentage
points between both methods for correct measure-
ment of temperature and correct measurement of
mid-upper arm circumference. The remaining four
indicators were given higher values by program
supervision than the RADAR evaluation, with var-
iances between 10 and 34 percentage points (correct
counting of respiratory rate 88.5% vs. 54.7%, correct
classification of all illnesses 75.4% vs. 65.3%, CHWs
administering the first dose 75.4% vs. 65.0%, and
correct dosage for all illnesses 69.5% vs. 39.8%,
respectively).

Several hypotheses could explain these differ-
ences. The timing of data collection and seasonal
illness could account for the variance in correct
classification and treatment. The RADAR evalua-
tion, which was conducted between July and
August 2018, showed that 71.8% of the cases of
examined children were for cough and cold, 25.7%
were for malaria, 24.3% for diarrhea, and 11.7% for
pneumonia. Program data from 2018 showed that
CHWs assessed 58.3% for malaria, 19% for cough
and cold, 12% for pneumonia, and 11% for diar-
rhea. Cycle 3 spanned more than 15 months
(May 2018 to July 2019), but 95% of CHWSs had
been supervised by December 2018. The malaria
season is from July to October, peaking in August,
while the season for cough and cold is from July to
January. The RADAR evaluation showed that
CHWs were more skilled in managing uncompli-
cated malaria, so it is possible that most of the cases
assessed for QoC by program supervision were for
malaria.
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The variance in correct respiratory counting could
be attributed to the different counting methods used.
In program supervision, the CHW and the supervisor
counted simultaneously. In the RADAR evaluation,
the CHW counted first and the data collector regis-
tered the count. After the CHW finished examining
the child, an exit interview with the child’s compa-
nion was held, followed by the re-examination of the
child by a clinician, counting the respiratory rate and
comparing it with the CHW’s. The time lag between
both counting methods could have been a factor. The
differing competencies of supervisors in assessing
correct respiratory counting could also have resulted
in inaccurate counting. Moreover, CHWs could have
felt more relaxed while being observed by their own
supervisor than by unknown personnel assessing
their competencies in the more formal RADAR
evaluation.

Factors impacting the quality of care
provided by CHWs

One year after completing their initial training and
after receiving two to three supervisions, some CHWs
were still unable to correctly classify and treat chil-
dren. The RADAR evaluation showed that 52.1% of
children were classified correctly for pneumonia and
that correct dosage for amoxicillin, oral rehydration
salt, and zinc was 13.0%, 42.6%, and 48.9%, respec-
tively. It is not clear why these deficiencies occurred.
One hypothesis is that CHWs may not have been
optimizing the job aids they were given. Program
supervision Cycle 3 showed that 92.8% of CHWs
had a copy of the Care in the Community Guide
and 95.8% had the Care of Sick Child Form, both of
which included guidance on correct classification and
correct prescription of medication type and dosage.
Project staff observed that the form was complex,
potentially preventing CHWs with lower literacy
skills from mastering the content (Supplement
Figure 3).

Overall, the RADAR evaluation found that 39.8%
of sick children presenting with iCCM illnesses were
correctly treated, ranging from 80% for treatment of
uncomplicated malaria to 13% for pneumonia. It
found that CHWs prescribed correct medications at
high rates for all illnesses, ranging from 90.4% for
a combination of oral rehydration salt (ORS) and
zinc to 97.8% for pneumonia. However, correct
dosage was different, ranging from 13.0% for amox-
icillin for pneumonia to 82.5% for artemether-
lumefantrine for uncomplicated malaria.

The RADAR evaluation found that only 15.9% of
sick children cases received correct classification,
medication, and dosage. In addition, all MoH train-
ing tools, forms, and manuals were in French, which

is not the first language of CHWs and could have
limited their use.

Several studies have shown various findings on
the effectiveness of program interventions to
improve the QoC provided by CHWSs, particularly
the role of supervision. For example, two related
studies on the Optimization of Health Extension
Program Intervention in Ethiopia — which included
training, supportive supervision, and performance
reviews of health extension workers, the Ethiopian
equivalent of CHWs, (HEWs) - found that the inter-
ventions were neither associated with an improved
classification of childhood illnesses by HEWs nor
improved the use of their services [14,15]. The stu-
dies attributed that to complex interventions, delays
in implementation, and a short implementation per-
iod. An earlier study of Ethiopia’s Health Extension
Program showed that performance review and
a clinician mentoring meeting, accompanied by fol-
low-up training, increased the odds of correct man-
agement of childhood illnesses; however, supervision
did not significantly affect the odds of receiving
correct care [16].

The Last 10 Km Project in Ethiopia focused on
and evaluated the use of job aids by HEWs in their
supervision programs. Supervisors asked HEWs to
refer to their job aids to find the correct answers to
a standard set of questions on classification and treat-
ment of key childhood illnesses [17]. Such program
supervision resulted in a significant improvement in
the skills of HEWs over time [8].

A systematic mentoring
approaches in Africa found that mobile mentoring,
both within the health facility and remotely by phone,
improved competencies in clinical management of
childhood illnesses [18].

review of diverse

Benefits of the external evaluation on
improving the quality of care and program
supervision

The independent evaluation provided a detailed
snapshot of the strengths and weaknesses of the
iCCM program in Mali. It guided the development
of a plan of action to address the weaknesses through
refresher training, program supervision tailored to
CHWS’ needs, systematized monthly meetings at
health facilities for performance review and remote
coaching, and enhanced competence of supervisors in
managing childhood illnesses. As a result, the quality
of guidance by supervisors continued to improve. By
the end of the program, 85.1% of CHWSs reported
receiving feedback from supervisors during supervi-
sion visits and rated the supervisor’s feedback as
‘excellent’ (38.7%) and ‘good’ (55.7%). These CHWs
noted that the supervisor corrected them when he or



she saw them making a mistake ‘all the time’ (70.8%)
and ‘sometimes’ (29.2%).

While the program incorporated several elements
of supportive supervision, it provided a limited num-
ber of indicators on QoC. A review of the supervision
process triggered by the RADAR evaluation indicates
that its evaluation of the QoC is agile and credible
enough to introduce corrective measures when
needed.

Limitations and further research

The study focused on the quality of care of childhood
illnesses implemented through iCCM by CHWs in
Mali but did not provide enough detail on the avail-
ability of commodities, equipment, and records that
were assessed by either the RADAR evaluation or
program supervision.

Further research is needed to better understand
how initial CHW training can be reorganized to
optimize this as a learning opportunity that will
enable CHWs to classify and treat illness more
quickly, competently, and correctly.

Differences in the assessment methods of the pro-
gram supervision and RADAR evaluation can make it
difficult to compare the estimates for similar indica-
tors. These differences include the use of different
tools, processes, and checklists and the amount of
focused training for such quality-of-care assessments.

Conclusion

The study suggests that the closer the estimates are
between similar indicators from program supervision
data and from a rigorous, external evaluation, the
more effective the program supervision in assessing
the CHWs’ QoC level and improving it; wider find-
ings indicate that the supervision process requires
adjustments. However, methodologies, context, and
program interventions need to be factored when
interpreting variances.

A rigorous independent evaluation of QoC early in
an iCCM program can provide a snapshot of
strengths and weaknesses that can be compared
with a program’s supervision data. Data from an
independent evaluation can be used to assess the
effectiveness of program supervision and inform pro-
gram improvements. Ideally, if resources and time
permit, a second independent evaluation at the end
of the program to verify whether improvements have
been achieved could increase learning on iCCM
programs.

The independent evaluation of the Red Cross’
iCCM program in Mali identified strengths and defi-
ciencies. Adjustments to the process enhanced quality
of care provided by CHWs and increased the effec-
tiveness of program supervision.
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