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Methodology 

 

 

 

 

 

Program Strategy 

What is SBM-R? 

                                                           
1
 The SBM-R atlas for child health: Improving Quality of Care for Child Health in Mutare and Chimanimani Districts, 

Manicaland, Zimbabwe, 2011–2013 
2 Developed by Jhpiego in 1996 in Brazil, SBM-R’s application gradually expanded and was applied to maternal and newborn in 

16 MCHIP-supported countries. 
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Box 1. Duration and strength of implementation of the SBM-R approach for child health  

Step I: Establishment of, and agreement on, evidence-based performance 

standards with local stakeholders 

Table 1. SBM-R Performance Standards for Managing Diarrhea in Children Aged 2 Months 

to 5 Years5 

Area 12: managing a sick child 2months - 5 years 

Performance Standard Verification Criteria 
Y, N, 

N/A 
Comments 

10. The provider checks 

the child for 

diarrhoea/ 

dehydration 

Observe whether the provider:   

 Asks if the child has diarrhoea   

 Asks how long the child has had 

diarrhoea 

  

 Asks if there is blood in the stool   

                                                           
3 From a trip report (October 2013) by Renata Schulmacher on reviewing the implementation of child health interventions 

under MCHIP. 
4 Exact dates for the SBM-R activities are not always recorded in the documents reviewed and, therefore, are not provided in 

the case study.  
5 Source: [USAID/MCHIP], “Improving quality of care for child health in Mutare and Chimanimani districts of Manicaland, 

Zimbabwe, 2011-2013,” in SBM-R Atlas (Zimbabwe: MCHIP, 2014).  

Implementing one full cycle of SBM-R for child health took two and one-half years, from February 2011 to 

August 2013, covering 21 out of 73 eligible health facilities in Mutare and Chimanimani districts.  

Fifty-three nurses (34 in Mutare and 19 in Chimanimani) were trained. Resource persons included project staff, 

Ministry of Health personnel, and advisers from MCHIP headquarters. Most of the trained staff provide 

maternal and newborn services and only a few are involved in case management of children under five.  



 

4 Improving Quality of Care and Outcomes for Child Health Using SBM-R in Zimbabwe 

Area 12: managing a sick child 2months - 5 years 

Performance Standard Verification Criteria 
Y, N, 

N/A 
Comments 

 Determines if the child is:  

• lethargic or unconscious 

• restless or irritable 

  

 Looks for sunken eyes   

 

Step II: Implementation of agreed performance standards by facility teams through 

a gradual change-management process  

Step III: Periodic internal and external measurements to assess compliance with 

the standards 

 

 

 

                                                           
6,7 There are no action plans and reports from the self-assessments available or reported in the SBM-R Atlas to compare with 

external assessments or to document corrective actions taken by local staff. 
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Step IV: Rewarding of compliance with standards through recognition 

Data Collection Methods8 for Clinical Observation 

  

                                                           
8 Source: [USAID/MCHIP], “Improving quality of care for child health in Mutare and Chimanimani districts of Manicaland, 

Zimbabwe, 2011-2013,” in SBM-R Atlas (Zimbabwe: MCHIP, 2014).  
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Results 
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Table 2. Health Facility Performance against the 28 Clinical Standards for Sick Children  

2–59 months (Key to color coding: green is a positive trend; yellow is a variation between baseline and 

endline; red is a reversal or no change.) 
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1. The provider records the patient's information 37.5% 72.2% 76.2% 

2. The provider makes an initial identification of the child's problems 12.5% 21.1% 81.0% 

3. The provider checks for general signs 6.3% 21.1% 90.5% 

4. The provider checks for general danger signs 28.6% 46.7% 44.4% 

5. The provider appropriately treats sick child with very severe disease 0.0% 11.1% 25.0% 

6. The provider checks for cough or breathing difficulty 33.3% 47.1% 81.0% 

7. The provider classifies the sick child for cough and breathing difficulty 64.3% 30.0% 94.1% 

8. The provider treats the child with severe pneumonia or very severe 

diseases 
0.0% 0.0% 66.7% 

9. The provider treats the child with pneumonia and no pneumonia 42.9% 30.8% 57.1% 

10. The provider checks the child for diarrhea/dehydration 40.0% 62.5% 95.2% 

11. The provider classifies the diarrhea/dehydration properly 10.0% 60.0% 100.0% 

12. The provider treats child for diarrhea with severe dehydration 0.0% 0.0% n/a 

13. The provider treats the child for diarrhea with some and no dehydration 0.0% 27.3% 0.0% 

14. The provider treats the child for severe persistent diarrhea, persistent 

diarrhea, and dysentery 
0.0% 0.0% n/a 

15. The provider checks the child for fever and measles 37.5% 46.2% 57.1% 

16. The provider classifies the child with fever in malaria high risk areas 50.0% 28.6% 81.3% 

17. The provider classifies the child with fever in malaria low risk areas 0.0% 16.7% n/a 

18. The provider classifies the child with fever and measles 0.0% 0.0% 0.0% 

19. The provider treats the child for fever in malaria high risk areas 0.0% 20.0% 66.7% 

20. The provider treats the child for fever in malaria low risk area 0.0% 40.0% n/a 

21. The provider treats the child for fever and measles 0.0% 0.0% 0.0% 

22. The provider checks for ear problem 31.3% 47.1% 81.0% 

23. The provider classifies the child with ear problems 0.0% 0.0% 45.5% 

24. The provider treats the child with ear problem 9.1% 14.3% 36.4% 

25. The provider checks for malnutrition and anemia 31.3% 37.5% 57.1% 

26. The provider classifies for malnutrition or anemia 0.0% 30.8% 85.0% 
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27. The provider treats the child for malnutrition and anemia 0.0% 30.8% 78.9% 

28. The provider checks the child's immunization vitamin A supplementation 

and de-worming status 
50.0% 55.6% 95.2% 

Box 2. Summary of results of SBM-R implementation for child health 

All 28 standards measured and reported concern staff skills in following the IMNCI algorithm. There are no 

standards to measure health system support, such as availability of required equipment and supplies, how much 

supervision is delivered compared to planned, or movement/retention of staff in and/or out of these health 

facilities, over the period of implementation of the quality improvement approach. 

Systematic documentation of the process of implementation is very limited and was mostly performed 

retrospectively. There is no documentation that links implementation of interventions to address identified 

gaps. This reduces the ability to judge how well SBM-R was implemented to improve the quality of care or to 

assign confidence in attributing the observed changes to SBM-R.  

There is no consistency in the trends for individual health facilities (Table 2) between second and third periodic 

assessment, which runs counter to the principle of institutionalization of SBM-R expected by the third year of 

implementation. 
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Summary of Managers and Health Workers 

Feedback on the SBM-R Approach 
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Lessons Learned and Way Forward 

SBM-R Implementation, Interpretation of Results, and Attribution  

Performance Standards and Health System Support for Health 

Workers to Implement SBM-R in Child Health Activities 

Using SBM-R to Improve Performance of Health Workers  

SBM-R Performance and Impact on Child Health Outcomes 
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Implementation of SBM-R at Scale and Sustainability 

Suggested Modifications 
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