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In Their Own Words:

“Our success is that we are all willing to look at the process and participate
and make it happen. Our success is driven by our investment in each other as a
team. We know that each day cannot happen without excellent people working
seamlessly together. COPE has really helped us to create that sense of team™

Local Family Planning Program
Oregon

“One lesson that was reinforced for me was the vast potential of our staff.
They are the ones who know what is working and what is not. COPE gives
staff a chance to use frustration and turn it into action”

Local Family Planning Program
Oregon

“By making this a planned priority, we are able to reserve the time and energy
needed to really focus on the evaluation process. COPE is the *““road map’ that
will help our team arrive at our final destination together™

Community Health Center
Oregon

“Overall, COPE has really helped to open communication between the three
clinics. We are working together and accomplishing many tasks. WE ROCK!!”

Local Site COPE Coordinator
Oregon

“Every problem (however gigantic and overwhelming) can be broken down
and analyzed until easy to attain, manageable solutions may be applied”

Family Planning Clinic
California

“I think, our site will conduct COPE exercises in the future. | think we have
already started implementing some of the actions that were to be taken. I think
it would be great is all clinics had the opportunity for COPE™

Family Planning Clinic
California



INTRODUCTION: WHAT IS COPE®?

COPE®! is a process and a set of tools that help healthcare staff to continuously improve
the quality and efficiency of services provided at their facility and make services more
responsive to clients’ needs. COPE® provides staff with practical, easy-to-use tools to
identify problems, analyze root causes, and develop and implement practical solutions
using local resources. It encourages all levels of staff and supervisors to work together as
a team and to involve clients in assessing quality of services.

COPE® was piloted in Kenya and Nigeria in 1988, and has since been implemented in 50
countries and translated into 15 languages in addition to English (Arabic, Bahasa, Bangla,
French, Khmer, Malagasy, Mongolian, Nepali, Portuguese, Russian, Spanish, Tagalog,
Turkish, Urdu, and Vietnamese). First developed to improve family planning services,
the tools have been adapted to Reproductive Health, Child Health, Maternal Health,
Adolescent Reproductive Health and STI/VCT services.

COPE®, which stands for “client-oriented-provider-efficient services”, is built on a
framework of clients’ rights and staff’s needs. (See Attachment 1 for more details on this
Framework).

Framework of Clients’ Rights and Staff’s Needs

The Rights of Clients

Information

Access to services

Informed choice

Safe services

Privacy and confidentiality

Dignity, comfort, and expression of opinion

Continuity of care

The Needs of Health Care Staff
o Facilitative supervision and management
o Information, training, and development
o Supplies, equipment, and infrastructure
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HOW COPE® WORKS

COPE® Tools

COPE® consists of four tools: 1) ten self-assessment guides, including a medical record
review checklist, 2) a client interview guide, 3) client-flow analysis, and 4) an action
plan.

L cope®is a registered trademark of EngenderHealth



The Self-Assessment Guides are sets of questions that help staff think about the way in
which services are provided and whether adequate supervision, training, and equipment
are available at their facility. The ten guides are organized around a framework of clients’
rights and staffs’ needs. The self-assessment guides encourage staff to review the way
they perform their daily tasks, and serve as a catalyst for analyzing the problems they
identify. The guides contain key questions based on international clinical and service
standards and reflect better practices. COPE® participants form teams, each of which is
responsible for reviewing one or more of the guides. The team members discuss the
questions and decide which of them reveal a problem that they have observed or
experienced at their own facility. After reviewing the self-assessment questions, the team
members discuss the problems they identified, determine the root causes of those
problems, and recommend solutions, including who will organize implementation of each
solution and by when. They record their findings in a team action plan for later discussion
at the full group’s action plan meeting.

One component of the self-assessment concerns the client’s right to safe services. Part of
safety involves ensuring that clients’ health records are up to date and accurate. For this
reason, the Self-Assessment Guide to Safe Services includes the Record Review
Checklist, which staff use to determine whether key information is being recorded
accurately and completely in clients’ records and whether clients are receiving care
according to standards. One or two team members review 10 client records at random to
identify record keeping strengths and weaknesses.

The Client-Interview Guide consists of questions that staff ask clients to learn clients’
views of and opinions about the services provided at their facility. Following the guides,
individual staff conduct informal interviews with clients who have completed their clinic
visit. Generally, staff conduct 15 interviews, though these numbers may vary, depending
on the size of the facility and the volume of clients. The interviewers encourage each
client to discuss the quality of his or her visit, what was good and bad about their visit,
and how the quality of services could be improved.

Client-Flow Analysis (CFA) is a method of tracking clients through the facility, from
the time they enter until the time they leave in order to identify waiting time and
bottlenecks. Staff track each client who enters the facility during a specified time period —
for example, from 8 a.m. to noon, recording their contacts with a provider and the
duration of each contact. They then chart, graph, and analyze the data, discuss the
findings, and record them as a team action plan for presentation at the action plan
meeting. (Note: As this requires a fair amount of planning and coordination,
EngenderHealth recommends that facilities not perform a CFA during the first COPE®
exercise, but wait until they are more comfortable with the COPE® process as a whole.)

The Action Plan is a written plan that staff develop to help resolve the problems they
identified during a COPE® exercise. When participants have completed the self-
assessments, client interviews, record reviews, and CFA (if performed), they convene at
the action plan meeting to discuss, consolidate, and prioritize the problems and
recommendations coming from the team action plans. Through this process, the group
develops an action plan for the facility that lists:

o Each problem identified



o The root causes of each problem
o The actions recommended to solve each problem
o The staff member responsible for the recommended actions
o The completion date for each action.
Action Plan
Problem Cause(s) Recommendations By Whom | By When

Improving quality of services is the responsibility of all staff at a facility. Therefore, as
many staff as possible should participate in COPE® exercises. It is important to ensure
that each department and each cadre of staff is represented, including support,
maintenance, and cleaning staff.

COPE’s Principles of Quality Improvement

COPE® emphasizes staff involvement, ownership of services, self-assessment, and
teamwork. It recognizes staff members’ understanding of local conditions and resources
and provides a forum for discussion among staff. The process also helps staff to identify
concrete and immediate opportunities for action and is responsive to local needs, thus
building commitment to quality improvement.

Through COPE®, staff develop a customer focus, learning to define quality in concrete
terms by putting themselves in their clients’ shoes. The staff also consider themselves as
clients to each other (internal clients). The process also enables staff to explore the
strengths of their work.

The COPE® process is based on two assumptions:

o Recipients of health care services are not passive patients waiting to be seen by
experts. Instead, they are autonomous health care consumers, or clients. Clients
are responsible for making decisions about their own health care and deserve and
have a right to high-quality health care.

o Health care staff desire to perform their duties well. However, if they lack
administrative support and critical resources, they will not be able to deliver the
high-quality services to which clients are entitled.

The rationale is that the more staff needs are met, the more clients’ rights are honored, the
higher the quality of care will be.

The framework of clients’ rights and staffs’ needs can guide a facility’s managers,
supervisors, and staff in their efforts to improve quality. Acknowledging that clients have
a right to expect certain things when they come for services is a powerful concept, one
that has implications for staff behavior and performance. Moreover, recognizing that



service providers and other staff have needs that must be met if they are to provide
quality services is a motivating force among staff and supervisors. Staff are often
frustrated at being unable to provide the kind of services that they both would like to
provide and know are needed.

Overview of the Stages in the COPE® Process.

The following table shows the stages in the COPE® process, as well as estimates of the
minimum time needed for each activity and frequency of activities.

Stage Minimum time period needed/how often
Site preparation
a Orient key managers and staff o 1to 2 hours or more, depending on
time availability
O Select and orient a site facilitator o Variable
a Prepare materials and a room o 3to4hours
O Select participants Q Variable
Introductory meeting 2 to 3 hours
Application of COPE® tools A few hours of time, usually spread over the
course of 1 to 3 days
Action plan meeting 3 to 4 hours
Follow-up on the Action Plan Within 1 month after the first COPE® exercise,
and then ongoing
Second and subsequent COPE® exercises 2 to 3 days once every 3 to 4 months
Measurement of the facility’s progress over Quarterly; annually
time

During the first COPE® exercise, the external facilitator orients participants to the idea of
the continuous QI process, the concept of clients’ rights and staff’s needs and the set of
tools. The facilitator also explains how to do self-assessment using the Self-Assessment
Guides, Record Review Checklist and Client Interview Guide. Groups of staff work
together to discuss and answer the questions posed in the Self-Assessment Guides, while
other staff interview clients. Based on the responses, staff members identify areas for
improvement and develop an Action Plan for presentation and discussion with the entire
group. Additionally, the external facilitator works with the site facilitator during this first
exercise by explaining the continuous COPE® process and requisite facilitation skills, as
well as encouraging the site facilitator to share in some of the facilitation responsibilities
of this first session. See Attachment 11 for a sample schedule of an introductory COPE®
exercise.

Both facilitators share responsibility for facilitating the second COPE® exercise. By the
third COPE® exercise, the site facilitator leads the exercise alone or with only minor
assistance from the external facilitator. Thereafter, the site facilitator conducts COPE®
follow-up exercises on his or her own, with support from other staff members, the
facility’s supervisors, and higher-level supervisors.




Experience with COPE® in Oregon and California

Originally designed for low-resource settings in developing countries, COPE® was
recently introduced in Oregon and California, with very positive results.

In Spring 2001, the Oregon DHS Family Planning Program and Population Services
International (PSI) asked EngenderHealth to pilot COPE® in two family planning clinics.
In introductory exercises, 16 problems were identified in one clinic and 28 problems in
the other; within six months, staff in both clinics had solved all the problems. Service
quality and work conditions noticeably improved in each site.

The pilot project’s success was reported in the Family Planning Project Newsletter, and
the results were presented at the annual statewide family planning coordinators
conference. In addition to the presentation, a mock COPE® exercise was conducted to
orient 75 local family planning coordinators/providers and 20 WIC coordinators. A
strategic plan to rollout COPE® statewide included a training course for COPE®
facilitators, developing and distributing a COPE® informational packet to all 38 local
family planning agencies. The information packet was an invitation to introduce COPE®
to individual clinics statewide and helped to survey local programs to gauge interest in
COPE®. The local programs received information on COPE®, a COPE® Readiness
Checklist, a Sample Schedule, a Sample Plan for the First COPE® Session, and a Local
Agency Request and Tracking Form. The mailing was followed up with phone calls to
each program coordinator to answer questions and schedule a first COPE® session.

Two years after the initial COPE® facilitators’ training, 15 clinic sites in 10 agencies
have now initiated COPE®, and an additional 4 clinics (in 4 agencies) have submitted
requested COPE®. The average number of problems identified during the first COPE®
exercise is 30. The average percentage of problems resolved to date is 56% (range: 29% -
82%). The sites continue conducting COPE® exercises every 2-3 months.

What has the Family Planning Program done to ensure the success and sustainability of

COPE® in Oregon?

. Local Agency Participation: The local agencies received a letter to invite,
encourage and facilitate participation in the COPE® process. However, the
decision to initiate COPE® by a local agency is strictly voluntary.

. Annual Family Planning Self-Assessment Surveys: Most of the COPE®
standards of care (i.e., clients’ rights and staff’s needs) have been incorporated
into a statewide survey of local programs. Affectionately known as SAS - each
year the State program office offers local agencies the opportunity to reflect on
select service and delivery components and then “SAS-back” to the State with the
results. The State aggregates the results and reports on statewide progress, which
helps to identify and prioritize training and technical assistance needs.

. COPE® Corner: The State created a regular column in the bi-annual Family
Planning Project Newsletter featuring stories of COPE® experiences written by
local staff, quotes, photos and “kudos”.



. COPE®net Listserv: The State established a subscriber-based listserv for all
state, local and contracted COPE® coordinators, providing a forum for
communication, sharing and mutual problem solving.

. Funding: The projected expenses for COPE® have been included in both the
Title X and Family Planning Expansion Project (FPEP) waiver budgets.

. Title X and FPEP Work Plans: COPE® has been incorporated into the annual
plans for both programs.

o “Booster” Sessions: There are plans to bring the state, local and contracted
COPE® coordinators together for periodic refresher and skill-building sessions,
retreats, etc.

o State Support: The State provides the facilitation for the first and second
COPE® sessions, including materials, follow-up and technical assistance for local
agencies. Then the site continues the process with support from the statewide
network of COPE® coordinators. Additionally, the State conducted an
introduction to a facilitative approach to supervision and is searching for other
venues to provide a more comprehensive training for local supervisors. The State
Program staff are always available for coaching, resources and other technical
assistance.

. Local Agency Support: In addition to providing training for managers and
supervisors, local agencies need to ensure continuity in COPE® coordination
among designated staff members in order to keep the momentum going.

Lessons learned from Oregon COPE® experience: “We have learned that COPE® is a
continuous work in progress. Every COPE® experience offers opportunities to gain new
insights and learn new lessons. The way COPE® unfolds in a specific clinic is as unique
and individual as the personalities of the fine folks who work in that clinic. We’ve added
many chapters to our COPE® story since the beginning.”* For a fuller explanation of
these lessons, contact the Oregon Family Planning Program.

In addition to improving on current activities described above, the staff of the Oregon

Family Planning Program also hope to:

e Incorporate COPE® principles into all areas of their work as a state program

e Collaborate with other programs and agencies to address issues identified during

COPE® exercises and which cut across programs (e.g., facilitative supervision,

communication skill building, clinic efficiency, etc.)

e Recruit and train more contract and in-house COPE® facilitators

e Build in-house capacity to provide training and technical assistance on topics and
issues identified during COPE® exercises as a follow-up for local agencies

e Regularly share “tools of the trade” with their network of COPE® facilitators

e Search for opportunities for bring facilitative supervisory training to local
Program managers and supervisors

e Continue to bring COPE® to new sites and nurture COPE® in “old” sites.

2 “COPE® Hits the Oregon Trail”, Lesli L. Uebel, Anna Kaniauskene, presentation at the
2003 Annual State Family Planning Administrators National Conference, Washington,
DC.



The results of introducing COPE® in Oregon were presented at the Annual State Family
Planning Administrators National Conference.

Building on Oregon’s experience, with implementation of a CMS 1115B Waiver
including expanding access to and improving the quality of family planning services, the
California Department of Health Services’ Office of Family Planning (OFP) requested
assistance from PSI and EngenderHealth to train COPE facilitators and manage the roll-
out of COPE® to 710 publicly-funded clinics. California began its implementation of a
1115B waiver program in 1998. Known as Family PACT (Planning, Access, Care, and
Treatment). This program provides approximately 1.5 million family planning visits per
year to uninsured adolescents, men and women with incomes at or below 200% of the
Federal Poverty level. These services are provided by a public and private provider base
of approximately 2800 practices.

Sustainability of the QI process was built in from its inception through a comprehensive
approach including: intensive skills development of core COPE® facilitators; and a
detailed implementation plan delineating COPE® coordinators’ responsibilities, regular
team audio-conferences for post event reviews, standardized, printed materials for
facilitators, marketing strategies, phased introductions to clinics statewide, training of on-
site facilitators and follow-up assistance in monitoring and evaluation. PSI developed a
database to track scheduling, post follow up timelines and demographic data including
number and educational background of participants, action plan items and geographic
distribution of COPE® sites.

In the second year of this project, OFP/DHS will train additional facilitators, and work
with PSI and EngenderHealth to bring COPE® to those clinics on the waiting list as well
as adapt the exercises for use with the private practice sites. While the size of this project
is challenging, OFP finds the project very useful. As the only system-level intervention
currently being offered to providers, it offers a more effective and sustainable influence
to improve services. Building on the Whole-site Training approach developed by
EngenderHealth, OFP is able to provide tools and processes that allow each practice to
maintain staff development and quality improvement. Additionally, OFP gathers
important customer service information that shape further program support activities and
policy development.
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Attachment 1
The Rights of Clients and the Needs of Staff

The Rights of Clients

Information: Clients have a right to accurate, appropriate, understandable, and unambiguous information related to
reproductive health and sexuality and to health overall. Information and materials for clients need to be available in
all parts of the health care facility.

Access to services: Clients have a right to services that are affordable, are available at convenient times and places,
are fully accessible with no physical barriers, and have no inappropriate eligibility requirements or social barriers,
including discrimination based on sex, age, marital status, fertility, nationality or ethnicity, social class, religion, or
sexual orientation.

Informed choice: Clients have a right to make a voluntary, well-considered decision that is based on options,
information, and understanding. The informed choice process is a continuum that begins in the community, where
people get information even before coming to a facility for services. It is the service provider’s responsibility to
either confirm an informed choice that a client has made or help the client reach an informed choice.

Safe services: Clients have a right to safe services, which require skilled providers, attention to infection
prevention, and appropriate and effective medical practices. Safe services also mean proper use of service-delivery
guidelines, quality-assurance mechanisms within the facility, counseling and instructions for clients, and
recognition and management of complications related to medical and surgical procedures.

Privacy and confidentiality: Clients have a right to privacy and confidentiality during delivery of services. This
includes privacy and confidentiality during counseling, physical examinations and clinical procedures, as well as in
staff’s handling of clients’ medical records and other personal information.

Dignity, comfort, and expression of opinion: All clients have the right to be treated with respect and
consideration. Service providers need to ensure that clients are as comfortable as possible during procedures.
Clients should be encouraged to express their views freely, even when their views differ from those of service
providers.

Continuity of care: All clients have a right to continuity of services, supplies, referrals and follow-up necessary to
maintain their health.

The Needs of Health Care Staff

Facilitative supervision and management: Health care staff function best in a supportive work environment in
which supervisors and managers encourage quality improvement and value staff. Such supervision enables staff to
perform their tasks well and thus better meet the needs of their clients.

Information, training, and development: Health care staff need knowledge, skills and ongoing training and
professional development opportunities to remain up-to-date in their field and to continuously improve the quality
of services they deliver.

Supplies, equipment, and infrastructure: Health care staff need reliable, sufficient inventories of supplies,
instruments and working equipment, and the infrastructure necessary to ensure the uninterrupted delivery of high-
quality services.

Adapted from Huezo, C., and Diaz, S. 1993. Quality of care in family planning: Clients’ rights and providers’
needs. Advances in Contraception 9:129-139 and IPPF’s Clients’ Rights framework.
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Attachment 2

Sample Schedule for 1°T COPE® Exercise
Klamath County, Family Planning Program, Oregon

1°' Day: Clinic closed all day

Morning: Introduce COPE®
. Tour of facility/meet management and participants
. Introductory meeting with staff
o Orientation to COPE® Process and Tools
. Work Group Assignments
Lunch: Working Lunch Provided by Local Agency
Afternoon: Workgroup Assignments

. Workgroups begin assignments with self-assessment guides
and client record reviews

2" Day: Clinic open with a light schedule (about 50% fewer appointments)

Morning:

Lunch:

Late Afternoon:

Workgroup Assignments

. Conduct client interviews
. Continue work on self-assessment guides and client record
reviews

Lunch on Your Own

Begin Work Plan Development

° Complete client interviews

° Prepare action plans for each self-assessment guide
completed

. Prepare action plan for the client record review

3" Day: Clinic closed all day

Morning:
Lunch:

Afternoon:

Complete Action Plans
Working Lunch Provided by Local Agency

Action Plan Meeting

. Present, discuss and prioritize action plans (prioritize if
time)
Select site COPE® facilitator and QI Committee members

o Schedule dates for follow-up meeting and next COPE®
session.
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Contact Information

Anna Kaniauskene, MS, Senior Program Associate,
EngenderHealth

440 Ninth Ave., New York, NY 10001

Phone: 212-561-8460

Fax: 212-561-8067
akaniauskene@engenderhealth.org

Lesli Leone Uebel, MPH
Department of Health Services,
Family Planning Program

800 NE Oregon Street, Suite 850
Portland, OR 97232

Phone 503-731-4632
Lesli.L.Uebel@state.or.us

Laura Faherty, MPH, Consultant
2100 Mounthood Str.

Vedall, OR 97058
541-296-1234
Ifaherty@charter.net

John Beleutz, MPH, Director, U.S. Programs,
Population Services International

406 Main Street, Suite 423

Watsonville, CA 95076

831-722-1878

jbeleutz@psicc.org

Sharlyn Hansen,

Department of Health Services
Office of Family Planning
Clinical Services Section

714 P Street Rm. 440
Sacramento, CA 95814
916-657-0767
shansen@dhs.ca.gov
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