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Table 3: Overview of the 2017-2018 quality improvement projects.
Palliative care centers in India

Department of Palliative Medicine - All India Institute of Medical
Sciences, New Delhi
Trivandrum Institute Palliative Sciences, Thiruvananthapuram

Department of Palliative Medicine - Homi Bhabha Cancer
Hospital and Research Centre, Visakhapatnam

Department of Palliative Medicine - MNJ Institute of Oncology,
Hyderabad

Department of Palliative Medicine - Tata Memorial Hospital,
Mumbai

Thrissur Institute of Palliative Care, Thrissur

Cipla Palliative care Centre, Pune

The overall project results

Reduced the delay for referring advanced cancer patients to
palliative care, from 50 days to 14 days

Improved provider satisfaction on quality of care from baseline

0f 5.82/10 to 7.3/10 (here 0 indicated no satisfaction at all, and 10
indicated maximum satisfaction with the quality of care provided to
home-care patients)

Improved home visit volume from 2 to 8 per week

Improved provider confidence level for care coordination

1.5-6.0 (1-10 scale)

Improved appropriate referral rate to palliative care from 50% to
75%

Improved documentation of communication on prognosis from 0%
to 75%

Improved consistency of early referrals from 0% to 80%
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Self Assessment Scale
S Expert-l can teach and coach others

Knowledge Level Knowledge Level

Before PCPAICE  After PCPAICE P 2/u®

Use of A3 Thinking 15 3.7 <0.01
How to develop a "SMART" goal 23 4.2 <0.01
Understand a problem through observations 18 3.8 <0.01
Effectively use run charts 1.8 3.7 <0.01
Identify root causes using 2 fishbone 19 40 <0.01
Understand root causes using 3 Pareto chart 17 3.4 <0.01
Effectively manage project teams 2.4 - <0.01
Test and learn from interventions 2.2 3.8 <0.01
Use of 3 key driver diagram 19 39 <0.01
Use of reliability levels 17 3.7 <0.01
Create 3 sustain plan 2.0 3.8 <0.01

Overall Average 1.9 3.8 <0.01

Figure 3: Improvement in self-reported learner capacity to use improvement methodology during 2017-2018 training.

just a few of the listed contributors. Access to a steady reliable
mechanism for effective organizational change, and initiating
an organizational culture of constructive problem-solving,
inclusive of all stakeholders, has been valued.

Detailed reflection of the PC-PAICE 2017-2018 identified
seven key ingredients that contributed to its import. They are
listed in Table 4.

The smooth flow of the QI training program and the impact
that was achieved must be attributed to the encouragement
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and generosity of the spirit of the Stanford Hub members,
who gladly shared their years of QI coaching experiences
with different cohorts from various backgrounds.

An India-based QI Hub was launched in October 2018 as a
direct outcome of the enthusiasm shared by the first cohort
participants to organize themselves and access funds to
initiate this. The QI Hub has gone on to develop in-house
training capacity contextual to India. The QI-Hub-India
continues to collaborate with the Stanford team while
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Figure 4: Project Progress Scores 2017-2018 cohort.

developing its in-house training capacity. A total of 30
teams comprising of 60 professionals from across India, have
become certified quality improvement leaders, capable of
enhancing the safety and quality of patient care. This period
was used to build the mentorship capacity of India, by pairing
interested alumni of the first cohort, with international QI
mentors engaged with this project. Subsequently, the QI-Hub

India successfully conducted the “Enable Quality, Improve
Patient Care -“EQuIP-India” program for the 2019-2020
cohort with content and contextual modifications to the
PC-PAICE, making it suitable for Indian healthcare settings.
The most recent cohort included oncology teams as well. The
processes at the QI-Hub India across the two cohorts since
2018 are being monitored, and the analysis will provide
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Table 4: Key elements reported by learners that contributed to the success of 2017-2018 quality improvement projects.

Key element

Selection of team leaders to represent both the
administrative and clinical perspectives

Empowering frontline staff members in each setting during
the entire change process

Designation of the training program coordinator director
who orchestrated the training and schedules monitored the
project progress

QI teams required to enroll the support of managers/
heads of department and other staff by demonstrating the
relevance and criticality in solving the identified problem
Mentors assigned to each team to assist with approaching
the problem and applying suitable tools

Assignments on each problem-solving tool and sharing of

progress through a common platform
Simultaneous work with multiple project teams

QI: Quality improvement

Remarks

This bridged the gaps in communications and sanctions required by
the frontline staff from the institutional management

Provides a sense of ownership of the processes, during the project and
after its completion. Ensures the challenges are accurately represented,
and improvements are sustained

Communications that clarified the agenda before and summary of
meetings after. Clear instructions on assignments the projects should
be working on during the interim periods between learning sessions
The problem and the interventions emerged with consensus. The
coordination and communications became simpler as the ownership
was shared, and the changes are not felt as imposed

The mentors did not directly solve the problem. Their expertise was
in guiding teams to approach each step with an open mindset and
developing the solutions consensually

The key concepts on methodology got reinforced through the
assignments that followed

Participants were able to learn from each other by listening to

the shared challenges and progress of each other. The teams were
encouraged through the healthy peer to peer accountability that
helped drive them forward

the required evidence to improve the effectiveness of its
structure, processes, and organizational capacity and its
relevance in the future of cancer-related care in India.

CONCLUSION

Highly contextual capacity building in crucial realms such as
quality improvement can be achieved through international
collaboration models that are aligned with the regional
healthcare culture and needs.
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