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Our Work:

This project has been completed as part of the
broader work that is carried out at the Sport,
Human Rights & Safeguarding, Canterbury Christ
Church University.

The aim of the research group is to produce
translational work that improves policies and
practices in sport, health and social care.

The SHRS Scope

The SHRS Research
Group has
experience in:

e Asia

e Canada

e Europe

e Latin America
e United States

. Colombia
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Mission

Foster social justice, decency, and equity within the realm of sports.
Through research, community engagement, and creative content, create
opportunities for all individuals, irrespective of race, gender, socioeconomic

status, or any other form of marginalization.

Anchoring Question

How can we make sports and movement feel like home for equity-
deserving athletes*?
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Diverse Beneficiaries
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The power of sport for equity-
deserving communities

Beneficial tool for promoting physical and
mental well-being among individuals,
regardless of their background

A valuable avenue to reach out to equity-
deserving communities.

» Canterbury

3 Christ Church
University




Sexual violence (SV) and
female refugees

e Sexual violence (SV) is a pervasive
issue that affects numerous
individuals, including female
refugees who have been exposed
to traumatic events in their home
countries.

* Across Europe, where a significant
number of refugees seek asylum,
the prevention of SV
revictimization is of utmost
importance.

"\ Canterbury
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Aim

This paper aims to present a case study of a
sports recreational programme for female
refugees in Greece that unpacks what trauma-
sensitive practices can be beneficial in this
context.



Key focus

This work aims to explore the role of trauma-
informed care in sports to prevent revictimization
and promote healing among female refugees.




Learning objectives

Recognise how TIC can be applied, and be beneficial, to sport recreational
programs for female refugees or any youth with adverse childhood experiences
(ACEs).

Develop better understanding of the intersections between organisations and
sectors of health, social care and sport.

Be equipped with a set of 'how to implement' guidance for sharing with the
relevant stakeholders.



Methods

Interviews with sport Focus group sport
participants, coaches, participants, coaches, o
administrators (n=4) administrators (n=1) (training, game)

Observation



Trauma-Informed Care

Safety

Ensuring physical and
emotional safety

Choice

Individuals have
choice and control

Collaboration

Sharing decision
making and power

Trauma-
informed care
incorporates...

Trustworthiness

Task clarity, consistency,
interpersonal boundaries

Empowerment

Prioritising enablement
and skill building

Canterbury

Christ Church
University
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Positive lived experiences

* Empowerment

* Physical and mental wellbeing

* Social support
* Coping skills

W\ Canterbury
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Voices

“I have very bad memories from my home country...had experiences of sexual and physical abuse, and of neglect.
After coming here, | joined the sports team and that was it. | felt so empowered to follow my dreams and have
done so many of them already”. (Athlete 1)

The negative abusive experiences had demoralised me but after joining the team | could ‘keep going’ towards
building new and positive experiences. (Athlete 1)

“We all come here to play together...we share so many similar experiences...this makes us feel connected with
each other”. (Athlete 1)

“The training programs make them feel active and helps them to escape from any problems of their everyday life”.
(Coach)

“1 am also getting stronger through playing and coaching sport”.
(Coach)

"The team is “a group of friends” that is my main social network of support away from her home country.
(Athlete 2)

“What those girls have gone through is tough, but sport equips them with skills to get tougher and more resilient”.

(Senior administrator)

Canterbury

Christ Church
University




Key gaps of TIC for female refugees
participating in sport

Lack of awareness and training ‘
* Limited access to mental health services
e Language and cultural barriers

* Lack of gender-specific approaches




“There is no specific trauma-informed practice training among
coaches or other personnel working with the female refugees. Many
of our coaches are refugees and they are aware of how to deal with
individuals with trauma because they have also lived it themselves.
But it would help if some special trauma-informed practice awareness
was raised, some kind of training”. (Senior administrator)

“Those girls have experienced all sorts of trauma...it is not easy to
build a trustworthy relationship with them. You need to know how to
do it...for me | think it helped that | had felt | was not human when |
was back in the country | was born — which | cannot call ‘home’. | had
really felt | was not human. Had to work on myself to feel human
when | sought refuge here. Coaching them was a healing process as
much as for me as for them. But it can go wrong with the wrong
people”. (Coach)

n Canterbury
N Christ Church

University




ROAD MAP TO TRAUMA INFORMED CARE (TIC)

Foundational _ Agency Process &
Recognition Knowledge Readiness npagiructure

2 Aes c

]
implement g Praclice
Phase 2 Gather Prioritize & & Monitor

Information Create Plan

Trauma
Sensitive

Phase 1

Trauma
Aware

Assess

Phase 4

Phase 3 Trauma

Informed

Trauma
Responsive

Trauma-informed Oregon, 2024

Canterbury

Christ Church
University




Recommendations

University

1. Cultivate Safe and Inclusive Environments

2. Trauma-Informed Training

3. Participant-centered Approach

4. Collaborative Partnerships
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Striving Out of Restraints

Second-phase Mental Health Service
Transformation in Lambeth

Nozomi Akanuma Guy Swindle Robert Horton
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We will provide the context within which every citizen,
whatever their abilities or disabilities, can flourish,

contribute to society and lead the life they want to lead.




o

1. to recover
and stay well

3 Big Outcomes

2. to make their
own choices

3. to participate
on an equal
Footing in daily life

Living Well
Network
Alliance

6 Principles

Collective responsibility

To make decisions on a "best for
people using services” basis

To commit to unanimous, principle
and value- based decision making on
all key issues

To adopt a culture of “no fault, no
blame”

To adopt open book accounting and
transparency in all matters

To appoint and select key roles on a
best person basis



Population 332.250 Lambeth Together
Area 27.5 km? ‘

Delivery Alliances

] Living Well Network
Neighbourhood and Wellbeing
Children and Young People
.\ Programmes
e A Homeless Health

A A\
mw Staying Healthy
Learning Disabilities and-Autism
Brixton Substance Misuse
Sexual Health

41 GP practices forming 3 PCNs
2 Acute Trusts — GSTT and KCH
1 Mental Health Trust - SLaM A

reatham

https://en.wikipedia.org/wiki/London_Borough_of Lambeth https:/itwitter.com/lambeth_council/status/1488815173133549568/photo/1



Demography o
Section 1 - Findings LambEth

Version 1.1 - 19 August 2022

Findings
332,250 70,000 Densely A young Population
people living in difference resident and GP pOpUIatEd population grOWth slowing
Lambeth populations
ONS, 2018-based subnational ONS population vs registered Twice as densely 42% of residents 2% increase in the population
population projections, 2022 resident GP populated as London aged 20 to 39 years over the next 10 years

An aging Fewer Reducing 3,542 1,774
population children birth rate live births deaths
30% increase in the 60+ 8% decrease in the under 15 30% reduction in births over 8% reduction in births between 26% increase in deaths
population next 10 years population next 10 years the last 10 years 2019and 2020 between 2019 and 2020
A mobile A diverse Young and old Large LGBTQI+ Other groups
socially excluded, multiple risk
population population most diverse communities factors, and experience stigma
and discrimination
21% of the population changes 60% of the population non- 80% of 10 to 19 years froma Estimated 11.4% of Lambeth
each year White British ethnicity non-White British ethnicity population identify as LGB
Food A deprived Black 2in 5 children Significantly
. . community more likely to live . * .
insecurity borough e i AN income poverty higher crime
At least 7% of households 70% residents live in 40% most Third of people living most 39% of children income poverty 33,575 offences
suffer food insecurity deprived areas nationally deprived areas Black ethnicity after housing costs in Lambeth

Health Profile for Lambeth 2022 Section 1 - Demography
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North
Lambeth

pilot

2013

Whole
] Provider Alliancf_,.a..‘.'?-t-,-?"'/'--' borough

2015

Primary Care

Voluntary Sector Providers / / Clinicians
Public Health
\‘ A S /
Carers —~ N
M|
Social Care COLLABORATIVE <\

v ? Mental Health

People Who <\\ Trust
Use Services

Commissioners

Living Well
Network
Alliance

ipsa

Integrated Personalised
Support Alliance

) venues

§

& interest/

activity-based
groups  Neighbours

Mental health needs can
be met at all layers

Bars/ pubs

Personal
community ;




Cc-)mmuﬁu;.-

N Libraries/ Parks/
@‘@ museums outdoor spaces
¢\°Q Sports .
& venues
$
£ Interest-/
activity-based

groups  Neighbours

Mental heaith needs can
be met at all layers

Living Well
Network
Alliance

Home
Treatment

Mobile . Psychological
Crisis 7 Therapies

Response
ard Short Term

Support

Single
Point of
Access

Outreach
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Change projects
« CLaSS (Community Living and Support Service)

« Staying Well
« PCAN (Primary Care And living well centre Network meeting)

« CAPSA (Culturally Appropriate Peer Support Advocacy)



4 A

Mainstreamed since 2022, taking a central role of
flow and discharge coordination.

Budget £470K (2023/4), staffing 9 WTE

Where we are now

The service model is disseminated as an agile,

e

solution-focussed and integrated team approach.

\_

CLaSS

-

Improvement process

A team was formed in spring 2020 and a 12-month
pilot started in April 2021.

A 12-month evaluation showed increase in
successful discharge and a reduction of aLoS.

“CLaSS has been the best example of a discharge
team that | have ever seen in the past 30 years” —

Kconsultant psychiatrist

/

\_

N

Problems

People stay in hospital even after they become
clinically ready for discharge (CRfD).

Hospital discharge teams are led by clinicians
when most discharge barriers are not clinical.

/
~

What good looks like

An expert hospital discharge team proactively
removes discharge barriers alongside clinical
teams.

The average length of stay (aLoS) and the number
of people who are CRfD decrease. j




e

Mainstreamed since autumn 2023 — currently
supporting 76 people.

Budget £155K (2023/4), staffing 4 WTE

Where we are now

The team accept people from a wider range of
services with more diverse needs.

\_
-

A 12-month pilot started in February 2020.

Improvement process

returned to the primary care and only 1 person
could not stay.

Administrative and governance processes were

Koptimised.

30 people with long-term low intensity care needs

™

Staying Wel

/

e

\_

N

People cannot go back to the primary care as no
support as long-term clinical and/or practical care
needs is available.

Problems

People deteriorate in their mental state when
support is not swiftly arranged.

/
~

Low-intensity mental health and practical support is
easily accessible in the primary care.

What good looks like

More people can go back to and stay in the primary
care successfully; less people return to the
secondary care due to lack of support. j




/ Where we are now \ / Problems \

All 9 PCNs now have regular PCAN meetings by People need to be referred via Single Point of
month 6 of the pilot. Access (SPA) for secondary care input and wait for
Incorporated with primary care based mental health triage assessment.

practitioners in 7 PCNs. “Inappropriate” referrals and discharges happen
30% SPA referrals were aborted, and positive between primary and secondary care as no joint

\experiences were reported by most.

blem solving. /

PCAN

/ Improvement process What good looks like \
A 12-month pilot with 2 PCNs in 2021 showed 11% _
reduction in SPA referrals and improved Primary Care Networks (PCNs) and secondary
satisfaction among practitioners. care teams have regular meetings to discuss
shared care and solve problems together.
Following a further 2-year pilot to develop Fewer inappropriate referrals are made to SPA and
sustainable models, a 12-month whole-borough fewer inappropriate discharges are made to GPs.

uoilot started in May 2023. / \ /




f Where we are now \ f Problems \

The service is now mainstreamed with future Health inequalities continue — access, restrictive
options of tendering. practice, choices.
Budget 280K, staffing 6 WTE Lack of staff's awareness of cultural needs result in
unsatisfactory quality and safety of care offered
The model is disseminated nationally. and its effectiveness.
CAPSA
f Improvement process What good looks like \

A 12-month pilot started in 2021, which was

extended for further 2 years. More people access peer advocacy in line with

their cultural identify.
“I've learnt that this process hasn’t been
tokenistic...” — a working group member People have more choices to attend culturally

: : L appropriate activities.
The final year pilot offered activities, advocacy and PROp

co-fa_cnltatlon of groups and staff training Staff have better understanding of cultural needs.
consistently.
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Takeaway messages

* We need different people and ideas to get different results.

* The ability to test ideas quickly is crucial to create change in a risk
averse system.

* Small teams with new approaches can have a significant impact.

* Conflict and disruption are necessary for innovation and
Improvement.

e Co-production and co-creation help focus us to stay focussed.
e Data, data, data



Home
Treatment

Mobile — Psychological
Crisis o Therapies

Response
e Short Term Focused

Support Support

Single
Point of
Access

Outreach

Living Well
Network
Alliance

Staying Well

PCAN

Maximising Prevention and
independence early help

~

Better flow and
discharge



Innovation Circle

Staying Well

P1OG .

PCAN

Maximising Prevention and
iIndependence early help

IPS EECs

2~ SO

Home First

Better flow and
discharge

Mini-MADE

PCAN

Staying Well

EECs
CAPSA
CLaSS
Mini-MADE

PIOG

IPS

Home First

Primary Care Alliance Network — fortnightly meetings
between Alliance and PCN colleagues to support more
people in their homes and communities

A small VCSE-led team, working with Alliance and Primary
Care to support more people in their homes and
communities

Emotional Emancipation Circles — culturally based groups to
address discrimination and build confidence

Culturally Appropriate Peer Support and Advocacy — co-
produced and co-delivered by Black people for Black people

Community Liaison and Support Service — a practical team to
maximise flow and discharge in acute beds

Multi-Agency Discharge Event — twice-weekly meeting of
Alliance partners to maximise flow and discharge

Promoting Independence Oversight Group — ensures
appropriate support at best value, already delivered £2.8m
savings

Individual Placement and Support — employment support for
those with serious mental illness, with 67 job starts since July
2022

A new way of working to encourage discharge to home from
an acute bed rather than to supported accommodation
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Learning Objectives

At the end of this session, participants will be able to

« Describe the use of universal Tuberculosis (TB) testing of a targeted group of
patients to identify more TB cases during the COVID-19 pandemic and
beyond

* Understand the modified Quality Improvement (Ql) approach known as *
Sprint or just enough QI concept” used for this work

« Explore the virtual platforms used for real-time learning, coaching and
sharing.

« Describe the project design used to promote scale-up and spread




The Major Public Health Concern

In South Africa, TB is the number one
cause of death, accounting for 7% of
all deaths. Gaps in diagnosis,
treatment, and care continuity for
patients with TB contribute to high
rates of TB-related mortality.

Global TB Report, WHO, 2022
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The Challenges that Hindered the Improvement Efforts

« KwaZulu Natal (KZN) Province has the most
TB cases and deaths caused by TB 6 { rekddown— 1 Lol | et | = (NS
* COVID-19 pandemic made the situation worse ||, i S i
« Major decrease in TB case-finding 8 ol
« Limited patient mobility due to in-country- 1 .
imposed lockdown : ! |
mprovernent techrical support was FREE9394383888003
limited/not possible "dlgNd g d J;,gg g
* The initial quality improvement project was ) FeliMay2320
ending in four months (later extended by 18 Number of TB tests (x 10 000) and number TB
months) positive (x.1 000) at thg start of the COVID-19
lockdown in South Africa (Feb-May 2020 )
« There was a need for a modified approach to
tackle these challenges “




The Initial Quality Improvement Initiative (2017-2020)

« Aimed to contribute towards 2022 National TB Plan’s
goals
* 50% reduction in TB deaths TB Care Cascade 2016
« 30% reduction in TB incidence o
- Using QI methods to close gaps in the entire TB :m T
cascade $3ee
« Learning/Innovation phase: 5 districts, 50 facilities fs“’"" ] I I E
(over 4 provinces) 100000
- Adaptation Phase: 5 district, 5 sub-districts, 94 sites T oo rosedwith Notfed$,  Tratmert
 Scale-up phase: 5 districts, 20 sub-districts, 233 Ref: Pren Naidoo
sites
- Total Sites: 377




National TBQI Project Summary

Phase 1A: Learning Phase - targeted
support to 5 SDs, 50 sites

Phase O:
Set-up

Phase 1B:
Adaptation Phase - across 5 full Ds (22 SDs) using >
change package, 94 sites

Phase 2A:
Scale-up Phase — 233 sites

Phase 2B:
KZN Sprint

Launch May 2017 February 2019 January 2020 March 2020 December 2020 ne 2022 H




Initial QI Initiative: Development of a Change Package

Classical Breakthrough Series model

Breakthrough Series Collaborative

- —>| 9-12 months }— ——— ]

/ Model for Improvement \

m Action period Action period
m at the at the
m facilities facilities
m \ o “
) Learning Learning Learning
preparation session | =———p | session =P | session
1 2 r r 3
~

Support, support, support from District and each
m other, Routine platforms eg nerve centres

© Institute for Healthcare Improvement

What are we trying
to accomplish?

/What change can we make that \

will result in improvement?

/

How will we know that a change
is an improvement?

Source: Associates in Process Improvement

South Africa Tuberculosis (TB)
Quality Improvement Initiative
Change Package

For Primary Health Care Facilities

V%Mealnh @
& &5, NDP

Institute for
e e 3 B
Improvement




What we learned: Initial Phase Conclusions

Classical QI worked very well in the innovation phase to
* uncover process gaps and develop ideas for change

Classical method was challenging for spreading and sustainability due to huge number

of sites and COVID-19

Access to TB testing was only through symptom screening (national TB guideline) and

missed asymptomatic TB patients

Targeted Universal Test and Treat (TUTT) study & prevalence survey — showed the

importance to address the issue of the asymptomatic TB patients' group

COVID-19 posed a huge challenge and risked all efforts and improvements made



The Development of A Modified Quality Improvement Approach

« Aresponse to COVID-19 pandemic

This new model was called “SPRINT” — to

convey urgency

Tested in five districts in KZN Province

« Comprising four Ql-naive districts and one
district from initial QI project

* |t had 23 sub-districts and over 100 facilities

Sprint
districts
in KZN




Aims For the Modified QI Approach

1. To restore TB case-finding to pre-COVID-19 baseline levels in a

subgroup of facilities within 12 months; and

2. Establish local capability to scale the improvements across the
districts within 12 to 18 months.




Content Theory: Use of Two Key Change Concepts

1. Focus case-finding on HIV-positive patients attending
health facilities irrespective of symptom status.

« High rates of asymptomatic TB patients (58%)
(Prevalence Survey).

« HIV patients at highest risk (60%) for TB

The targeted three HIV-positive groups:

1.
2.

All HIV-positive Antenatal clients at their first
antenatal visit (HIV ANC 1st visit group)

All clients newly diagnosed with HIV (HIV New
group)

All clients on antiretroviral therapy (ART) at their
annual viral load visit (VL Visit group)

Symptoms only

Both
symptoms
and
abnormal
Chest X-ray

= Abnormal CXRonly = Symptoms & Abnormal CXR = Symptoms only = *CXR not done

Figure 10 Symptoms and/or abnormal CXR among surve y cases, N =234
*CXR was not done because the particpant declined to consent, or was pregnant, or had disabilities
that made 1t impossible to take the CXR, or was bedridden and not able to attend the screening site.

Adapted from the First National TB
Prevalence Survey, South Africa 2018.
Short Report




Content Theory: Use of Two Key Change Concepts

2. Double Sputum collection for sputum culture
In HIV-positive patients

« Collected two sputum specimens at the first
visit

» Reserved one specimen in the refrigerator at

the facility for

« culture if GeneXpert (GXP) results
returned negative

« Acid-fast bacilli (AFB) if GXP positive




Execution Theory — Adapted Breakthrough Series (Collabs)

Main Adaptations

Breakthrough Series Collaborative
e Increased frequency of Learning Sessions b o TEmo | = = — o1
 Designed eight worksheets for o
implementation at the facilities (Ql theory o= e ey
implicit rather than explicit) & \L.,ammg S i
» Mixture of face-to-face and virtual support TR | seesion | ——>| sesgion | == session
« WhatsApp platform for group of facilities in i /'m '\\\“”’
each district . e
 Analysis of worksheet data posted on

WhatsApp groups




Execution Theory —work done through existing structures

1. Training and coaching of DoH managers as change agents:

Key:
= manager

Improvement Advisors (IAs)
capacitated managers at a single

‘learning’ facility

Managers spread to other facilities

when capacitated




Execution Theory — change driven through the worksheets

2. ‘Just enough QI

e Ql theory was implicit rather than explicit

 Ql was integrated into the design of a
standard set of 8 worksheets for
implementation at the facilities

 Worksheets were completed monthly by the
facility Ql teams.

e Gaps were closed immediately (e.g.,
outstanding sputum results were tracked
fast), or plans were made to close the gaps.




The Four Worksheets for Foundation Phase

Aim Statement TB Case Identification Checklist Mini data validation tool

Aim Statement

THE MONTHLY TB ID REGISTER REVIEW CHECKLIST !
The monthly TB Register Review has many benefits:

TB Data Validation

. . 1. TBQI team building Facility: h: ~
In._ Chnc | We aim to increase 2 Leaming about the T8 Programme incuding pailent, prograrmme and dla managament ty: Month: T @ nisory 200
! s L 3. An opportunity for the manager to show support by completing the register together S e cam | " .
4. Validation of data and update of the line graph to track progress Use period to update result: start dates In the TB ID Register and to cross check that all data
5. Insight into gaps and motivation of the whole team to improve care | lscaptured in TIER.Net and is correctly reported on the monthly summary sheet/DHIS
- GENERAL/COMMENTS | A TR, <ases NMew, 3 lueiakced 5 I tacmal
prehenen lass +o  Youacs
= BOUE 1. Select one facility
DS — B LonFiapmep CASSS REOUE 5 HEerl 2. Draw up the paper-based line graph for the number T8 positive/month for the facilty (except Dota clement Gse D | TiERNet | Monthly Commant
for the data point for the previous month that they will complete at the facility during the Registers report summary
review) (we will add graphs for number presumptive and numbaer started treatment later in the sheet/DHIS
project P
3. Alert the facilty that you will need: o dore
. a Allthe TB ID Registers Ty 139 | 223
b. A print out of the TIER.Net data (TB Identification Report), and the monthly summary {-— —t
from G to 1 by il 20 sheet for the last completed month gsTa anfimed
- yrs and older o3 oz Q3
& ’ DST8 Treatment started
eatment sta
1. Sitwith the team at a table whare there is spa gl]-; pen ha rews%é’m 1D Registers. Syrs and older o3 o o3,
Start date of Project' OL 8L 2% 2. Collect and review ALL the T8 ID Registers in the facility for the last completed month
B 3. Check the management of the register :’T"}“""’ jed in Tier.net and DHIS confirmed by oate: 2248
sign): ate: /5&5;-
B S pr-Goome
[N A red pen is used for positive results :l
L i n e ra h fii. ‘The register is used for suspects only and NOT follow up sputa E TB Data Validation
g p 4. Review the entries for the previous complste month and check the following: Facllity: Month:
L
3 HIV status is recorded Eﬂ 215 Use the review period Lo update results and treatment start dates in the TB ID Register and to cross check that all data
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The Four Worksheets for Implementation Phase

Implementation Implementation worksheet
worksheet design

The Change:
Investigate all HIV new patients for TB (GXP, X-ray, U-Lam)

Do the TB investigation the same time as HIV bloods are taken.

One A4 implementation Description of the change et

d imesad Ntat

L gy st
WorkSheet for eaCh Of Idea fOl' SpeCIfIC HIV group ‘ ivl goLPdAhd;B::;pm:D'pl\;-:t“ ozli“?Me::Lafwmpt omatic
the 4 groups: :ROTTE“:ImI\{dIigas:dH:\‘Ip mwdenl s who do not hav :’B?'nmpl oms continu

HIV ANC QI team members responsible for e
HIV New « Implementation - :j e —
Viral Load Visit * Measurement N

Make a list of the number of newly diagnosed HIV positive patients in a specified ti mepeod
D {HTS Register). Tick off how many of these had a sputum test or othe invn\lg ation don
ouble sputum 1or (s Register
Was everyone tested?

Was rryoneTBpo ve?
culture ot h e s o e S

h TBID

o=

Ksepyn heTBQI e. Pos! h e worksheet with the data table.
CLINIC NAME:? - - -~ « Routine TB testing of all HIV newly dlagnosed
H Date started: HTSF!eg ister TBID Heglshe Calculate TB ID Register
Data table W|'th Month | Timeperiod | Number Number Number
[ g 1-17% of the | HIV new 1rwashg ate d(a not investigated | TB confirmed
nthy -ray, U-LAM, l
Snutcy

« Time period (month) TP 1=n [ a5 | 2 S
« Denominator (# need testing) _
« Numerator (# tested) :
«  Number TB confirmed ]




Execution Theory - adapted Breakthrough Series

3. hybrid face-to-face and virtual platforms to support Learning.

 Face to face

| PAQ lite
CAMERA

12114 pm




Execution Theory: Adapted Breakthrough Series

* Virtual

« Learning Session on
Microsoft Teams, Zoom etc.,

« Site support visits by phone
call or WhatsApp Video

« WhatsApp group in each
district

« WhatsApp group for IHI
coaches

« Email communication with
managers




Execution Theory — the WhatsApp groups

* The worksheets posted on WhatsApp allowed
real time coaching.

 Analysis of the worksheets provide a level of
detail not previously possible in more traditional
projects including:
« Ongoing engagement of facilities in the project
« TB register management (& sputum rejections)
« Uptake of the change ideas

« Immediate identification of facilities needing
support

« Quick measurement of the implementation rate
and TB yield in each group




In Conclusion — The Modified QI Approach

‘Just enough’ limited number of high-yield change ideas focused on high-risk HIV
groups

‘Just enough’ Ql theory, practice
Specific to implementing these ideas

‘Just right’ engagement and support

« Series of high frequency, low content Learning Sessions
« Streamlined, integrated QI
« Structured content (curriculum)
 All managers doing the same exercises during the same period

Blended approach
« Mix of in person and virtual support
« Use of mobile app for daily coaching and mentorship




Results — DS-TB Confirmed in the pilot sites (DHIS)

Number DS-TB Confirmed in the 102 pilot facilities, starting dates of the 5
districts and contextual challenges
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Learnings

A rapid spread project can be implemented using

a simplified QI approach (Ql implicit rather than

explicit)
a small set of high confidence change ideas

simple, practical tools (A4 worksheets) that are

easily adopted by health workers
hybrid face-to-face/virtual learning system.

a small skilled technical Ql team working

through existing DoH structures

DOUBRERHB
SRECIWIER




Thank you
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