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Declaration of Interests

∙ The improvement initiative was supported by the Government of Bihar (GoB) and 
development partners (Institute for Healthcare Improvement (IHI) and CARE India).

∙ The GoB provided essential resources for maternal and newborn care to the district 
hospitals. Medical staff from participating hospitals were all recruited and paid for by the 
Government of Bihar and were not financially incentivised to undertake this work. The 
provision of services for the population was entirely funded by the State of Bihar, and no 
insurance schemes were active for this population at the time. 

∙ The Government of Bihar also provided comparative data on percentage of C-  section 
deliveries for the remaining 26 district hospitals that were not included in the QI 
collaborative.

∙ The technical assistance provided by IHI and CARE India was funded by the Bill and Melinda 
Gates Foundation
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Take Home Messages

• QI plus resources (vs QI alone or resources alone) are required 
interventions to effect change in poor resource settings. 

• Context- sensitive collaborative approach for QI, in collaboration 
with local government, is an effective method to increase C- sections. 

• The use of counterfactuals (non-QI hospitals) and time series data 
was critical to attributing the observed increase in C-section rates
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Background – Setting the Context

• 3rd most populous state in India - 130 million people

• Bihar Maternal Mortality Ration (MMR) was 
149/100,000 live births Vs National Average of 
113/100,000 (2016-2018)
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Intervention – Collaborative of 10 district hospitals



Engaging state and district leadership 
Leadership meeting (8 Feb 2018)



Building QI Capability Building 
Improvement Coach Workshop (20-22 Feb 2018 and 22-24 May 2018) 



Three Learning Sessions 



Action Periods - QI Teams Testing PDSAs



Driver diagram showing collaborative aim, four primary drivers, linked 
secondary drivers and examples of changes
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Action Periods 
Sharing & Learning through Social Media and Virtual Platforms



Caesarean section (C-section) percentages in quality improvement (QI) and non-QI hospitals 
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Six hospitals that demonstrated sustained increase in caesarean section (C-section) percentage 
after initiation of the quality improvement (QI) collaborative
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Two hospitals that demonstrated no change in caesarean section (C-section) percentage. 
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Two hospitals with baseline caesarean section (C-section) percentage >10% at the start of 
the initiative, that showed further sustained increase in C-section percentage

Abha Mehndiratta et al. BMJ Qual Saf 2025;34:404-412



Take Home Messages

• QI plus resources (vs QI alone or resources alone) are required 
interventions to effect change in poor resource settings. 

• Context- sensitive collaborative approach for QI, in collaboration 
with local government, is an effective method to increase C- sections. 

• The use of counterfactuals (non-QI hospitals) and time series data 
was critical to attributing the observed increase in C-section rates

Abha Mehndiratta et al. BMJ Qual Saf 2025;34:404-412



Thank You

Dr.Abha Mehndiratta
abha@mail.harvard.edu



Andrea here



Improving the efficiency of 
PrEP*consultations

Dr. Harry Coleman 
Mortimer Market Centre, Central North West London NHS Trust, 

London, UK

* Pre-exposure prophylaxis for HIV

No declarations of interests to make



Quality improvement 
Project

Start 
Av. 39min 
appointment

Av. 16min
appointment





PrEP 
available HIV testing, PrEP, new HIV diagnoses and care outcomes for people accessing HIV 

services: 2024 report - GOV.UK

https://www.gov.uk/government/statistics/hiv-annual-data-tables/hiv-testing-prep-new-hiv-diagnoses-and-care-outcomes-for-people-accessing-hiv-services-2024-report
https://www.gov.uk/government/statistics/hiv-annual-data-tables/hiv-testing-prep-new-hiv-diagnoses-and-care-outcomes-for-people-accessing-hiv-services-2024-report




Adam 21yo

• Started on PrEP when he moved to London to study at 
university 

• He tried to get a re-supply but there were never any 
appointments and he was busy with course work

• He borrowed his friends PrEP and sometimes used condoms

• 6 months later Adam finally got an appointment at the 
Sexual health clinic – his HIV test was positive



Background and Understanding the problem

High demand with not enough capacity, no more money

Majority of PrEP is delivered by nurses via PGD (patient group directive)

Nursing staff have fed back that 30 minutes is not enough time to 
complete a PrEP consultation



Team
• Charge nurse

• Bobby Singh
• Elinor Chisholm

• Specialist nurse
• Silvia Belmondo
• Amanda Marchesani

• Service user involvement
• Expert by experience
• PrEP new starter survey
• Pre-assessment 

• Consultant
• Harry Coleman



Aim Statement

Reduce the time it takes to see patients for PrEP by 
10 minutes over 12 months

Measure (outcome): PrEP appointment time in 
minutes (median/week)



Nursing staff baseline survey

• Majority feel confident in delivering PrEP

• Feel it takes ~39 min to see a patient for PrEP

“Have a form that they fill out online 
before and we just check it”

“Improve PGD so we don’t have to do so 
many POCTs”

“No POCT (point of care) testing for 
individuals who are currently on PREP 
and transferring from another clinic”

“Easier access to complex prep” 

“Have them do urine and pooled 
CT/GC while they are waiting for 
appointment”



To reduce 
time taken to 
conduct PrEP 
consultation

Aim

Staff feel not 
enough time for 

consultation

Patients new to 
service

Patient 
co-morbidities

Staff confidence in PrEP

Time pressure if also taking 
bloods

History may take longer

Patients may not be aware 
of information

Delay to speak to senior 
doctor

Understanding of 
co-morbidities and PrEP

Change ideas

1. Up-to-date PGD 
2. Training on PrEP for staff
3. HCSW to take bloods/Sexual health screen
4. Questionnaire pre-appointment
5. Move PrEP into consultation rooms
6. Confirm boundaries for PrEP appointments
7. Update proforma
8. Map pathway timelines

1. PrEP training staff
2. Questionnaire pre-appointment
3. PrEP service intro video
4. Retain patients in service – Automated SMS 

reminder

 
1. Clarify pathway of which Doctor nursing staff 

to contact i.e. CSD/COC
2. Ensure availability of Senior Doctor for advice
3. PrEP training staff 

Primary drivers Secondary drivers



PDSA 1: PGD update -
October 2023

PDSA 2: Pre-assessment – 
November 2023

PDSA 3: 
Stop: Height/weight/BP
Start: samples while 
waiting for the 
appointment



4th PDSA: 
Quick PrEP 
online 
assessment
Quick PrEP service launched 
in November 2024 in for 
PrEP follow-up



PrEP QI appointment duration (weekly median)

5th PDSA: Remove 
Age blocker

1st PDSA: update 
PGD

2nd PDSA: 
Pre-Assessment

3rd PDSA: Stop 
Height/weight, 
Samples whilst 

waiting

4th PDSA: Quick 
PrEP

6th PDSA: Sort 
Prescribing rota

8th PDSA: 
Routine PrEP 
follow-up -> 
Quick PrEP 

pathway

7th PDSA: Update 
website

Start 
Av. 

39min

Current 
Av. 

16min

Over 19 months we have improved 
the efficiency of PrEP 

appointments through QI work

We can now see twice as many 
patients in the same time, using the 
right staff, to meet our service users 

needs
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Challenges

• Perfect was the enemy of good enough

• “Its always been done this way”

• No one likes change

• Hesitancy/barriers from the top 



Service user feedback



Service user comments

“Honestly can’t think of any, I was sorted in like 15 minutes!”

“Couldn't be friendlier. Super efficient”

“Friendly staff, great service. Thank you!”

“A first class service - friendly and with a welcoming smile too. 
Excellent system here”



Take home messages

• Change ideas driven from service users and front line clinical staff
• Increase ownership

• Simple interventions can drive meaningful change 
• Removing unnecessary steps in process
• Simple pre-assessments

• Engage service users in their healthcare
• Complete own assessment 
• Interventions whilst waiting for appointments

 



THANK YOU
Dr. Harry Coleman

Harry.Coleman@NHS.net

Mortimer Market Centre

CNWL NHS

mailto:Harry.Coleman@NHS.net
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Have you ever waited 6> hours in an 
Emergency Department?



44

• General Background

• Challenge

• Approach

• Takeaways

Enhancing Emergency Department efficiency
Fast-tracking COVID19 testing and patient flow with QI

Andrea X. Cortés Beltrán, MSc ISE, Deputy Director Quality Improvement & Innovation



45

About King’s College Hospital, London, UK

Teaching hospital with 
King’s College London

Major trauma centre SE 
London. Liver disease & 

neurosurgery

1,300

>1.5M/ year

>13,000

5

Quality Improvement and Innovation 
supports all staff with workshop 

improvement facilitation, advice and 
training. Work closely with patient 
outcomes, patient experience, IT 

(inPhase), patient safety, PMO, etc.
Report to CMO.
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Defining the problem
During the second COVID-19 wave, testing delays disrupted 
patient flow

• Average Turn Around Time (TAT) from swab labelling to lab 
was 14.8 hr average
• Patient flow impact, isolation decisions and bed management
• Increased pressure on lab services and ED capacity
• Slow results meant we couldn’t separate patients fast enough



47

Our Approach

Used the KCH QI Methodology:

1. Define the problem
2. Understand the process (concerns, why)
3. Identify ideas to test 
4. Test ideas
5. Implement and sustain improvements
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Describing the Current Status
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Describing the Current Status

• Mapped process:
ED 🡪  Portering 🡪 Lab
• No real time visibility on swab status
• Manual bottlenecks and unclear 

ownership of process steps
• Delays in registration of results into 

Electronic Patient Record (EPR)
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Designing Solutions to Test
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Designing Solutions to Test

Multi-disciplinary Rapid 
Improvement Workshop (RIW) 
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Delivering Solutions
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Delivering Solutions
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Overall Project Timeline
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Takeaways

• Use structured QI methodologies in crisis 
settings

• Change was only possible because we had all 
stakeholders involved

• Simple changes can make a big impact on 
safety and flow

• Never blame a person, focus on the process
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Thank you!

andrea.cortes@nhs.net 

mailto:andrea.cortes@nhs.net

