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BACKGROUND: Quality improvement (QI) methods rep-
resent a vehicle for fostering locally initiated innovation
cycles. We partnered with palliative care services from
seven diverse practice settings in India to foster locally
initiated improvement projects.
OBJECTIVE: To evaluate the implementation experiences
of locally initiated palliative care improvement projects at
seven diverse sites and understand the barriers and facil-
itators of using QI to improve palliative care in India.
PARTICIPANTS: We use a quota sampling approach to
capture the perspectives of 44 local stakeholders in each
of the following three categories (organizational leaders,
clinic leaders, and clinical team members) through a
semi-structured interview guide informed by the consoli-
dated framework for implementation research (CFIR). We
use standard qualitative methods to identify facilitators
and barriers to using QI methods in seven diverse pallia-
tive care contexts.
RESULTS: Across all sites, respondents emphasized the
following factors important in the success of quality im-
provement initiative: leveraging clinic level data, QI meth-
ods training, provider buy-in, engaged mentors, commit-
ted leadership, team support, interdepartmental coordi-
nation, collaborations with other providers, local cham-
pions, and having a structure for accountability. Barriers
to using QI methods to improve palliative care services
included lack of designated staff, high patient volume,
resources, patient population geographic constraints,

general awareness and acceptance of palliative care, and
culture.
CONCLUSIONS: Empowering local leaders and medical
personnel to champion, design, and iterate using QI
methods represents a promising powerful tool to spread
palliative care services in developing countries.
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INTRODUCTION

There is unmet need for palliative care (PC) services in the
developing world. Globally an estimated 40 million people are
currently in need of PC; this demand will continue to grow as a
consequence of the rising burden of both population aging and
non-communicable diseases.1–4

Home to one sixth of the world population, India is expe-
riencing an epidemiological transition to increasing incidences
of chronic diseases including cancer.5 Previously thought of as
a relatively small concern, 2.25 million people are currently
living with cancer in India, with the new rate predicted to
double in the next 20 years.6–8 This is just a small part of an
estimated 5.4 million people per year needing PC in India,
70% of whom will face distressing symptoms that remain
unaddressed and undertreated.5, 6, 9

To address this growing need for PC services, there are
over 1000 PC units in India; however, 90% of these are
located in a single state (Kerala) serving only 3% of the
country’s population. Less than 2% of those in need of PC in
India receive it.6, 10 Despite the existence of an increasing
number of PC programs and PC trained providers, India still
ranks at the bottom of the Quality of Death Index.9 The
“Quality of Death” index measures the environment,
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availability, cost, and the quality of end-of-life care in 40
countries.9

Low uptake of PC can be conceptualized as a healthcare
quality issue. Over the last decade, various quality improve-
ment (QI) efforts have been initiated in India to enhance the
safety, effectiveness, efficiency, and equitability of care11, 12

The rapidly increasing societal burden of chronic diseases
makes now the moment to disseminate QI methods and tools
thought out the India cancer and palliative care medical
communities.
In 2017, we implemented PC-PAICE: Palliative Care-

Promoting Access & International Cancer Experience. In
PC-PAICE, physician mentors from the USA and Aus-
tralia (Stanford University, Duke University, University of
California, San Francisco (UCSF), Johns Hopkins Univer-
sity, University Technology Sydney (UTS), and Peter
MacCallum Cancer Centre) partnered with Indian PC
and cancer centers (All India Institute of Medical Sciences
(AIIMS), MNJ Institute of Oncology and Regional Cancer
Center, Tata Memorial Hospital, Thrissur Institute of Pal-
liative Care, Homi Bhabha Cancer Hospital and Research
Center, Trivandrum Institute of Palliative Sciences Cipla
Palliative Care & Training Center) to train a cohort of
Indian leaders in QI LEAN-based methods.13 The PC-
PAICE curricula included baseline states, problem
descriptions, outcomes measurement, intervention deploy-
ment, sustainability, and QI methods (e.g., run charts,
fishbone, A3 process).14–16 All these intend to facilitate
systematic problem-solving. Trainees were recruited from

the Indian Association of Palliative Care members, and
mentors were recruited from faculty of the US and Aus-
tralian sites with PC oncology services. In addition to the
online monthly curricula, teleconferences were held to
create a shared learning environment. Moreover, all teams
met in person in February 2018 for further didactics, team
building, and problem-solving.14

PC-PAICE mentors worked with Indian clinician leads to
develop locally initiated quality improvement efforts at seven
sites throughout India. In this analysis, we evaluated the
implementation experiences of providers and organizational
leaders at the seven pilot sites involved in the PC-PAICE to
understand the barriers and facilitators to using QI methods to
improve PC delivery in India.

METHODS

Setting

Data for this analysis were collected as part of a greater effort
to evaluate the implementation of the PC-PAICE initiative: a
multi-site effort to foster locally initiated quality improvement
methods in PC in India. With the goal of achieving maximum
variation, the seven sites selected for participation in the PC-
PAICE project are geographically and structurally diverse.
Practice sites included independent palliative care clinics,
large academic institutions, and oncology hospitals. The table
below summarizes the participating sites.

Name of
institution

All India
Institute of
Medical
Sciences

MNJ
Institute of
Oncology
and
Regional
Cancer
Center

Tata
Memorial
Hospital

Thrissur
Institute of
Palliative Care

Homi Bhabha
Cancer Hospital
and Research
Center

Trivandrum
Institute of
Palliative
Sciences

Cipla Palliative
Care and
Training Center

City and state New Delhi,
Delhi

Hyderabad,
Telangana

Mumbai,
Maharashtra

Thrissur, Kerala Vishakapatnam,
Andhra
Pradesh

Trivandrum,
Kerala

Pune,
Maharashtra

Facility type Government Government Government C h a r i t a b l e
Trust

Government Charitable
Trust

Foundation
under CIPLA
Pharmaceutical
(CSR initiative)

Facility service
range

Medical
College and
Public
University

Oncology
Hospital

Oncology
Hospital

Stand-alone PC Oncology
Hospital

Stand-alone
PC

Stand-alone PC

Facility
characteristics
(facilities, beds)

OP + IP +
homecare +
hospice
1800 beds

OP + IP +
homecare +
hospice
450 beds

OP + IP +
hospice
630 beds

OP + IP +
homecare
10 beds

OP +
homecare +
hospice

OP + IP +
homecare
16 beds

OP + IP +
homecare
55 beds

QI project Improved
referral to
palliative
medicine for
advanced
oral cancer
patients

Quality
improvement
in care
coordination
between
hospital and
hospice
based
palliative
care

Institution of
a standard
process for
referral to
early
palliative
care for
patients with
advanced
lung cancer

Documentation
of discussion
on prognostication

Organizing
home
care services

City
Homecare
Team,
Relax!
Palliative
protocols
are ready
for you

Enabling early
palliative care
referral to
CIPLA
palliative care
center
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Ethics Approval

This study was approved by both the Stanford University
Institution review board (IRB—42633) and the Institute Ethics
Committee of the All India Institute ofMedical Sciences (IEC-
572/03/11.2017, RP-41/2017).

Approach Overview

We conducted in-depth semi-structured interviews at the sev-
en participating sites of the PC-PAICE initiative. The inter-
view guide solicited feedback about participating in PC-
PAICE program and experiences of implementation. The im-
plementation section of the guide was informed by the con-
solidated framework for implementation research (CFIR).17

The interview covered experience with PC-PAICE course
content, experience participating in monthly group calls, ex-
perience at the in-person meeting, most important barriers you
and your team faced in carrying out the QI project, challenges
to making PC more accessible, most important opportunities
for improving PC in your organization, and facilitators of QI
and PC (see the interview guide).

Participants

We contacted a PC-PAICE champion from each site to request
introductions to the stakeholders involved in the PC-PAICE
QI project locally. Once the potential interviewees were iden-
tified, a member of our team contacted them via email and
telephone to request participation. The site champion ulti-
mately coordinated interview schedules, site visits, and space
for the interview. In the case that geographical constraints
prohibited in-person interviews, we allowed interviews to
occur by phone. We employed a quota sampling approach to
capture the perspectives of at least one stakeholder at each site
in each of the following roles: organizational leaders, clinic
leaders, and clinical team members (medical doctors, medical
residents, nurses, and social workers). All participation was
voluntary and completed with written informed consent. Most
interviews (43/44) were audio-recorded except if a participant
requested written notes only.

Data Collection

Our evaluation team is comprised of three PC physicians (KL,
OS, SB), one qualitative methodologist (KG), and multiple
analysists. The qualitative methods expert trained two analysts
based in India (AS, AG) in interviewing techniques prior to
commencing data collection. All interviews were then
attended by both analysts with one conducting the interview
and the second taking detailed notes. All except one interview
were digitally recorded and transcribed. We anonymized all
interviews removing any personally identifiable information.
Key stakeholders from each of the seven sites were invited

by email and phone to participate in interviews. Interviews
were collected via site visits to five of the seven sites (sites A
to E). Due to feasibility issues (e.g., regional flooding),

interviews were scheduled via telephone or Zoom meeting
for participants at sites F and G. Two other interviews were
conducted over the phone to accommodate stakeholder avail-
ability. A total of 44 interviews were conducted: organization-
al leaders (n = 8), clinical leaders (n = 12), and PC-PAICE
participating members (n = 24).

Codebook Development

After each interview, the two analysts (AS, AG) created
structured interview summaries that captured interview high-
lights as well as positive and negative experiences with PC-
PAICE.18 Interview summaries were reviewed by the entire
evaluation team in a standing weekly meeting. The qualitative
expert attended two of the seven site visits to provide the
analysts with feedback on the interview and summary process.
Interview summaries were consolidated into site summaries to
identify emergent barriers and facilitators at each site. The
summaries were used to inform the development of an initial
code list.

Data Analysis

Three investigators (KG, AS, AG) then open coded one tran-
script and met to consolidate the open codes into a code list
with systematic code definitions informed by the summaries.19

After coding three transcripts, consensus was reached around
codes and definitions. This code list was then applied to all
remaining transcripts by a single coder (one of RG, SF, AS,
AG, TH, SC) and reviewed by a second coder. Bi-weekly
team meetings were held over 4 months to manage coding
discrepancies and come to consensus around code application.
All analysis was conducted in Atlas.ti Version 8.20, 21 The
facilitators and barriers mentioned below are the ones that
came up by at least one stakeholder at each of the seven sites.

RESULTS

A total of 44 interviews were conducted with organizational
leaders (n = 8), clinic leaders (n = 12), and PC-PAICE partic-
ipating clinical team members (n = 24).

Facilitators

Across all seven sites, respondents emphasized the importance
of provider buy-in and comprehension of the transformational
power of a systematic approach to using data to make improve-
ments at the clinic level, assigned and engaged expert mentors,
training on QI methods, committed leadership and team, inter-
disciplinary coordination, local champions, effective
partnerships/collaborations with other providers, and having a
structure for accountability as supportive of quality improve-
ment initiative success. QI methods gave local clinicians a
structure for accountability in that there were templates (e.g.,
for monitoring “how many patients are being registered newly
and howmany new patients the form has been completed in the
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prescribed manner”). Also notable, key stakeholders empha-
sized the attitude of the government towards palliative care has
changed dramatically in recent years with improved funding,
improved morphine access, and the presence of National Pro-
gram for Palliative Care (NPPC) guidelines.

Provider Buy-in and Comprehension of the Transformation-
al Power of a Systematic Approach to Using Data To Make
Improvements at the Clinic Level.A leading facilitator for the
adoption of QI across the diverse practice environments was
providers realizing the power of what QI can do. This realiza-
tion of the transformation power of a methodology goes
beyond simple buy-in to a specific project. Providers and
leaders felt empowered by “the realization that this methodol-
ogy can be only not used for this goal [specific project], but it
could be used for other goals… and that we could use this
methodology and successfully reach the goals.” Stakeholders
described the transformation power of QI in diverse ways, the
common thread being that it offers a strategy for moving
towards solutions.

QI in itself kind of changes your thinking at the basic
level like you don’t just think of the problem…you
think of the solution you work towards the solution.
That kind of impacts our daily work… So, earlier I was
just like is data that important but now I kind of
understand why it is important. So, that way personally
for my growth it was very helpful. Professionally, I
think, having the group discussion as a team, and also
involving hospice, involving hospital and then know-
ing that we were talking about making them the stake-
holders. I don’t think otherwise we would.

Assigned and Engaged Expert Mentors. Stakeholders across
all roles were impacted by their assigned mentor. The qualities
of a good mentor included being experienced in QI, efficient,
involved in a continuous relationship over time, engaged, and
proactive. The mentoring was perceived as effective when
communication was reciprocal.

They were very experienced in QI project. They were
very efficient mentors… So, we would all be
connected together every week. And so there was a
continuous exchange of what is happening, what are
our doubts, problems and they would share, theywould
even engage…beyond this on emails. So, we had…
informal, as well as very structured mentoring from
them and lot of initiated from their side also.

Training on a Straightforward and Replicable QI Method.
Different stakeholders preferred different QI approaches.
However, most indicated that the thing that made the method
helpful and able to be accomplished was when it was

explained in a way they could understand.

now I know, it’s [A3] a… sheet of paper with a
template which tells a story and all the thanks to our
mentor from Stanford… He helped understand that
concepts of A3 in much much much better way… It’s
a very simple form of telling you a story.

Committed Leadership and Team. Stakeholders raised the
importance of support at all levels starting from individual
clinician buy-in to team and leadership support. No stakehold-
er said that taking on QI was easy. Many said it was challeng-
ing. A resounding sentiment was “What helps us is that we
have, you know, a good dedicated, passionate team.” Many
highlighted the importance of having structured meetings on a
predictable interval. In the face of poor provider buy-in or
challenging team members, overwhelmingly team commit-
ment and cohesion were the antidotes.

The reason it [QI project] was successful [despite poor
initial buy-in] was because the interaction which we
tried to ensure with the remaining team members…
one core reason the project was successful was because
the team was involved and they agreed to this change.
QI team engagement was facilitated by team leader
awareness and engagement. One of the roles of the
team lead was to let the rest of the PC department know
about the QI initiative to allow it to be incorporated in
existing work culture and workflows.

We took the approval our institute to take part in this
study…and because our team lead was aware that we
were involved in this study, they gave us…the time and
the resources to work on it and they got the team
involved… because our team lead was making sure
that our whole palliative care team is always aware that
there is this project going on… it was easy for us to…
get the work done.

Interdisciplinary Coordination. Multiple stakeholders
highlighted the importance of interdisciplinary coordination.
Examples demonstrated not only that interdisciplinary
coordination supported QI but also that QI methods and
processes furthered collaboration between frontline clinicians
from nursing, medicine, and other disciplines.

Because of this project we did a series of academic
discussions along with the goal of care… the nurses,
the counsellors, the doctors… now our staff is much
more tuned to this concept of identifying the goal of
care for each patient… that kind of concept of care is
more established now.
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Local Champions. Frontline clinicians from multiple practice
contexts emphasized the importance of local champions in
facilitating a successful QI project. Local champions broke
down barriers between disciplines and brought diverse people
together around shared goals.

I think my team lead is, you know, genius at this stuff
and she has been able to… find people who share a
common… interest in developing palliative care. One
organizational leader highlighted how local
champions were instrumental to initiative success
through building effective partnerships and collabora-
tions, not just with other providers but also in govern-
ment and with non-governmental organizations
(NGOs).

She’s [Local Champion] been able to find key players in
the government and in the NGO sector and she’s been
able to find…key funding sources…and mobilize all
these sort of resources and to bring them together to
work together for this vision [Improving palliative care].

Barriers

Barriers to using QI methods to improve PC services
included “resources,” “lack of designated staff,” “high
patient volume,” patient population, “geographic con-
straints,” general awareness and acceptance of PC, and
cultural context (e.g., limited history of shared patient-
provider decision-making, role of families, and stigma).
Specific barriers to the QI methods also included “lack
of project clarity” or specificity during the initial phase of
the project and the dependency on other teams or team
members for data and lack of electronic medical record
infrastructure for sharing data. In the subject of resources,
patient volume and staff time together influenced the abil-
ity of local clinics to take on QI effort. Organizational
leaders and frontline clinicians alike highlighted how the
project needed to be “an organizational priority from the
leadership perspective”; otherwise, in the context of high
patient volumes and the imperative to multi-task around
the needs of multiple patients, frontline clinicians would
feel QI was burdensome and not empowering.

Palliative Care Necessitates a Culture Shift in Decision-
Making. Barriers to using QI to improve PC include the
patient and family expectations about their care and
treatment. Many providers indicated that referring
patients to PC represents a new approach for patients,
and a culture shift needs to occur to engage them in the
decision to choose PC options. Even when QI projects
were successful in increasing referrals to PC, some faced
the challenge of having the patient continuously return to

the oncology department for additional treatment.

Patients… continue to ask for aggressive treatment,
because they will have somebody in the family telling
them that “no no you have to go for this” [palliative
care] and they keep going back to parent department
and they keep asking for some more… and then the
parent department they are like ok you take one more
radiation… and like this it keeps going on and on.Some
PC providers expressed frustration with the fact that
despite the understood appropriateness of PC, oncolo-
gists will still start treatments with curative intent.

… But I had a relative recently, whose wife was in the
fourth stage… he knew that we are doing this thing,
and then he came to me and I told him that this is going
to be the end, and it will be much better if you choose
palliative care… now he said fine but you know like
when you are trying to clutch at straws… he went to the
leading oncologist in the city… and then later on he
told me that that gentleman told me exactly what you
said that it won’t work… but at the end of it, he said
come on Monday and start the treatment… So that is
the challenge. Further, a general “lack of awareness,
lack of knowledge both in public and among the med-
ical professionals” of PC hindered the success of QI
projects. Awareness of the appropriateness of PC is
critical so that it can hold a positive connotation and
not mean “giving up fighting.”

Generally among educated people I have seen that
palliative care is almost like giving up for them…
and the biggest challenge for them is to make them
understand to stop unnecessary treatment which is not
helping the patient… that carries a very negative con-
notation. Lack of awareness of the importance or value
of PC could hinder the QI efforts if oncologists were
unwilling to refer to a PC consult.

A brief session should be conducted for all the resi-
dents working in oncology about the palliative care and
importance because… they [Oncologists] are busy in
their stuff only…one good session with background
and evidence of importance of palliative care, they will
definitely consider sending the patients.

DISCUSSION

Empowering local leaders and medical personnel to cham-
pion, design, and iterate using QI methods represents a
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promising powerful tool to spread PC services in develop-
ing countries. This study provides insights into future
initiatives as to what frontline clinicians found important
and helpful. Frontline clinicians appreciated mentorship on
QI methods when it was efficient and available over time.
They further highlighted the powerful role of mentors in
reducing QI methods down to a straightforward, replicable
level. Especially in the context of vast patient loads and
clinically complex patients, “simple” QI methods feel ap-
proachable. However, the majority of the facilitators iden-
tified focused on the local context and team. Stakeholders
valued leadership support, leadership and team building,
and the ability to collaborate and coordinate across disci-
plines. Established process for documentation, meeting,
and collaboration were perceived as helpful. Similarly, lack
of local resources, buy-in among leaders and team mem-
bers, and clinician capacity were perceived as hindering
the potential for successful QI adoption and spread.
Evaluating the spread of a palliative care related initiative

gave us an opportunity to more deeply explore the cultural and
informal caregiver influences on implementation efforts. In
the American context, palliative care includes elements of
supportive care such as therapeutic touch and acceptance of
optimizing quality of life through providing pain and symp-
tom management both during curative therapies and also at
end of life.22 These constructs might need to be assimilated
into the cultural context to be adopted. Providers in our study
gave examples of how family members influence decisions
towards more aggressive treatment. Family members may
need to be socialized into palliative care to facilitate uptake.
From considering the examples given by providers in

this study, we appreciate that future attention needs to be
given to tailor PC approaches in general to the Indian
cultural context. Lack of awareness, lack of knowledge,
and lack of alignment with social norms will inhibit ap-
preciation and hinder the success of the most well-
meaning QI projects. Facilitating uptake of PC may re-
quire more than communication and coordination as em-
phasized in CFIR and the Care Transitions Framework; it
may also require tailoring and socializing to cultural norms
and beliefs about pain, prognosis, and death.23, 24

We built this collaboration between seven sites in India and
expert international mentors to foster QI expertise in the PC
community because we anticipated that many of the methods
hold relevance across settings and country lines. After being
exposed to QI, clinic leads from different sites mentioned
feeling empowered to recognize the need for QI in other areas,
e.g., systematically improving pain management through clin-
ic population-level monitoring of pain scores. We believe
expanding knowledge and capacity for QI can offer a promis-
ing strategy to address growing global PC needs from a
population perspective.
This qualitative implementation evaluation demonstrated

that PC-PAICE helped multiple sites establish processes to
meet stated QI goals as well as brought new questions to the

surface. We provided substantial expert mentoring on using a
few specific QI projects in the context of PC clinics and we
have anecdotal evidence from multiple sites that trained pro-
viders and section leads took these methods and applied them
to address other PC concerns beyond their initial project as
well as contexts outside of PC. This benefit of teaching QI
methods should not be underestimated.
One of the principal challenges of international work is that

so much of the time outsiders come from their home countries
to the developing world with preconceived ideas about what
should be implemented.25–27 Historically, many good life-
saving and quality-improving medical technologies have been
developed and protocolized in one country and then exported
to the developing world. Good PC, however, is necessarily
contextual.28–31 Culture, stigma, patient, and family expect-
ations about experience of pain, illness, and death impact
provider’s perception of standards of care, conversations about
goals of care, and treatment options offered at the end-of-life
stage.33 Local and contextual resources also dictate the feasi-
bility of care options. Teaching QI methods to the PC com-
munity in India and other developing contexts has the poten-
tial to be powerful because it truly facilitates context-based
innovation. It can prevent imposing of external values and
instead gives local physicians a toolbox they can draw on to
innovate, design systemic changes, and transform clinical
practices—removing all vestiges of the past from the spread
of medical innovation.

Limitations

We acknowledge that this is just the first of many products
to come from this portfolio of evaluation work; thus, it
should be considered as a high-level look at themes holisti-
cally. We anticipate deep-dive analysis of each of the seven
QI projects individually and deeper dives into the emergent
themes. Specifically, the role of cultural context33 and gov-
ernment policies are underexplored in this work and each
represents an area where we will publish an in-depth anal-
yses in the future. In terms of other limitations, we acknowl-
edge that there is some divergence from our initial protocol.
We intended to make site visits to all seven sites to develop
complete site summaries for triangulation purposes. How-
ever, due to severe flooding in southern India, it was impos-
sible to travel to two of the sites during our data collection
window. We were, however, able to do phone interviews
with multiple respondents from those sites and feel the
quality of the data collected is nearly equivalent to that
collected during site visits. In fact, the quality of the record-
ings may have been even better with a dedicated phone line
in comparison to some of the other places where interviews
had to occur (e.g., noisy clinics without a private room).
Instead of viewing this as a limitation, we conceptualize our
protocol changes as a lesson for the necessity of adaptability
when conducting high-quality qualitative evaluations in
lower resourced or geographical disparate settings.
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CONCLUSIONS

This effort has salience far beyond PC in India. Through this
project, we were able to build knowledge and capacity for QI,
offering a promising strategy to address growing global PC
needs from a population perspective. Early insights from this
work indicate QI methods and mentoring may be a powerful
and culturally sensitive approach for spreading locally initiat-
ed and tailored innovation or implementation in the develop-
ing world. Other initiatives to spread QI methods to improve
quality of care are underway in diverse global settings.33–36 It
is critical and time-sensitive to share learnings across medical
disciplines and implementation contexts.
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