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Abstract
Early intervention following initial referral into healthcare 
services can have a significant impact on the prognosis 
and outcomes of patients. Long waiting times and non-
attendance can have an immediate and enduring negative 
impact on patients and healthcare service providers. 
The traditional management options in reducing waiting 
times have largely revolved around setting performance 
targets, providing financial incentives or additional 
resourcing. This large-scale quality improvement project 
aimed to reduce waiting times from referral to first 
appointment and non-attendance for a wide range of 
services providing primary and secondary care mental 
health and community health services at East London 
NHS Foundation Trust (ELFT). Fifteen community-based 
teams across ELFT came together with the shared goal 
of improving access. These teams were diverse in both 
nature and geography and included adult community 
mental health teams, child and adolescent mental health 
services, secondary care psychological therapy services, 
memory services, a musculoskeletal physiotherapy service 
and a sickle cell service. A collaborative learning system 
was developed to support the teams to come together 
at regular intervals, share data, test and scale-up ideas 
through quality improvement and have access to coaching 
from skilled improvement advisors in the ELFT central 
quality improvement team. Over the course of the 2-year 
project, waiting time from referral to first face-to-face 
appointment reduced from an average of 60.6 days to 
46.7 days (a 23% reduction), non-attendance at first face-
to-face appointment reduced from an average of 31.7% 
to an average of 20.5% (a 36% reduction), while referral 
volume increased from an average of 1021 per month to 
an average of 1280 per month (a 25% increase).

Problem
East London NHS Foundation Trust (ELFT) is 
a National Health Service (NHS) provider of 
predominantly mental health and community 
health services to a population of 1.5 million 
people in East London, Bedfordshire and 
Luton (which are in South East England). 
The organisation employs approximately 
5500 people and has been applying quality 
improvement across all aspects of its opera-
tions for several years. The quality improve-
ment work is led locally by staff, service 
users and other partners using the system-
atic method of the Model for Improvement. 

The method and associated tools are taught 
to staff and service users at all levels of the 
organisation.

The focus on this project was to improve 
access to community-based services, one of 
four priority areas of improvement work 
at ELFT between 2015 and 2017. Quality 
improvement (QI) at ELFT operates on the 
ethos that improvement efforts should be 
identified, initiated and led by teams that have 
the closest proximity to the quality problem. 
Fifty-nine projects had started across the 
organisation looking to improve access to 
services, spanning efforts as diverse as waiting 
times, increasing referrals, reducing time to 
produce reports, reducing non-attendance 
at appointments, reducing duplication in 
record keeping, patient transport, carers’ 
group attendance, patient experience, 
improving internal pathways and so on. Each 
project was led locally by a project lead from 
the service.

A recurring theme for the central quality 
improvement team was that there were 
pockets of excellent practice and innovation 
across these teams but no structured way of 
linking the projects to each other to share 
their learning. Another recurring theme was 
that project teams were requesting similar 
types of improvement expertise to help them 
with their work. The QI team did not have 
the capacity to meet the need on a case by 
case basis. The project teams were invited 
to come together to think about how best 
to learn together and identified key compe-
tencies and improvement expertise that 
would be needed to help them make prog-
ress. What emerged was a core need to focus 
on improving access to services by reducing 
waiting times from referral to first assessment 
and non-attendance at first appointments. 
Based on this, the 15 teams who were working 
explicitly on these issues are their primary 
aim were brought together in a collaborative 
learning system.
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A collaborative learning system was then formed, 
consisting of community teams from adult mental health, 
older peoples’ mental health, child and adolescent 
mental health and community health services spanning 
the east London boroughs of Newham, Tower Hamlets, 
the City and Hackney. Though each team had its own 
locally determined aim, they set an aim for the collab-
orative learning system to ‘Improving access to services 
for new patients by increasing uptake, reducing waiting 

times or reducing DNAs according to locally set targets 
by March 2017’. This allowed each of the 15 teams across 
the learning system some flexibility to set their own quan-
tifiable aim, based on their current level of performance 
and the local context of demand and requirements set by 
commissioners.

Community-based services at ELFT were experiencing 
increased waiting times from referral to first assess-
ment and high proportions of non-attendance at first 

Figure 1  Baseline data on waiting times across community services. CAMHS, child and adolescent mental health services; 
MHCOP, mental healthcare of older people services. 
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appointments (figure  1). Community mental health 
services had seen a 21% increase in wait times with an 
average wait time from referral to first appointment of 
41 days. Mental healthcare of older people services were 
experiencing a 43% increase in wait times which equated 
to an average wait time of 41 days. Child and adoles-
cent mental health services had a steady wait time of 44 
days. Dissatisfaction with waiting for appointments was a 
frequent theme in patient experience feedback within 
community-based services.

Background
Non-attendance is a frequent area of concern for services 
within the NHS. In relation to mental health services, 
research evidence suggests that service users do not 
attend approximately 20% of psychiatric appointments 
and of those who miss appointments up to 50% do not 
complete treatment or fail to continue to engage with 
services.1 Improving non-attendance is crucial as missing 
appointments can negatively impact services users’ mental 
health and recovery, missed medication and non-attend-
ance can result in service users disengaging with services 
and discontinuing the receipt of care.1 Research has 
shown that service users who miss appointments have an 
increased chance of being admitted to hospital, are more 
socially impaired and unwell.2 In addition, service users’ 
non-attendance at first appointments can be viewed as a 
burden on staff and financial resources.2

There are multiple reasons why service users miss 
appointments and therefore a complex approach is 
required to improve this.3 A prospective study found that 
the main reasons for non-attendance at follow-up appoint-
ments were: forgetting and being too unwell, whereas 
the most common reasons for non-attendance at first 
appointment were: administrative errors, being unhappy 
and/or not in agreement with the referral, inappropriate 
referrals and again being too unwell.3 Increased wait 
times and non-attendance are interrelated, for example, 
research found that attendance to appointments was 
significantly impacted by the length of time between 
referral and first appointments.2 4 Therefore, it is crucial 
that a service understands the potential factors that influ-
ence wait times and this understanding can help improve 
the attendance rates.2

Research focused on improving access to services has 
found a number of interventions that can improve wait 
times and non-attendance. Examples include reminders 
and prompts, for example text message reminders5 
and prompt letters6; increasing choice of appointment 
options; improving communication and explaining the 
purpose of the service.1

Measurement
Three measures were chosen and agreed by the collabo-
rative learning system for this work:

►► Waiting times: Average time in days from referral 
being accepted to first face-to-face contact.

►► Non-attendance: Proportion of patients who did not 
attend first face-to-face contact, of the total number of 
appointments booked (excluding cancellations).

►► Referral volume: Total number of referrals received 
from outside ELFT (external referrals).

Within the learning system, some projects were focused 
on reducing waiting times as their outcome. These proj-
ects would use the waiting times measure as the outcome, 
with non-attendance and referral volume becoming 
process measures.

Other projects were focused on reducing non-atten-
dance, so this would become the outcome measure for 
the project and the other two measures would be process 
measures.

All projects captured all three measures above, as part 
of their family of measures for the work, however used 
them as either outcome or process depending on the aim 
of the individual project.

At the start of the project, all the teams agreed an oper-
ational definition for each of the measures above. There 
was wide variation in how teams measured waiting times 
prior to this project, with some counting days waiting 
from the date of the referral, some starting the count 
when the referral received the clinic and some starting 
the count only when the referral was accepted by the 
team. The process of agreeing the operational definition 
involved clinical leads from each of the team, and also 
the local commissioners, to ensure that there was consis-
tency between the data collected for the quality improve-
ment work and data used in reporting for performance 
management and contractual requirements.

Once the measures and operational definitions were 
agreed, the data analysts in the central QI team at ELFT 
extracted the relevant data from the Trust’s electronic 
clinical record system in order to produce automated 
charts at team, directorate and organisation level on a 
monthly basis that anyone from the teams could access 
from the computer. A standard dashboard showing aggre-
gated outcomes and service-specific data was also sent out 
to all participating teams every month.

Design
Several quality improvement projects were started by 
services with aims to reducing wait times or reducing 
non-attendance to differing local expectations or team 
ambitions. The central Quality Improvement team 
then organised these project teams into a collaborative 
learning system to promote collaboration, accelerate 
their learning, provide improvement expertise to all 
teams and senior sponsorship to help overcome barriers 
at all levels of the organisation.

Collaboration and systems that support collabora-
tion help ensure that service users receive high quality 
care.7 Collaborative learning systems provide teams with 
an opportunity to share learning and explore ways to 
overcome challenges. They have been found to increase 
motivation and stimulate improvement.8 Effective 
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collaborative learning systems require multiple compo-
nents; a shared purpose, sponsorship, support from senior 
leaders, participants, improvement ideas, preliminary 
learning and a strategy for capturing the learning from 
improvements.9 It is important that organisations review 
the current systems and variation prior to the collabora-
tive commencing.6 Measurement that is rigorous but not 
burdensome is key to driving improvements in collabora-
tive learning systems.10

The design of the collaborative learning system for this 
project is shown in figure 2. The collaborative learning 
system incorporated the following components:

►► A shared goal across all the teams.
►► A measurement system, with standardised measures 

that were collected and shared transparently across all 
the teams.

►► A way to learn from each other, with face-to-face 
learning sets every 6 weeks.

►► A support structure, with a project board, an executive 
sponsor for the whole learning system, local sponsors 
for each project and improvement advisors coaching 
each project team.

►► A shared theory of change, with a driver diagram 
created together to visualise how the teams believed 
they would improve access across their services 
(figure 3).

As part of the design of the learning system, all the 
teams contracted with the central quality improvement 
team and executive sponsor, and agreed the following:

►► The Project Team to appoint a project lead.

►► The Project Team to meet regularly as a team and 
invite the improvement advisor from the central QI 
team.

►► At least one member of the team to attend the six 
weekly collaborative learning sets.

►► Copy the central QI Team into updates to the team’s 
sponsor and coach.

►► Save project documentation into a shared network 
folder, so others could also access.

►► Use the three core measures for the collaborative as a 
minimum (non-attendance, Waiting Times, Referral 
volume).

►► A dedicated improvement advisor from the central QI 
Team would be assigned to support the project team 
with all areas of their project.

Strategy
Within the collaborative learning system for this strategic 
improvement priority, multiple change ideas were tested 
by the teams involved, with close support from the central 
QI team and with an executive sponsor retaining over-
sight. As change ideas are shown to work in a single team, 
the collaborative learning system allowed rapid testing 
in another team with different conditions, to assess suit-
ability for scaling up. The learning system also allowed 
more tactical testing of change ideas, so that there was 
less replication of ideas, and faster learning.

The standard approach to quality improvement work at 
ELFT includes five stages:

►► Identifying the quality issue (including forming the 
team and engaging all stakeholders).

Figure 2  Learning system structure. ELFT, East London NHS Foundation Trust. 
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Figure 3  Driver diagram representing the theory of change for reducing waiting times and increasing uptake.
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►► Understanding the problem.
►► Developing a strategy and change ideas.
►► Testing.
►► Implementing and sustaining the gains.

All the teams within this collaborative learning system 
undertook the same sequence. Each team was repre-
sented at each learning session, with at least one person 
from the team attending. The learning sessions were 
designed and facilitated by an improvement advisor, and 
the executive sponsor chaired the session.

At the start of this work, the teams came together to 
form two shared theories of change: one for reducing 
waiting times for referrals into their service, and one for 
increasing uptake (reducing non-attendance at appoint-
ments). These are both shown in figure 3.

The teams tested multiple change ideas across the dura-
tion of the 2-year project. As this paper describes the work 
across the whole collaborative learning system, the indi-
vidual PDSA tests of change carried out by each time will 
not be described. However, the teams came together every 
6 weeks (either face-to-face or virtually) to discuss the tests 
being run by all the teams and to share their knowledge 
and degree of belief regarding the change ideas. ‘Degree 
of belief’ is a key concept in quality improvement and 

describes the ability to predict and evidence the effect of 
a change idea on the outcome of interest within a given 
environment. As teams test an idea and learn the effect 
that it has under differing conditions, the team’s degree 
of belief about the idea’s ability to impact on the outcome 
of interest may either increase (if the idea seems to work) 
or decrease (if the idea does not work).

As teams began testing ideas, it was decided to enhance 
learning across teams and build momentum for the work 
through an electronic newsletter, created by the central 
QI team, in-between the learning sets. Figure  4 shows 
a full list of the change ideas tested across the teams, 
grouping the ideas by the relevant change concept.

Results
Figure 5 shows the data for the three core measures across 
the whole collaborative learning system. This shows that 
over the course of the 2-year project, waiting time from 
referral to first face-to-face appointment reduced from 
an average of 60.6 days to 46.7 days (a 23% reduction), 
non-attendance at first face-to-face appointment reduced 
from an average of 31.7% to an average of 20.5% (a 
36% reduction), while referral volume increased from 

Figure 4  List of change ideas tested within the learning system, linked to the relevant change concept. CAMHS, child and 
adolescent mental health services; CH, City & Hackney; EE is the text message network; EPCL, extended primary care liaison; 
LCL, lower control limit; NH, Newham; MSK, Muskuloskeletal; PDSA, Plan-Do-Study-Act; QI, quality improvement; TH, Tower 
Hamlets; UCL, upper control limit. 
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an average of 1021 per month to an average of 1280 per 
month (a 25% increase).

The change idea related to reducing non-attendance 
at appointments which the teams developed the greatest 
degree of belief in was text message reminders. Of the 
change ideas tested to reduce waiting times from referral 
to first face-to-face contact, the change ideas which the 
teams developed greatest degree of belief in were the use 
of telephone triage, making self-help materials available, 
using checklists and increasing the number of alloca-
tion meetings to allocate referrals to the suitable clinical 
pathway.

Lessons and limitations
This paper has presented the work done across a large 
collaborative learning system for a strategic improve-
ment initiative at ELFT. We have therefore not had the 
opportunity to discuss the work happening within each 
of the teams taking part in this work and have focused 
instead on the design of the collaborative learning 
system that helped accelerate learning across the teams 
and brought shared purpose across diverse community 

teams. The paper therefore does not provide us with 
the opportunity to explore the relative contribution of 
the individual change ideas and change concepts to the 
outcome of interest, as we have not presented data at 
individual project level. This discussion, however, was one 
that was active throughout the 2 years of the work within 
the learning sets as the teams were eager to identify 
ideas being tested by other teams that had been shown 
to work and which might have application to their own 
context. An alternative, which the team did not entertain 
at the time, would have been to run a quasi-experimental 
design, such as planned experimentation, in order to test 
multiple changes across a number of teams. This would 
have required some considerable planning and exper-
tise, which was not readily available at ELFT in 2015 when 
this project commenced, but which was later applied to 
another large piece of improvement work a year later. 
Had this design been chosen, we would have had the 
opportunity to understand better the interaction between 
different change ideas on the outcome of interest.

This project included a variety of teams working in 
different geographies and with different types of patient, 

Figure 5  Outcome measures for the learning system.
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from children’s teams to memory clinics. Our belief was 
that there would be sufficient generalisability in change 
concepts and change ideas across these teams as long as 
they were working on the first part of the pathway into a 
service. This was demonstrated to be the case, as change 
ideas tested in one service and shown to work, were also 
shown to work across the other settings.

One challenge was to capture the learning at team-
level. At the time of this work, we were reliant on teams 
recording their PDSA tests of change using paper or 
Word documentation. This was less than reliable, and 
we were largely dependent on the improvement advisors 
supporting the teams to log the changes being tested and 
the detail of the theory, prediction and data for each test 
of change. As a result of this learning, the team at ELFT 
have now developed an online platform with a third-party 
software developer to make it much easier for teams to 
log their PDSA’s, create driver diagrams, input and view 
their data as control charts.

A significant challenge with this work was to standardise 
the operational definitions across the system before 
undertaking the project. With such diverse teams in the 
learning system, all needed to be recording the three 
measures in the same way, in order to be able to learn 
effectively from each other. This was a major challenge, as 
the teams had developed very different ways of working 
and measuring over the years, were managed through 
quite separate directorates and professional leads, and 
this also meant having to liaise with multiple sets of local 
commissioners in order to agree a common operational 
definition. This took some time to finalise, but without 
this agreement, it would have been impossible for the 
teams to learn together.

The pathway into a service can become highly sensi-
tive and political. There was a high degree of interest 
in this work from commissioners, as waiting times and 
non-attendance became areas of dissatisfaction. It was an 
ongoing challenge to protect the integrity of the quality 
improvement approach, allowing teams to identify their 
own ideas for improvement and test these systematically 
and managing to hold off the traditional performance 
management approach of setting targets, micromanaging 
and mandating actions. The key factor in achieving this 
was the active involvement of an executive sponsor for the 
collaborative learning system, and the fact that this was 
the chief operating officer who also had regular liaison 
with the local commissioners.

A risk of working on the first part of a pathway into 
services, as with this large quality improvement project, 
is that performance may deteriorate further into the 
pathway. All community teams within this collaborative 
learning system were monitoring contractual performance 
indicators through this piece of improvement work, and 
no deterioration was noted. However, this initial 2 year 
piece of work on improving access into services has now 
evolved into a larger improvement project on improving 
access and flow through the entire pathway, as services 
have recognised that optimising flow in a sustainable way 

requires managing the whole pathway, including transi-
tion out of the service.

Conclusion
This project has shown the value of using a collaborative 
learning system and quality improvement in order to 
tackle a complex quality issue. For many years at ELFT, 
there was widespread recognition that waiting times were 
too long but a reluctance to tackle the issue or even talk 
about it openly. The fear was that the only solution to this 
problem was more resource, which was  not easily avail-
able.

The introduction of quality improvement at ELFT in 
2014 has challenged this assumption and shown across 
many areas of the organisation that it is possible to 
achieve something truly remarkable, through solutions 
generated within the team at very little or no cost. This 
project managed to achieve remarkable reductions in 
waiting times from referral to first appointment, and 
non-attendance at first appointment, despite no addi-
tional resource. The only extra resource was the quality 
improvement support provided to the teams, and the 
expense of bringing teams together in order to learn 
from each other.

It is worth keeping in mind that all of these teams had 
access to quality improvement training through the years 
of this project, so many of the project team members 
and leads will have undertaken a 6-month programme of 
learning to equip themselves with a deep level of knowl-
edge about improvement science. This is critical to allow 
teams to use a systematic method to tackle a complex 
problem.

The collaborative learning system, which commenced 
in 2015, brought together a diverse range of teams. Some 
of these teams were very similar in nature, were managed 
through a common operational management structure 
and were working on similar topics—yet were not sharing 
and learning from each other prior to the introduction of 
this collaborative learning system. There was real power in 
bringing together a diverse set of teams at regular inter-
vals, who were working with a shared purpose yet in very 
different contexts, in order to facilitate faster learning 
and scale-up of successful ideas. The active involvement 
and oversight of an executive sponsor was key to these 
teams feeling that their work mattered to the leadership 
and to see how their work aligned to the Trust’s organi-
sational priorities. The skilled improvement advisors that 
supported the teams closely were key in ensuring fidelity 
to the quality improvement method of iterative testing 
and using data over time.

Reducing waiting times and non-attendance has helped 
these teams become more efficient, as there is less time 
lost in clinics when service users fail to attend. Seeing 
patients faster helps the teams support people quicker 
when in need and prevents conditions worsening. Impor-
tantly, the teams themselves have recognised that they 
have control over the system they work in and can achieve 
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a new level of performance, simply by understanding 
their processes, involving people deeply in identifying 
new ideas and testing these systematically.

Although the collaborative learning system ended 
in April 2017, all these teams have access to their data 
through an online portal in order to enable them to 
sustain their gains and keep an eye on maintaining the 
new level of performance. Many teams have moved on 
from this work to now looking to improve flow across their 
entire pathway, rather than just focusing on the front-end 
of the pathway. At ELFT, the next strategic improve-
ment project was to focus on improving access and flow 
across whole pathways, and since this project closed in 
April 2017, the central quality improvement team has 
been designing and supporting a large number of teams 
(some new, some existing) to understand flow through 
entire pathways and apply a similar quality improvement 
approach with a collaborative learning system to achieve 
a step-change in performance.
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