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Our first ever issue...
Welcome to the first edition of the Fraser Health Physician Quality
Improvement (PQI) newsletter! We hope that this new quarterly
newsletter will be exciting and informative. Improvement requires
new ideas. We regard this as yet another ‘first’ in a long line of
innovations by Fraser Health PQI.
Several years ago, Fraser Health was fortunate having had the
forward looking collaborative leadership of the late Dr Jan
Kornder, Dr Curt Smecher and our then CEO, Mr. Michael
Marchbank. We were the ‘first to market’ health authority within
BC to take full advantage of funding provided by the Specialist
Services Committee to establish a quality improvement training
program.
Dr Smecher singlehandedly organized and ran the first cohort of 8
physicians starting in 2015. We will be starting Cohort 6 this
month and hope to start Cohort 7 (our first site-based training
program) in January 2021.
Along the way, we have trained 102 cohort physicians, nurses,
pharmacists and administrators. We have trained over 100 more
in our introductory PQI Fundamentals course.

Continued Inside >>
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Congratulations!

From our CEO and SSC leadership
Fraser Health has been pleased to partner with the Specialist
Services Committee to develop the PQI program. The quality
improvement training provided by the program has been helpful
in engaging our physician community through the collaborative
nature of PQI project work and other SSC initiatives. This
engagement was a noticeable benefit in our response to the
COVID-19 pandemic. Congratulations to the team that produced
this inaugural PQI Quality newsletter.

Dr Victoria Lee

Dr Victoria Lee MD
President & CEO Fraser Health

On behalf of the Specialist Services Committee, we would like to
congratulate the Fraser Health PQI team on their activities over
the last five years. A special thanks to the hundreds of physicians
who carved out time from their busy schedules to receive local QI
training by participating in the SSC-PQI Initiative, and working
with their colleagues to improve the overall health care
system. The Fraser Health PQI team has also been generous in
sharing their resources and learnings with other PQI HA teams
across the province, which we are grateful for. Keep up the great
work!
Dr Matthew Chow

Mr. Ryan Murray

Editorial Board
Dr Frank Ervin

Physician Lead
(Communications) and Faculty
Respirology, RMH
Cohort 2

Angela Tecson

PQI Manager
IHI Improvement Advisor

Dr John Hwang

Physician Advisor
Surgery, RCH
Cohort 3
IHI Improvement Advisor (in
progress)

Dr Lee Ann Martin

Physician Lead (Alumni) and
Faculty
Oncology, SMH
Cohort 1
IHI Improvement Advisor (in
progress)

Janice Eng

Business Analyst
Cohort 6
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Dr Matthew Chow
Doctors of BC

Mr. Ryan Murray
Ministry of Health

We have increased our faculty strength from the single effort of
our ‘Papa QI’, Dr Smecher, to our cadre of thirty physicians and
nurses. This newsletter will further the goal of PQI, that is to help
engender a culture of quality improvement within the health
care system. We will fill gaps in communication among those
involved in QI within and beyond our health authority, help
spread good ideas to improve patient care, and celebrate our
achievements. We seek to nurture and maintain the enthusiasm
for QI for everyone. In this issue you will read of the significant
contributions our PQI staff support team made to FHA’s response
to the COVID-19 pandemic, review a successful QI project, learn
how we are pivoting to virtual learning programs, learn the basics
of data as a fundamental tool in QI and much more. Please don’t
hesitate to contribute articles to the newsletter. We welcome
your success stories, but also what your learned along the way
from your failures during your projects! Learnings about this
complex health care system come rapidly when we try a new idea
and it fails! Fail early, fail often and fail small is our mantra. Come
join us in this journey.

Dr Frank Ervin
PQI Physician Lead, Communications
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Coming Up Soon:
September 2020
Fundamentals

18

Business Cases for QI

23

Excel for QI ("Basic Excel")

24

Systems2Win

28

October 2020
Surveys for QI
QI Leadership Skills Book Club

Dr Frank Ervin

2
7, 21

November 2020
Planned Experimentation Day 1

4

Book Club

Excel for QI ("Setting up your Excel

6

Join us for our QI Leadership Skills Book Club,

for QI Analysis")

scheduled regularly every other month. On our

Planned Experimentation Day 2

18

two respective sessions (Wednesday, October 7

Fundamentals

24

and October 21 from 5-7pm), we will
feature Beyond Reason: Using Emotions as You

December 2020
Surveys for QI

2

QI Leadership Skills Book Club

7

January 2021
Data Analysis Using SQCpack

22

Excel for QI ("Basic Excel")

25

QI Bootcamp: Scale-Up and Spread

29

Negotiate by Roger Fisher and Daniel Shapiro and
Master the Matrix: 7 Essentials for Getting Things
Done in Complex Organizations by Susan Z. Finerty.
To attend an upcoming Book Club and access a
copy, email us at PhysicianQI@fraserhealth.ca.

February 2021
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Fundamentals

4-5

Surveys for QI

16

Systems2Win

22

QI BULLETIN | ISSUE 001

COVID-19:
Our response
Janice Eng, PQI Data Analyst: During the pandemic, the
team collaborated through virtual platforms. One of
our projects involved creating a COVID SharePoint page; here
physicians found a variety of resources, opportunities for
idea generation, project tracking, and project support for
their COVID-related projects. We also collaborated with Lloyd
Provost, Senior IHI Fellow, to analyze COVID data using QI
methodologies, creating control charts looking at the number
of new daily deaths of varying scopes, ranging from nationwide to our local health region.
For more information, please email
PhysicianQI@fraserhealth.ca

Virtual Training
Dr John Hwang, PQI Physician Advisor: In
addition to Level 1 (IHI Open School) training
which is already online, we are developing a
virtual Level 2 (PQI Fundamentals) workshop,
and we anticipate virtual delivery of all Level
3 (Certificate) content until it is safe to
resume in-person training. We are also
investigating learning management systems
that will help to organize and deliver content
more effectively and efficiently, improving
the learning experience for students, faculty
and the PQI team.This will be an iterative
process for everyone and we invite your
input. While COVID-19 has made this
transition to virtual education a necessity, I
believe the work we do in the next few
months will make PQI more flexible and
allow us to reach even more physicians and
their care partners. It is an extremely exciting
and innovative time to be part of PQI.

Above: A virtual session with PQI faculty members
and staff
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Physicians Reflections
Dr Lee Ann Martin
My initial forays into quality work involving the
patient experience and team functioning began in
2002, then focused on wait times for breast cancer
diagnosis and treatment, and the use of integrated
team approaches to symptom management in
oncology. While these projects did involve
examination of data (in fact very “big” data), and
good collaborative methodologies such as
Participatory Action Research, it seemed to me
that change was slow, and quicker effective
mechanisms for finding “the best way” must be
available….
With this in mind, I jumped at the opportunity
to participate in Cohort 1 of PQI (then called
PQRST) taught by my esteemed mentor Curt
Smecher. Given my past experience with multiple
projects, I quickly saw the value of researched
and documented QI skills and tools, particularly
application of the IHI Model for Improvement (MFI)
and statistical control charts. My cohort project
and multiple large projects since then have been
transformed.
In 2014, I had started a project to improve time
to first antibiotic for patients presenting to the
Emergency Departments of Fraser Health with
fever while on chemo – a potentially life
threatening event. Research or proof of efficacy
was not needed as standards and international
guidelines for application of empiric broad
spectrum antibiotic had been published for two
decades. Using the MFI, I was able to use small,
rapid, repeated change cycles for every aspect of
the process, which was more complicated than it
first appeared, and get to the centre of the
reasons for multiple delays. I learned to see the
process through the eyes of the patient, the
perspective of the triage nurse, the complexities of
the Meditech lab ordering interface, the education
needs of the nurses, and the mad practice
environment of the Emergency Physicians.
The PQI approach led to helpful interactions
with all stakeholders where we examined results
of change together and took appropriate action
based on real-time data. I think I enjoyed these
interactions most of all (besides the satisfaction of
seeing our outcomes fall within standards
consistently).
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The Pre-Printed Order (PPO), later accompanied
by a protocol and Learning Hub education, went
through 10 to 15 Plan-Do-Study-Act (PDSA) cycles
as we involved more and more stakeholders. We
learned why solutions that initially sounded good
to some stakeholders (using a web-based
treatment algorithm, or a printed algorithm for
Vancomycin dosing) did not work well within this
system (ER doctors needed a rapid, dose
populated order form requiring only tick boxes).
The ultimate win was having 100% sign off from all
stakeholders that they were fully satisfied with the
PPO and the process. Nursing involvement in
testing the education slide set from all levels was
key (triage nurses, ER nurses, ward nurses) – I had
been making assumptions about what they might
already understand, and the level of depth they
wanted.
The PDSA cycles, although numerous, were
quick and effective. Our core team included
administrative
sponsors,
managers
and
department
physician
leads,
and,
most
importantly, an expert Clinical Nurse Educator
immersed in the ER environment and skilled in
reliability of processes. Five years later, an audit of
our outcomes indicates that the PPO is used at
nearly 100% of ER visits throughout the health
authority, and the correct first empiric antibiotic is
always given, quickly.
A few months ago, I went down to the (massive
and very busy) Surrey Memorial ER to check on my
patient admitted the night before with febrile
neutropenia on chemotherapy. The attending ER
nurse saw me reviewing the chart and, finding that
I was the oncologist, proceeded to give me an
update on everything being done and referring to
the PPO. This nurse was young, keen, and likely
newly trained – yet showed superb clinical skills
and knowledge. I asked “How do you know so
much about febrile neutropenia? Are they teaching
this in your undergrad?” The response was
extremely gratifying. “No, I learned it all because
my manager asked me to watch the Learning Hub
teaching module as I began practicing in the ER as
part of my training.”
I think my job is done, and I can go home.
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Project Spotlight:

Deprescribing in Residential Care

Dr Adriaan Windt- Project Lead, Simran Dhadda- Volunteer
BACKGROUND
In residential care (long-term care, nursing home) homes, team-based care conferences and medication
reviews can be utilized to promote deprescribing. This can potentially decrease the unnecessary (no
evidence to support the use) prescription of supplements which will save cost to the patient/family.
In addition, it can also decrease inappropriate (increased risk of complications/decreased quality of life,
and no link to a diagnosis) prescriptions.

AIM

Reduce the number of residents on 9 or more medications by 50 % during 2019 and sustain
the improvement into 2020. The intervention will focus on building a team to standardize
an approach within medication reviews and care conferences. The
residents of all (4) care home physicians will be involved.

PROJECT DESIGN & STRATEGY
AIM

Reduce the number of residents
on 9 or more medications by 50 %
during 2019 and sustain the
improvement into 2020. The
intervention will focus on
building a team to standardize an
approach within medication
reviews and care conferences.
The residents of all (4) care home
physicians will be involved.

OUTCOME MEASURES
Number of residents on 9 or
more medications

PROCESS MEASURES
1. % Completed MRs
2. % Completed CCs

BALANCING MEASURES
1. Number of complaints from
residents of family members.
2. Number of residents that
required for medications to
be re-started.
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Primary Drivers

An engaged
intervention
team

Satisfied
residents, family
members/care
givers

Effective
Medication
Reviews (MRs) &
Care Conferences
(CCs)

Secondary Drivers

1. Their QI experience
2. Buy-in/their willingness to
invest in the project
3. Their demonstrated skill-set
for the components of the
project

1. Informed collaborative
decision-making
2. Consider the influence of
public opinion, family, Google
& media

1. The format of the CCs
2. The role of the MRs
3. The frequency of the MRs – 1 or
2/year

Change Ideas
Establish a QI intervention team
Arrange monthly QI meetings
Arrange a project intro meeting with the
team
The team to define 'inappropriate'
prescribing for the project
The team to list the supplements to
target in the project
The team to establish baseline data for
all residents

At the CC the pharmacist will explain the
action and side-effects of all meds
The MD will link each medication with a
diagnosis
Updated evidence regarding
supplements will be shared by Pharm.
and MD with the res/family
A motivational interviewing approach
will be followed

Establish a standard CC format to include
the above components
Investigate whether the EMR (PCC)
template is sufficient OR create a
standard form
Arrange for a MR within 2 weeks after a
res is discharged from hospital
Keep the CC focused on Quality of Life
(not medication)
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RESULTS
Bevan Village, LTCAL Home, Abbotsford Polypharmacy
Individuals

UCL = 14

# Residents on 9 or more meds

Mean = 11

LCL = 9

Define criteria for meds

Explore scale up opportunities

Team meeting

LESSONS LEARNED
1. Building multidisciplinary teams in LTCAL homes
can produce significant outcomes.
2. It is essential to involve residents and family
members/caregivers as team members to avoid
negative trends in balance measures.
3. Electronic medical records are not designed to
provide useful information for quality
improvement projects without significant time
investment.
4. System change (format of medication reviews
and care conferences) produce more powerful
outcomes that a focus on one process within the
system (specific medication).

NEXT STEPS
The project is currently being repeated at another
facility (Maplewood House) with the goal to simplify
the process as much as possible, especially the data
extraction process. Following that, the initiative will
be introduced to the facility medical directors across
Fraser Health to consider broader implementation.
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Physician readiness to change
Consult expert regarding
alternatives

About Dr Windt:
Dr Adriaan Windt is a family
physician in Abbotsford with
a special interest in the care
of seniors in long-term care
and assisted living (LTCAL)
homes. He is the Fraser
Health Physician Lead for Clinical Quality and
Research in LTCAL. His project involvement
includes the following: bringing modern
technology into LTCAL (Indoor Positioning
System), the mental health impact of COVID-19
in LTCAL, evaluation of a geri-psychiatry
shared-care project in LTCAL, improving
outcomes of COVID-19 positive LTCAL
residents, decreasing polypharmacy in LTCAL,
and optimizing the use of electronic medical
records in LTCAL. He is also a board member of
the Abbotsford Division of Family Practice and
represent the board at the following initiatives:
the health and social innovation hub
(University of Fraser Valley), Urgent and
Primary Care Center, Patient Partners, and the
Lift Grant project. He is passionate about
promoting Improvement Science in Healthcare.
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The Data Kernel:
Data and Quality
Improvement
Dr Francis Ervin, MD

“Data are documented observations or
the results of performing a
measurement process.”

The MFI then proposes a series of tests of the
initial change idea using the PDSA cycle.

In QI we use both observations (arising from
perceptions of the world via our senses) and the
results of measurements. Observation data often
has value in QI projects. Measurement data is
preferred for its relative lack of human perceptual
bias.
What is the role of data in Quality Improvement?
Where does data fit into the Model for
Improvement (MFI)?
The Model for Improvement forms the basis of
the Quality Improvement training programs we
offer to learners in Fraser Health. Deceptively
simple in concept, it requires improvement teams
to ask (and answer) just three questions prior to
embarking on a QI project:
1. What are we trying to accomplish (what,
where, by how much and by when)? This
becomes the project ‘Aim Statement’.
2. How will we know that a change is an
improvement (the subject of this column!)?
Read on for a description of the outcome,
process and balancing measures to be
collected.
3. What change can we make that (we think) will
result in an improvement? (The initial change
idea to be tested.)

Fig. 01– The Model for Improvement (MFI)

We are all smart, well-meaning folks and feel
knowledgeable enough about the health care
systems we work in. Why don’t we move directly to
implementing our change ideas?
Sometimes that is exactly the right thing to do, but
only in the special case satisfying at least these
two criteria:
1. The team has a very high degree of belief that
the change will result in an improvement, and
2. The chances of and consequences of failure to
the overall system (i.e. the risk) is very low
Improvers call these projects ‘Just Do It’. Aside
from monitoring the outcome for stability after
implementation, little collection of data is required
as part of the project.

Continued >>
08

QI BULLETIN | ISSUE 001

But most health care problems turn out to be
complicated, so we need to use the MFI. Using
the MFI approach helps to balance the natural
tendency of health care workers to focus on an
obvious (to them) solution and move to
implementation quickly. The consequences of that
are all too often unsatisfactory and can have
detrimental effects on the overall health care
system. I am a typical physician discussing change
iideas when the problem, or gap in care should be
identified first!
Care gaps can be demonstrated by making quality
differences apparent:
1. Between facilities, departments, programs,
2. Within a facility or department over time, and
3. When patient care falls below guidelines or
accepted standards.
We teach QI learners to use Pareto charts and run
charts to demonstrate the care gap in an intuitive
manner that is easy for all concerned to interpret.
Once demonstrated, the care gap data collected
can provide a baseline to help show the progress
of the QI project. Once the care gap is identified,
quantified, and made visible, it is time to use the
MFI.
A preliminary data plan is needed to answer the
question: How will we know that a change is an
improvement? Our teams use outcome, process
and balancing measures data.
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1. Outcome: Of course, it is important to collect
the data needed to show the team’s progress.
(or lack thereof) on improving the gap in care.

1.
2. Process: Measuring the pig doesn’t make it any
heavier. We need to collect data to show that
the change idea was in fact incorporated as
part of the process in question. If not, then it is
not possible to attribute any change in the
outcome to the change idea. This has important
implications for the spread of the improvement
project to other departments or sites. Why
spread an idea without a high degree of belief
that the change in the outcome was due to the
change idea?
3. Balancing: These are data collected to look at
the system from other perspectives and for
unintended consequences, both ‘good’ and
‘bad’ as a result of the improvement project.
Tracking these data show our respect for the
broader health care system in which we serve. We
do not wish to optimize one process and by doing
so de-optimize other processes. It turns out that
each of the quality measures above needs a
detailed operational definition. The definition must
include a method of measurement and a set of
criteria for judgement. This provides the
consistency in measurement that is needed among
different observers over the life of a project or at
different sites. This minimizes the variation in data
over time caused by inconsistent data collection
processes.

Next time: How do we collect
data for improvement?
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COVID-19:
My Experience
Tracey Giles, PQI Systems Analyst

It's March 15th – my birthday. I'm
on the Cypress Mountain getting
ready to ski for the day with my
friends and family.
People are surprised the mountain is even open –
then over the PA we hear closing mountain at 4pm.
Despite the early closing time we had an amazing
day – sunshine and beautiful snow. That was the
last ski day of the season. Lockdown loomed.
The following week we were told to a create a
home office space. The state of the nation was in
chaos. My son did not return to school after
spring break – his grade twelve year would be like
no other.
We all learned new ways of communicating; and
face masks, along with hand sanitizers, were the
new norm. I went into pandemic mode: buying
more food, water, and toilet paper than required. I
think I'll have rice for years to come.
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This was then followed by information of being
deployed to other sites. I was the first of my
department to go. Eagle Ridge Hospital was my
new home site; luckily, I live a 10 minute walk
from there.
My job was to ask everyone coming into the
hospital if they had any COVID symptoms. All had
to be labeled to show they had passed the gate as
clear. My first shift felt like three shifts in one.
Coming home after work was another new
normal. I had to put all my clothes in the washer
and leave my shoes outside. My son made lots of
COVID remarks and made sure I followed all the
protocols so that he wouldn't be exposed.
I cooked more than I ever had before. In some
ways it was comforting; in others it was
frightening not knowing what was going to
happen next.

Continued >>
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I was deployed for only a month but it felt like
three. I tried staying in contact with my team and
doing what I could. My days off were few.
After one shift at the staff entrance, I was put at the
emergency entrance, one of the two entrances
open to the hospital. This meant the ER was the
main entry point. The staff knew the drill, though
one had to be sent home for testing. Often, there
would be line ups of people outside of the hospital:
some trying to visit their sick family, others to drop
off food for those they loved, some simply to see a
doctor for help. Among cardiac patients, those
requiring day surgeries, wound clinic, or IV
treatment, many faces became familiar. Everyone
that passed by had to sanitize hands, and most
wore masks– some gloves.

Tracey Giles, FH PQI Systems Analyst

My job there went
above and beyond: it
was stressful but also
fulfilling.

Not everyone respected each other's space and
emotions ran high: distressed and frustrated, some
angry, others scared. My job there went above and
beyond – it was stressful but also fulfilling. Some
days there weren't enough staff – no breaks could
be taken. I came home exhausted
I acted as a counsellor to patients and staff
members, as all had their fears and issues with
what was happening. I particularly remember a
parking lot episode: a woman screaming–her
oxygen tank nozzle had broken off– she had lung
transplants and needed her O2. Both myself and
the nurse came out. The nurse ran to get a spare
tank. She then came back later with a tool to fix her
faulty one. This woman was in a hyperventilating
state. I sat with her, calming her down, focusing on
her breath as she bellowed out her story and the
challenges she had seen over the last year of her
life.
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Coming back to work posed its own challenges. I
felt like I had just come out of a war zone. A bit of
post-traumatic stress maybe? My team had spent
the last month finding ways to make things work
differently. Now I had to catch up but felt I was
walking through mud – both physically and
mentally. I appreciate my co-worker and
supervisor Janice for her patience and having my
back as I slowly got myself up to speed with our
new work world.
Writing this has made me emotional. I am
grateful for my son and the friends that helped
me through. Also for the hikes up the Crunch, the
few golf courses that were open (golfing has
since become my new addiction), and my big
outings to Costco with my friend Jo-Ann. We
made the line-ups fun, brought laughter to the
tension, and socialized with strangers, while
social distancing, sharing stories as we waited.
Thank you to all who have crossed my path,
either over Zoom, on the phone, or in person;
you have all helped me find normalcy in this
abnormal world.

About the Author:
Tracey Giles has
worked with Fraser
Health for about 20
years in various
positions, but as the
Systems Analyst in
PQI department since
2016. She has a son
who is a recent high
school graduate, an
ignited passion for
golf since COVID, and
a long time love for
hot yoga.
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What our alumni
are saying.
The tools and processes taught in PQI provide us with an
evidenced-based method to introduce change in a
complex organization. Using PQI concepts has
empowered me to have meaningful discussions with
senior leaders and to gain the buy-in of my team
members in implementing change ideas.
- Dr Diala El-Zammar, Emergency, CGH
Cohort 5

"Papa QI" – Dr Smecher sharing his knowledge

Conducting this quality improvement project gave me the
opportunity to understand my department hierarchy.
Knowing who is who in the zoo has allowed me to build
and foster important relationships. I didn't realize how
much I had gotten out of this experience until I sat down
and reflected on everything I've learned and the positive
outcomes from my change ideas.
- Dr Anata Gurung, Pathology, RCH
Cohort 5

Dr Lawrence Yang, Cohort 2

Get in touch
Have a question or something to
contribute? Reach us at
PhysicianQI@fraserhealth.ca
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I have been at the Royal Columbian Hospital for 30 years.
In my early experience, when I had an idea as a physician
for quality improvement, I didn't know where I should
take it or how I should present it. Even if I found...the
appropriate person, the mechanism was not clear as to
how it could go forward. Now, I see that administration is
encouraging physicians to bring forward their ideas,
[providing] them with tools and education to develop
their ideas, as well as the mechanism for testing,
implementation, and possible spread if the idea works. I
do believe QI should be a part of all medical learning.
- Dr Shafique Pirani, Peds Orthopedics, RCH
Cohort 5

After PQI, I now feel empowered with a comprehensive
and inclusive framework with which to approach health
systems redesign.
- Dr Lawrence Yang, Family Practice
Surrey Community
Cohort 2
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