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Improving Access to Specialised Care at
BC Cancer Surrey

A. Al-Tourah, A. Arnold, T. Dhanda S. Bourque, A. Cheung, C. Leong, A. Krauze, J. Shustik, M. Eltawil

Aim

Treat 100% of patients with high-grade glioma and are eligible for dual modality treatment within 6 weeks of surgery by Dec 2018

Background

BC Cancer – Surrey is one of six full-service cancer centres of BC Cancer
agency, British Columbia, Canada.
High grade gliomas, with a World Health Organization grade scale III/IV,
are the most common form of primary brain tumours in adults. The
survival rates range from 15-16 months for grade IV glioblastoma , and
36 months for Grade III. The preferred method of treatment is surgery
followed by dual-modality radiation + chemotherapy for eligible patients.
BC Cancer Surrey 2015-2016 data indicate that only 60% of eligible
patients are meeting the 6 weeks window.

Changes Made

1. Triage process: new high-grade gliomas referrals are flagged
2. Ambulatory care: Secure dual modality new patient slot every
other week with rotation between 3 radiation oncologist and 3
medical oncologist
- Patients are seen in one visit by both specialist back-to-back
- PDSA cycle : will run this after each new patient is seen

Project Design & Strategy

1. Understand the current process,
identify the system’s “bottlenecks”
and determine potential solutions.
(See Fig. 1 Process flow Diagram)

Fig. 3: New process flow diagram changes are marked with red star

2. Create a driver diagram to determine potential
change ideas to test and implement. (See Fig.2
Project Driver Diagram
3. Data collection on: Patient triage,
consults’ booking and treatment.
(Data obtained from BC Cancer
Health information Services)

4. Execute change ideas to optimize
patient’s radiation planning and
service delivery process

Results

• 2015-2017 median time to start of dual-modality treatment 44 days,
mean= 47 days (Graph 1)
• Special cause was observed when a locum was on staff with a limited
scope of practice
• Post operative MRI used for radiation plan, completion mean = 14 days
(Graph 2)
• May 4th 2018: start of new dual-modality clinic and we continue to
collect data prospectively

Test and execute our ideas on the triage/booking of new consults process

Fig. 1: Process Flow Diagram of Patient’s referral journey to BC Cancer-Surrey

Lessons Learned
Fig. 2: Driver Diagram

Project Team members
•
•
•
•
•
•
•
•
•

Dr. Abdulwahab Al-Tourah- Project lead
Drs. Arthur Cheung, Carson Leong and Andra Krauze- Radiation oncology
Drs. Sylvie Bourque, Jesse Shustik- Medical oncology
Taranjit Dhanda- Ambulatory care
Anna Arnold- BC Cancer Surrey,
Dr. Ursula Lee -SMH/BC Cancer Surrey Department head
Dr. Lee Ann Martin-BC Cancer Quality & Safety
Dr. Gary Pansegrau- BC Cancer Surrey Centre medical director
Maryam Eltawil- Physician Quality Improvement-Fraser Health Authority

• Importance of buy in from administration and peers to implement
effective change
• Data on current state was helpful in strategically planning the change
ideas:
• We learned from special cause variation that “protected
“ slots may shorten referral-to consult time
• Adding more resources without change to the process
did not improve the outcome
• More to learn (PDSA cycles) once we collect measures after
Contact Information
implementation of the new process

Abdulwahab Al-Tourah
BC Cancer Surrey, 13750 96th Ave, Surrey BC V3V1Z2
Email: aaltoura@bccancer.bc.ca
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Surviving Sepsis
at Eagle Ridge Hospital
Dr. Alison Morris, Tracey Giles, Janice Eng, & Stephanie Lam

Aim

To initiate evidence based care in 80% of patients at Eagle
Ridge Hospital with hospital acquired sepsis by Nov. 2018.

Results

Background

Sepsis affects more than 30,000 Canadians annually and 30%
of those affected will die from their illness. Those who survive
often live with significant disability. Recognizing and treating
sepsis early can decrease morbidity, mortality and costs to the
health care system, yet less than 42% of patients receive
adequate treatment. Improving sepsis care in hospital is a
priority for both Fraser Health and the BC Patient Safety and
Quality Council.

Blood
Cultures

Lactic
Acids

IV Bolus

Antibiotic

3hrs

•Nine charts were reviewed since January
2018; 7 were physician identified . Of those
charts, 4 cases of sepsis were identified since
formal feedback was given to physicians.
Three out of these four charts had a
preprinted order on the chart and all of these
had the 4 elements done.

Next Steps

Although numbers are still very small it appears that using the
preprinted order enables all 4 elements of sepsis care to be
done. By asking physicians to identify charts the hope is to
promote awareness and engagement in improving sepsis care,
however there is an awareness that the charts identified will
likely have superior care. It will be important to also look at
more charts identified objectively. The team has now partnered
with the Fraser Health Patient Safety and Quality Sepsis group,
the Regional Department of Hospital Medicine sepsis team and
the local QI team to refine chart review and feedback processes
and to spread learnings regionally.

Measure

PDSA #1 – How is improvement measured? Charts were
identified through coding of sepsis, positive blood cultures and
lactic acid. Chart reviews were conducted on patients with
sepsis identified at least 48 hours after admission from Jan –
Mar 2017 looking at time from 2/5 positive SIRS criteria to
appropriate investigations (blood cultures/lactic acid) and
treatment (IV bolus and antibiotics).

Lessons
Current method of
identifying charts is
not practical as the
majority of charts
screened had
sepsis on
admission.

Only 4/10 patients
had all 4
appropriate
investigations /
treatment .

Change

Only 1 preprinted
order was used;
that patient had all
4 elements.

PDSA # 2 – Look for a more efficient way to identify charts.
• Ask physicians to identify charts
• Positive Blood Cultures/Lactic acid after 48 hours
Feedback baseline results to physicians in 2 presentations and
an email letter. Promote already existing preprinted order to
ensure all 4 key elements are done within 3 hours.
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Author: Dr. Amarjit Singh Bajwa: MBBS; FCS(ORTHO)SA: Orthopaedic Surgeon with Lower Distal Extremity Reconstructive Surgery

Process

Aim
To gain support for establishing a multi-disciplinary diabetic
foot clinic (MDDFC) at Abbotsford Regional Hospital from
more than 80% of identified stakeholders by June 2018.

Author interviewed 4 orthopaedic surgeons, 3 vascular surgeons, 3 emergency
physicians, 1 infectious disease specialist, 3 wound clinic nurses, 3 ARH directors and 1
health authority director. Stakeholders were interviewed between 1-3 times. Questions
included:
1.
2.
3.
4.
5.

Background
 Early screening and appropriate foot care can prevent up to 85% of diabetesrelated lower limb amputation1,2,3

Opinion about current care of DFUs?
Challenges in the current system?
Opinion and awareness about MDDFCs?
Advantages and challenges anticipated of a MDDFC?
Support for a MDDFC at ARH?

 Diabetic foot ulcer is the leading cause of lower extremity amputation (LEA)3.
Single diabetic foot ulcer (DFU) requiring amputation costs approximately $70,000
to the system4.

Patient Care Pathway for Diabetic Foot Ulcer

 The total annual cost of chronic DFU is $418 million in BC and the prevalence is
expected to increase by 44% by 20275

PROPOSED

CURRENT

 There is evidence that well-organized multidisciplinary teams not only reduce
amputation rates but they are also more cost effective4,6. There are some chronic
wound clinics in BC, but to the author’s knowledge there are no MDDFC’s in BC at
present.

Why the Need for Change?
Lack of a proper care pathway for continuity of care for DFU
Overloading of emergency department (ED) and surgeons
Increased admission and readmission rate in hospitals
Low threshold for amputations over multiple debridement
Need early and timely assessment and application of total contact casting (TCC),
which is lacking in present care
 Studies from around the world demonstrated the benefits of MDDFC with2,3,4,6:
a) overall better and cost effective care
b) reduced hospital stays, readmission and decrease rate of LEA






LEGEND
MDDFC – Multidisciplinary Diabetic
Foot Clinic
GP – General Practitioner
LTC – Long Term Care
CWCC – Community Wound Care
Clinic
OR – Operating Room
TCC – Total Contact Casting

Project Design & Strategy
Primary Drivers

Aim
Gain support to establish
a Multi-Disciplinary
Diabetic Foot Clinic
(MDDFC) at Abbotsford
Regional Hospital (ARH)
from more than 80% of
identified stakeholders
by June 2018.

Outcome Measure:
Acceptance rate of
stakeholders to establish
the MDDFC

Process Measures:
1. Meet with all the
identified stakeholders
and gather their
perspective
2. Challenges identified by
stakeholder physician
groups

Physician
support

Secondary Drivers
A.Identify key stakeholders for
MDDFC
B. Collaborate with orthopaedic
surgeons, vascular surgeons, ER
physicians and infectious disease
specialists

A. Communication with physicians

Perceived
need

A. Explore the current vs. proposed
flow of patients to and from ER
A. Highlight the stakeholder
concerns

Executive and
operations
support

A. Gain support and willingness to
establish MDDFC at ARH

Impact on
resources

A.Availability of staff
B. Adequate space at the existing
vascular foot clinic at ARH
C. Supplies required
D.Financial resources

Change Ideas

1. Project leader meets with each
stakeholder
2. Obtain verbal expression of support

1. Develop patient flow and care pathway
2. Encourage early referral to MDDFC
3. Risk profiling of patient by using 60 sec
initial assessment chart (per Canadian
Association of Diabetic wound care
guidelines)
4. Apply TCC and regular follow-up

 17/18 (94.4%) of the stakeholders support the need for a MDDFC at ARH
 Most clinicians agreed that there is a need for early and timely assessment and
application of TCC in the treatment of DFU
 There is a willingness to design a proper care pathway for DFU patients
 Barriers identified include space, staff shortage and financial impacts
 Data indicates that the mere act of discussions targeted at gaining support for a
MDDFC may have had a positive impact on revisits <30d to the ED. Further analysis is
required to determine the source of the impact.

Conclusion

1. Obtain data of ER visits and revisits for
diabetic foot infection

1. Generate business case to support
addition of services in Foot Clinic

Project Measurements
 ED revisit rate for DFU patients <30d and >30d
 Readmission rates for DFU patients <30d
 Number of LEA’s

Contact Information:

Results

Dr. Amarjit Singh Bajwa
bajwaas1@gmail.com

Project completed with the support of the Fraser Health Authority PQI Team:
Angela Tecson, Tonya Lynch, Beverley Saumer and Reizel Balmes

A MDDFC grants early assessment and treatment by a specialist and may decrease
admission and LEA rate. The specialist will also identify the diabetic foot deformities at
risk of developing ulcers. Using different modes of offloading the area at risk of
developing ulcers may prevent DFUs in the first place which should decrease
unnecessary visits to the ED. This will provide continuity and collaborative care of the
DFU patients, which will improve quality of life and patient satisfaction.
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“We Can’t Wait Forever!” Improving Access to the Specialized Senior’s Clinic
Dr. Ashdin Tavaria, Jennifer Atchison, Janice Eng, Varsha Palad

BACKGROUND

CHANGES MADE

Although accessibility and universality are core principles in the Canada Health Act,
long wait times continue to plague the Canadian health care system for patients
seeking care at both the primary and speciality levels. As the baby boomer
generation continues to age, Canada’s rapid demographic transition is resulting in a
growing senior population. Fraser Health currently contains over 250,000 senior
citizens, the most of any health authority in the province. This number is expected
to increase to over 520,000 by 2034. Given the increasing number of frail seniors,
the timely delivery of specialized health care services is essential to patient health
outcomes.

Sep 2017

Oct 2017

Nov 2017

Jan 2018

Mar 2018

AIM

Apr 2018

Reduce the wait time for new patients referred to the White Rock
Specialized Senior’s Clinic from 78 days to 28 days by June 2018.

• Build and orientate team
• Process mapping of clinic flow
• Meditech waitlist program developed
• See waitlisted clinic patients in hospital if admitted
• In process: have pharmacist see patient initially before MD in clinic
• In process: Development of electronic referral system (Pathways)

RESULTS

PROJECT DESIGN & STRATEGY
Outcome Measures
Reduced wait time in days
from time referral sent to
patient being seen in clinic

Process Measures

• # patients waiting to be seen • Clinic capacity
• Time between steps (pended • Time, cost per reminder call
• ER visits and hospitalizations
 booked  appointment
for patient’s referred to
attended)
clinic

Primary
Drivers
Complete,
Timely,
Standardized
Referrals

Aim
Reduce wait time
for new patients
referred to White
Rock Specialized
Senior’s Clinic from
78 days to 28 days
by June 2018.

Balancing Measures

Secondary
Drivers

Change
Ideas

1. Standardized referral
process
2. Incomplete referrals need
rapid follow-up
3. Complete referrals sent by
GP, who receives
confirmation receipt

A. Develop Pathways electronic
platform to send and receive
electronic referrals
B. Electronic automated response for
incomplete referrals

Figure 1: Outcome Measure shows duration from time of referral received to appointment date

A. Triage more than twice per week by
more than one person
B. Booking done more than three
days per week
C. Electronic confirmation
D. Physician decides what allied health
a patient may need to see when
they come to the clinic before
seen by physician (e.g. pharmacist,
OT, RN)

Efficient and
Effective
Booking
Process

1. Rapid triage of referrals
2. Initial booking within 10
days of triage
3. Efficient and effective
notification and reminder
process

Clinic
Capacity

1. Number of new patient
appointments
2. Reduction in no shows
3. Available staff (physicians)

A. Efficient use of physician time
B. Empower family
C. Effective reminder
system

Patient
Availability

1. Some patients admitted to
hospital
2. Some patients do not live
locally during the winter
months

A. Patient in hospital waitlisted for clinic
could be seen in hospital

Figure 2: Process Measure shows duration from time of referral received to appointment made date

TEAM
Dr. Ashdin Tavaria – Project Lead
Dr. Pamela Thornton – Sponsor
Jennette Coates – Sponsor
Varsha Palad – Student Volunteer
Angela Conte – MOA
Marcie Longshaw – MOA
Brenda Wood – MOA

Contact Information

LESSONS LEARNED
Donna Horahan – PCC
James Lawson – Patient
Arlene and Howard Cadinha – Patient
Dr. Manraj Johal – Mentor
Jennifer Atchison, Bev Saumer, Janice Eng
– Physician Quality Improvement Team

ashdin.tavaria@fraserhealth.ca

We can always improve our efficiency to better serve our patients. A lot of time was
spent meeting with all people affected by the changes. This was essential to have
team buy-in and active participation. We also had positive meetings with Senior
Leadership at the Hospital and our Geriatric Regional Medical Director, which was
very important to move our project forward.
Our next steps will include having our clinic pharmacist see patients before the initial
physician evaluation. This change will allow for an increased focus on medical issues
during the initial intake. Additionally, we are working with the Pathways group to
develop an electronic referral platform that will increase the efficiency of the
referral process; this will allow referrals and wait times to be tracked in real time.
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Reducing the Use of Inappropriate Carotid
Ultrasound in Stroke in Burnaby Hospital
Dr. Chris Bozek, Reizel Balmes

Aim
To reduce the inappropriate use of carotid ultrasound in stroke and TIA by 100% in Burnaby Hospital by June 2018

Background

With increasing use of computerized tomography Angiography
of the neck in acute stroke and Transient Ischemic Attack
(TIA), the traditional need for carotid ultrasound in these
settings has decreased. Reducing the use of carotid
ultrasound in stroke patients already receiving a CT angiogram
can reduce waste, increase availability of ultrasound for other
patients, improve times for other tests and procedures for
stroke patients and improve overall patient satisfaction.

Changes Made

Project Design & Strategy
Start data
collected in Jan 2017 on
admitted stroke/TIA
patients in Burnaby
Hospital who had a CT
angio of neck and a
carotid ultrasound
Conduct
an audit of patients
admitted from Jan
2017 to August 2017 to
confirm presence of
inappropriateness of
carotid ultrasounds

An error in the
hemmorhagic stroke
PPO that made carotid
ultrasound an
automatic test

EDUCATE
ERP
NEUROLOGY,
HOSPITALIST,
RADIOLOGY

The ischemic stroke PPO
had a checkbox for carotid
ultrasound that was often
being checked at the same
time as the CT angio

Change
PPO

Change
PPO

EDUCATE
DOCTORS

Results

The only change ideas implemented so far are the education of ERP, Radiology, Neurology and
Hospitalists, at dates annotated in Figure 1. PPO changes are being finalized and implemented in
coordination with a broader review of the stroke order sets being done at Burnaby Hospital. Review of
other hospitals in Fraser Health are shown in Figure 2, prompting a consideration for a further spread
project

Use algorithm
to identify other
hospitals in Fraser
Health to determine if
this was a common
site wide problem

Form a team
to assess the problem
& develop change
ideas that can reduce
the inappropriate use
of carotid ultrasound
for target patients

Test change
ideas and continue to
monitor our project’s
outcome and process
measures for
validation

Figure 1 shows the decreasing number of stroke patients
receiving both CT Angio and Carotid Ultrasound

Figure 2 confirms the presence of similar cases where patients are
receiving both CT Angio and carotid Ultrasounds without real cause
across multiple Fraser health facilities

Lessons Learned & Next Steps

When an advance in testing for a common medical
condition is made, there are often unintended and
wasteful consequences due to outdated systems,
education and order sets.
This should be corrected for the good of the patient,
physician and the hospital .
Consider a spread project to other Hospitals in the
Fraser Health.

Project Team
•Dr. Chris Bozek, Project Lead
•Reizel Balmes, PQI Support Volunteer
•Dana Patterson, Project Team Member
•Dr. Andy Chan, Project Team Member
•Pat Smid, Project Team Member

Contact Dr. Chris Bozek at
chris.bozek@fraserhealth.ca
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Better Care with Faster Reporting
Authors: Dr. Cobus McCallaghan and Maryam Eltawil

Background

Changes Made

After consulting with a patient, the Psychiatrist dictates a report
containing the clinical information, diagnosis and proposed treatment
plan. Once this dictation has been transcribed and signed off, this
report is distributed to the referring primary care practitioner and the
adjacent treatment team. Primary investigation of the workflows
identified that the time required from the physician’s dictation to
transcription can take up to two months. This impacts negatively on the
patient’s care, their care plan and the timely communication between
mental health team members and the referring practitioners.
By reducing the transcription time, service will be improved for
patients and the referring practitioners by the DMH team.

Results

Delta Hospital (DH) is a community hospital, and a Level V trauma
centre owned and operated by the Fraser Health Authority in the city
of Delta, British Columbia, Canada.

Aim

From 3 April 2018 to 20 April 2018 a transcriptionist was given
the opportunity to work without any interruptions, ie as a
dedicated transcriptionist to test our change idea.
The number of days to complete a transcription report, from
the date of dictation, were randomly selected for the months
of February 2018 to April 2018. This is presented on a chart to
detect any trends.

Reduce Time between consultation to
consultation reporting of all eligible patients
at Delta Mental Health and Substance Use
st
Services (DMHSUS) by 80% by 31 July, 2018.

Project Design & Strategy

Value-based and clinical practice skills (Awareness, Knowledge,
Reasoning Skills and Communication) were used to investigate
transcriptions at DMH. It was found that the transcriptionist was
continuously interrupted and required to fulfill routine office duties
while transcribing reports. Data of the transcription turnover at DMH
was obtained. The data was then compared to the number of days to
complete randomly selected dictations by a dedicated transcriptionist
at DMH as a pilot and first planned test. The diagram below illustrates
how the project’s strategy was developed from the initial aim.

Figure 1. Reduction in the number of days required to complete
patient consultation reporting

Lessons Learned and Next steps

 Transcription time was reduced from two months to less
than one week with one dedicated transcriptionist.
 We aim to continue promoting this model can greatly
influence our patients’ outcome
and improve
communications with the medical team.

Our Team

Iain Nicol:
Information
Specialist,
Fraser Health

Contact information:
Cobus.mccallaghan@fraserhealth.ca
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Reduction in Post-PCI
Medication Error with a
Standardized Communication Tool
Dr. Dana Lee, MD Department of Cardiology, Surrey Memorial Hospital, BC
Anujot Gill, BSc

Background

Changes Made

At Surrey Memorial Hospital (SMH), patients admitted with acute coronary syndrome (“heart
attack”) undergo coronary angiogram and percutaneous coronary intervention (PCI),
procedures designed to identify blocked coronary blood vessels and to subsequently open up
these vessels by means of a stent. These procedures are carried out offsite at Royal
Columbian Hospital (RCH). Once PCI is completed, patients are returned to SMH.
Subsequently, nurses on duty are tasked with calling an on-call cardiologist for post-PCI
orders. Unfortunately, these cardiologists are often unfamiliar with the patient. Due to
transferring of patients and the lack of patient familiarity, post-PCI medications can be missed
or administered in an untimely manner.
Missed or delayed dual anti-platelet therapy (DAPT), which is a combination of medications
(Aspirin & Clopidogrel, or Aspirin & Ticagrelor), can lead to stent thrombosis, cardiogenic
shock and death. Additionally, missed anticoagulation after PCI can lead to strokes for
patients with atrial fibrillation or valve thrombosis for patients with mechanical valves.
Therefore, the focus of this project is to create an effective, standardized communication tool
that will allow nurses to relay all pertinent information to the on-call physician in hopes of
reducing medication errors.

Over the course of the past six months, the project has implemented a number of changes
with more to follow. These changes are described below:

• Recruitment of
team members
to assist with
the project.
September to
October 2017

December 2017

• Collection of
pre-workflow
change data.

• Creating a
survey for
nurses and
physicians.

January 2018

March 2018
• ARECCI secondary
review and
decision tree is
created and
distributed for
feedback.

• Conducting in
service days for
nurses.

May 2018

• Post- workflow
change data
collection.

• Implementation
of
communication
tool.

July to
December 2018
• Re-evaluate the
communication
tool.

June 2018

April 2018

Standardized Communication Tool

Aim
Reduce post-PCI medication errors by 100% by December 2018 at Surrey
Memorial Hospital Cardiology ward.

Project Design & Strategy
PDSA (“Plan, Do, Study, and Act”) Cycles:

Cycle 3:

Cycle 1:
Nurses prework flow
assessment

Cycle 2:
Cardiologist’s prework flow change
assessment

Implementation of a
communication tool
and post work flow
change assessment
(nurses & MDs)

Results
Fig. 1. Outcome Measure: Percentage of Medication Error Post-PCI

Definition of Medication Error:
Clopidogrel: Greater than 24hr
interval dosing

Driver Diagram
Primary Drivers
Aim
Reduce post-PCI
medication error by
100% on SMH
cardiology ward by
December 2018.

Nursing buy-in

Cardiologist buy-in

Outcome Measures:
1. Medication Error

Process Measures:

1. Nurses' communication
satisfaction
2. Physician’s
communication
satisfaction

Balancing Measures:

1. Nursing workload
reduction
2. Reduction in LOS and
hospital cost

Communication
between RCH and
SMH

Communication
between SMH
nurses and
cardiologists

Secondary Drivers

Change Ideas

1. Reduction in workload
2. Understanding the
consequences of medication
errors

A. Education rounds
B. Encouragement by PCC

1. Reduction in time spent giving
the orders
2. Improvement in adherence to
standard of care
3. Physicians’ knowledge of
current medication errors

A. Morbidity and mortality
rounds
B. Quality improvement
rounds

1. Interventionists at RCH ->
Cardiologist on call at SMH
2. Nurse at RCH -> nurse at SMH
(verbally)
3. Written handover by nurse at
RCH

A. Liaise with cath lab PCC
to ensure a copy of the
MAR gets transferred
back with the patient
B. Discuss the current
issues with
interventionists

1. Awareness of current
medication errors
2. Awareness of consequences
of medication errors
3. Availability of physicians and
nurses

A. Communication tool for
the nurses

Contact Information: dana.lee@mail.utoronto.com

Fig. 2. Outcome Measure: Number of Angiograms between Med Error

Ticagrelor: Greater than 12hr
interval dosing

Lessons Learned
 Variable knowledge levels amongst nursing staff regarding appropriate post-PCI
medications and consequences of delayed treatment
 On-call cardiologists dissatisfied with current nursing communication
 Lack of protocolized and detailed nursing handover between RCH and SMH nursing

Team
Project Leader: Dr. Dana Lee
Primary Research Assistant: Anujot Gill
Subject Matter Expert: Dr. Ishtiaq Ahmed
Pharmacist & Subject Matter Expert:
Herbert Wong
Medical Sponsor & Subject Matter Expert:
Dr. Stephen Pearce

Medical Administration Sponsors: Martha Cloutier
Volunteer Physician Support: Amy Gill
Patient Care Coordinators: Denise Kinch, Lisa Folliot,
Susan Choi, Sarah Weinkam
PQI Team: Jennifer Atchison, Bev Saumer, Janice Eng
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Rapid Access Oncology: Improving the referral to
consult wait-times for FHA in-patients

Gaurav Bahl, SheikhNisar Ahmed, Gerald Gelowitz, Maryam Eltawil, and Tonya Lynch

Changes Made

Background
• BC Cancer’s Abbotsford Centre, run by the Provincial Health
Services Authority (PHSA), is based within the Abbotsford Regional
Hospital (ARH) premises, and is the sole provider of Oncology
services for 6 Fraser Health Authority (FHA) hospitals.
• BC Cancer Abbotsford is an Outpatient Clinic and there is a single
referral-triage process, which is used for both out-patients and inpatients. In-patients are not consistently flagged/prioritized.
• Inpatients at FHA are transferred to Abbotsford for consultations,
and often wait many days for an appointment, or for transport to
be arranged, while occupying a FHA bed.
• Inpatients at ARH are often seen much sooner than patients
referred from other catchment hospitals.
• Referral to consult wait-times for inpatients are currently not
tracked or recorded by either FHA or PHSA.
Fig 1: ABBOTSFORD CANCER CENTRE CATCHMENT INCLUDES SIX FRASER
HEALTH HOSPITALS

• Oncologist awareness of process issues
• Discussed at Dept. meeting
• Referral/ triage and delays - inpatients
• Leadership awareness
• BC Cancer Leadership involved due to data sharing
• BC Cancer Quality Council approves
• Flagging of inpatient referrals
• Secretaries/clerks to flag inpatient referrals on triage to make
triaging oncologists aware
• Prioritizing inpatient consults
• Oncologists (ROs) to prioritize inpatient consults by moving inlieu clinic slots
• Implementation of Data-sharing between FHA and BCCA to monitor
inpatient referral to consult wait-times

Results

• Data collection was impacted by the lack of a data-sharing
agreement between FHA and PHSA, thus making it difficult to
identify inpatients. This is now coming in place for ongoing data
monitoring.
• Baseline data was available for all consults at BC Cancer Abbotsford,
for a 6 month period, and in the chart below it is assumeda to be
similar for inpatients during that period.
• Data was collected manually for non-consecutive likely inpatient
consults by random review for a one month period (April 2018) by
the investigator.

Aim

Fig 3: REFERRAL TO CONSULT WAIT-TIMES (Days)

• To reduce the median time from Referral to Oncology
Consultation for Fraser Health Authority (FHA) in-patients
referred to the BC Cancer Abbotsford Center (BCCA/PHSA).
• Reduce median referral to consult wait time by 10% by 1st Sep
2018 and 30% by 1st Dec 2018
Mar-Sep 2017 – all BCCA consults

Objectives

Random sample, after
change (April 2018)

• Will benefit patients by providing faster access to treatment, and
reduce suffering
• reduce burden on the health system by reducing length of inpatient stays for patients
• reduce the costs of having beds occupied by patients waiting for
oncology consultations.
Fig 2:
PROCESS MAP
– INPATIENT
REFERRAL TO
BCCA (from
FHA)

Lessons Learned

• Our health system exists in silos which QI can help integrate
• QI can be used to persuade health authorities to go where no health
authority has gone before!!

Contact Information
Dr. Gaurav Bahl
gaurav.bahl@bccancer.bc.ca
604 870 7453
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Psychiatric Inpatient Post-Discharge
Follow Up Improvement Project

Dr H V Gopinath, Angela Tecson, Dr Amyleen Hassanali, Kristale Heirich, Brendan Torok, Dr Frank Ervin

Background

Studies show poor follow-up rate of 26% in 7- 30 days of
discharge by Mental Health workers and Psychiatrists. This is
linked to: higher re-hospitalization, missing from home and
higher suicides. Early pre-discharge education, early
engagement and follow-up by community workers and
psychiatrists reduces readmission rates and ER revisit rates.
Studies show early discharge planning can reduce length of
stay.

AIM

•To accomplish early engagement of
discharged psychiatric patients for
follow up by 50 % within 7 and 14
days by Mental Health workers and
Psychiatrists

Education about Early Engagement
Psychia
trists

Mental
Health

Inpatient
Unit

Services

Results

Data shows a reduction in LOS from baseline of 16 days to
12.5 days. Re-visit to ER post discharge within 90 days have
not shown obvious improvement to date. Only 17.3 % had
follow-up in the community and outpatient clinic consultation
within 14 days. Survey shows most patients were satisfied
with their inpatient experience in all domains.

Project Design & Strategy

Retroactive data collected from Fraser Health under
agreement for 480/555 discharged psychiatric inpatients from
Ridge Meadows Hospital between Sept 2016 to Jan 2018 for
Length of stay, Community and Ambulatory clinic visits and ER
re-visits and re-admissions. AWOLS, discharge AMA, refusal
and non-requirement for follow ups, deaths, and transfer to
different hospitals and institutions were excluded.

Patient Satisfaction Survey
4
3.8

Before
After

SCORE

3.6
3.4
3.2
3

Respect

Information

50% Compliance at
Post Discharge
Follow up with in 7
and 14 days

Involvement

Planning

Explanation Preparedness

Sensitivity

Rectify delays in being seen in
timely way. Address:
* Patient factors- Education
* System-Remove bottlenecks

Information

F/U Emphasis

Staff help

1.Develop integrated approach between
inpatient & outpatient staff
( Psychiatrists, GPs, MHC)
2. Tel contact within 48 hours and
face to face interview by CM/CW
3.Follow up by Psychiatrists within 14 days
4. Keep register of discharged patients
5. Identify at risk patients
6. Measure patient & staff experience

Lessons Learned

References

Durbin et al., (2007). Is Readmission a Valid Indicator of the Quality of Inpatient Psychiatric care?
Hospital Mental Health Database, 2015-2016, Canadian Institute for Health information.
Kapur et al., (2013). Psychiatric in-patient care and suicide in England, 1997-2008: a longitudinal study
Meehan et al., (2006). Suicide in mental health in-patients and within 3 months of discharge.

• Provision of written checklist on post-discharge services
• Re-engagement of revolving door and at risk patients who
decline the services at discharge
• Explore utilization of urgent care outpatients or acute ultrabrief crisis admission
• Find strategies to strengthen the cooperation amongst
colleagues through QI education
• Closer liaison with addiction team to prevent ER Revisits
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Early Delirium Detection at Delta Hospital
Authors: Dr. Jane Van Den Biggelaar, Maryam Eltawil & Janice Eng

Aim

Increase the percent of patients with delirium that have a documented diagnosis within 24 hours of presentation to the
Delta Hospital Emergency Department to 80% by June 2018

Project Design & Strategy

Background
Delirium is poorly recognized and inadequately treated in
medical settings. Delta Hospital is a 75 bed hospital in the Fraser
Health Authority of British Columbia, Canada, where delirium
has become more prevalent due to aging demographics.
Literature reviews on delirium in the emergency department
have shown that many elderly patients are often sent home or
1
admitted with unrecognized delirium . The emergency room is
the first contact with elderly patients who often have
relatives/friends with them for collateral history. Although
delirium is often multifactorial, the goal of early detection is
early treatment of reversible causes. Delayed detection of
delirium can lead to prolonged hospital stays and an increase in
morbidities.

Change Idea: Introduce
ER Delirium screening
with SQID and bCAM /
ongoing documentation
and communication in
CAM language

Nov,
2017

Survey of ER and Ward
Nursing “Delirium/CAM
Knowledge and
Communication”

Findings: Identified lack
of knowledge on CAM
assessment and
documentation

Change Idea: Introduce
CAM ER education Dec’17
and “Delirium Month”
Mar’18

Oct 2017
(ongoing)

Weekly Chart Audits to
gather project measures
and monitor

Purpose: Data Collection
for time to MD Dx and
ER/Ward CAM
assessments

Change Ideas: Develop
the communication
process and delirium
protocol

Dec 2017
(ongoing)

New delirium screening
system with SQID and
bCAM assessment in the
ER

How did we did it:
Multiple PDSA cycles on
SQID followed by bCAM
with screening sheet

Future plan: Implement
into FH ER Nursing
assessment record

Tools Used

Changes

 Introduction of an ER Delirium Screening Tool - INCLUSION
Criteria ( age>75 and/or dementia )
 EDUCATION sessions on CAM and bCAM (see Tools section)
 Establish an effective COMMUNICATION system between
RNs & MDs regarding CAM – verbal/note
 “Delirium Protocol” order which includes PPOs and green
flagging chart

Results

Figure 1. OUTCOME: Average time to MD DX decreased from 4.1 to
1.6 days, 61% improvement in Time to MD Dx.

Oct,
2017

Process map for delirium
screening/ CAM
assessment-triage to
ward

Findings: Seven nursing
forms where delirium
may be noted / no
consistent CAM screening
or proper documentation
on records

 Early delirium screening sheet
 SQID2 question = Single Question In
Delirium, “Is your relative/friend
more confused than normal?”
 Brief
Confusional
Assessment
Method (bCAM)3. The CAM
screening tool is the gold standard
for assessing delirium. (bCAMPermission
from
Vanderbilt
University)

Figure 2. PROCESS: Average compliance with ER
screening was 46%.

Team

Dr. Jane Van Den Biggelaar(Project Lead), Elizabeth Zapasnik(Admin Sponsor),
Dr. McCuaig(Medical Sponso), Terri Jones/Ranvir Purewal(CNEs), Dr. Balogh /Dr.
Haque(Subject Experts), Maryam Eltawil/Janice Eng (PQI)

References

1. Emergency Department Delirium. (2018, May 15), Retrieved from: http://eddelirium.org/
2. Sands, M., Dantoc, B., Hartshorn, A., Ryan, C., & Lujic, S. (2010). Single question in delirium (SQiD): Testing its
efficacy against psychiatrist interview, the confusion assessment method and the memorial delirium assessment
scale. Palliative Medicine, 24(6), 561-565. doi:10.1177/0269216310371556
3. Tamune, H., & Yasugi, D. (2017). How can we identify patients with delirium in the emergency department?: A
review of available screening and diagnostic tools. The American Journal of Emergency Medicine, 35(9), 1332.
doi:10.1016/j.ajem.2017.05.026

Figure 3. Acute LOS for Delirium – Trend to
decrease LOS but need more data.

Conclusions / Future Plans

 Since Nov 2017, 59% of pts presenting to the ER with delirium have
been diagnosed within 24 hours (taken from I-chart), the goal being
80%
 ER delirium screening, CAM education and a communication likely
contributed to improvement
 Currently in process of assisting with changes to emergency nursing
assessment record to include delirium screening
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The ERH Delirium Collective

Dr. Jean Warneboldt, Mariam Manna (SFU Student), Tracey Giles (PQI Coordinator)

Aim

Staff

The ERH Delirium Collective will change the standard of care for 5%
of all medical patients in Eagle Ridge Hospital by June 2018.

Background

• Delirium is clinically important, affecting up to 30% of geriatric medical inpatients
(Can. Hosp. Conf., 2013; Maracanto, 2017)
• Delirium is a patient safety priority for Fraser Health due to serious and
preventable harm to patients
• In a step towards developing as a Senior’s Friendly Facility, the ERH Delirium
Collective focused on improving outcomes for seniors with delirium in a patientcentered, team-based and evidence-based manner

Patient

Family

Results

Use of PPO for Delirium increased from late 2017 to early 2018 with changes
implemented at ERH. This shows a change in standard of care and uptake of
evidence-based care.

Project Design & Strategy
Process Measures

Outcome Measures

Balancing Measures

• Pre-Printed Order
(PPO) use
• Nursing Surveys
• Hospitalist Survey

• Family Survey Results
• Length of Stay
• Discharge Disposition
(Mortality)

• Readmissions

Changes Made

Figure 1: PPO use was a Process Measure for the ERH Delirium Collective. This shows increased use of the
Delirium PPO from 3.9% to 7.6% of all medical patients representing a change in the standard of care for
hundreds of patients.

November
–
December
2017

January
–
February
2018
March
–

Team

• Executive Sponsors:
Lisa Zetes-Zanatta, Executive Director ERH & Anita Wempe, Director Clinical Operations
• Medical Sponsor: Dr. Julia Morley, Medical Director, ERH
• Physician and Project Lead: Dr. Jean Warneboldt
• PQI Team: Tracey Giles, PQI Coordinator & Janice Eng, Data Analyst
• Clinical Nurse Educators: Gilma Johnston, Jennifer Brett, Tricia Mcaloney
• Patient Voices Network: 2 Patient Partners
• Research Support: Mariam Manna, SFU
Key supporting organizations include:
• ERH Admin., FHA Regional Delirium Steering Committee, FHA Physician Quality
Improvement
• Patient Voices Network, Simon Fraser University PQI Student Volunteer Program

Contact Information

Dr. Jean Warneboldt jwarnebo@gmail.com

April

• ERH Hospitalist Meeting
• Family Survey Tool implemented
• Seniors Education Day for Nurses
• Meetings with Regional Delirium Team
• Roving CNE cart to all acute wards at ERH
• Bathroom Poster Campaign in all staff washrooms
• ERH Hospitalist Survey
• Nurses start distributing Surveys and Patient Brochures
• New Regional PPO for Delirium launch
• Meeting with Regional Delirium Team
• Second Seniors Education Day for Nurses
• Lunch and Learn with Allied Health
• Canadian Frailty Network Innovation Series Application
Submitted

2018

Future Directions

• Continued inclusion of all members of the healthcare team (including
physicians and patients)
• Expanding focus to include integrating Senior Friendly Care initiatives (such as
the Dine and Dash Program with Volunteer Services)
• Supporting spread to other areas of ERH (eg. ER) and other sites (within and
outside FHA)

References

Fraser Health Authority. (2014). www.fraserhealth.ca
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Maracanto, E.R. (2017). Delirium in hospitalized older adults. N Engl J Med. 377. 1456-66.
Toye, C., Matthews A., Hill A. & Maher S. (2013). Experiences, understandings, and support needs of family carers of older patients with
delirium: a descriptive mixed methods study in a hospital delirium unit. International Journal of Older People Nursing. 9. 200-208.
Warneboldt, JA., Chorny, I., O’Connor, MP., Lee, S., Cumberworth, H. (2013). Geriatric delirium quality improvement project.Can. Hosp.
Conf. poster.
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Delirium: Decreasing the Distress
Aim

To decrease the distress experienced by geriatric patients and families with
delirium in Eagle Ridge Hospital (ERH) medical units by 30% by June 2018

Background

• Delirium is clinically important to our geriatric patient population affecting up
to 30 % of medical inpatients (Can. Hosp. Conf., 2013 and Maracanto, 2017)
• Delirium is a patient safety priority for Fraser Health (FHA)
• This project is synergistic with FHA regional project to re-implement the
updated Pre-Printed Order (PPO)
• This team had personal interest in conducting a Patient Experience study

Results

• Increased use of Delirium Pre-Printed Order from 3.9% to 7.6% of all patients
• Decreased length of stay (LOS) by more than 1 week and dropping below
Expected LOS

Project Design & Strategy

Figure 1: Reduction in Conservable Days (Actual Acute LOS – Expected LOS) to drop below ELOS for delirium coded
patients at ERH.

• Caregivers felt the patient’s illness has been explained to them and that
observing care is reassuring

Nursing &
Physician
Engagement
(Nov 1, 2017
- Current)
Updated
Delirium PrePrint Orders
(Feb 23,
2018)

Family &
Caregiver
Survey
(Nov 23, 2017
- current)

Changes Made

• Surveyed English speaking caregivers of
patients on ERH acute medical wards with
delirium regarding:
• service experience
• feelings and worries
• opinions of education and information
given
• use and awareness of community
services

Figure 2: Family and Caregiver Survey results with positive score for service experience (eg. I was told why the
patient was admitted to hospital, the patient’s illness has been explained to me and observing the patient’s
care is reassuring, among others) and a lower score for Information/Education received about delirium (eg.
what may trigger delirium, treatments that can help delirium, how families can help reduce the risk of delirium
recurring, among others).

• More than half of Caregivers did NOT recognize that they had in fact received the
Delirium brochure

Lessons Learned

Key Outcomes

References

Team

• Caregivers may be overwhelmed and we need to find a way to reach them
where they are at
• The voice of the patient and family should be included in projects involving the
intersection of healthcare providers and patients
Fraser Health Authority. (2014). www.fraserhealth.ca
Hickin, S., White, S. and Knopp-Sihota, J. (2017). Nurses’ knowledge and perception of delirium screening and assessment in the intensive
care unit: Long-term effectiveness of an education-based knowledge translation intervention. Intensive and Critical Care Nursing.
41. 43-49.
Maracanto, E.R. (2017). Delirium in hospitalized older adults. N Engl J Med. 377. 1456-66.
Toye, C., Matthews A., Hill A. & Maher S. (2013). Experiences, understandings, and support needs of family carers of older patients with
delirium: a descriptive mixed methods study in a hospital delirium unit. International Journal of Older People Nursing. 9. 200-208.
Warneboldt, JA., Chorny, I., O’Connor, MP., Lee, S., Cumberworth, H. (2013). Geriatric delirium quality improvement project.Can. Hosp.
Conf. poster.

Contact Information

Dr. Jean Warneboldt jwarnebo@gmail.com

• Changed the standard of care for hundreds of ERH in-patients as showed by the
increased use of the Delirium PPO and reduced LOS
• Integrated the voice of our patients via Patient Partners on our team and direct
surveys of caregivers
• Executive Sponsors:
Lisa Zetes-Zanatta, Executive Director ERH & Anita Wempe, Director Clinical Operations
• Medical Sponsor: Dr. Julia Morley, Medical Director, ERH
• Physician and Project Lead: Dr. Jean Warneboldt
• PQI Team: Tracey Giles, PQI Coordinator & Janice Eng, Data Analyst
• Clinical Nurse Educators: Gilma Johnston, Jennifer Brett, Tricia Mcaloney
• Patient Voices Network: 2 Patient Partners
• Research Support: Mariam Manna, SFU
Key supporting organizations include:
• ERH Admin, FHA Regional Delirium Steering Committee, FHA Physician Quality Improvement
• Patient Voices Network, Simon Fraser University PQI Student Volunteer Program
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Type 2 Diabetes Care:
South Asian Engagement
Dr. Jit Singh, Jennifer Yi, Jennifer Atchison
jitjawandasingh@gmail.com

BACKGROUND

CHANGE IDEAS

It is predicted that over 1 in 3 Canadians will have diabetes or
prediabetes by 2020, rising to an annual cost of $16 billion dollars
(Diabetes Canada). 79% of costs are attributed to indirect disability
and mortality (Diabetes Canada). BC is home to a large population of
South Asian who are at higher risk of developing Type-2 Diabetes
Mellitus (T2DM) than the general population. In reviewing resources
available to South Asian diabetic patients and their families,
numerous gaps have been identified. Changes must be made to make
resources current and culturally appropriate in order to increase
patient engagement in their diabetes care.

Creating a pamphlet to:
• increase patients’ self-management skills of diabetes and
awareness of community resources available
• prevent pre-diabetics transitioning to diabetics
• prevent complications that frequently arise with T2DM

Use collected
data to inform
what content to
include in
pamphlet

AIM

Collect data and
study results of
survey

Increase self-reported rate of being engaged in selfmanagement by diabetic patients and family to 25% at
North Delta Medical Clinic by August 2018.

PROJECT DESIGN & STRATEGY
Lack of knowledge and engagement is a significant barrier to good
diabetes self-management. In order to increase patient selfmanagement of their T2DM, this project will focus on four key
aspects:
• better knowledge and understanding of diabetes as a disease
• better access to care in terms of time and resources
• social determinants of diabetes
• provision of culturally appropriate care resources

PRIMARY DRIVERS
Patient knowledge
& understanding
of diabetes

• Better communication about
patient’s diet, exercise and
complications
• Better engagement of
patient, family and health
care team
• Mental health impact

AIM
Increase self-reported
rate of being engaged
in disease selfmanagement by
diabetic patients and
family to 25% at North
Delta Medical Clinic by
August 2018.

Better access to
care, related to
lack of time &
resources

• Patient access to dieticians,
pharmacists and other
professionals
• Ability to address patients’
questions quickly by care
team

Better
engagement of
patients related
to language and
health issues

• Resources provided in
spoken language
• Better engagement of family
members who can
communicate in English

Addressing social
determinants of
health related to
diabetes

Resources to educate patients
to use social services and
addressing cost of food

Provide survey to
25 Type 2
diabetic patients
at North Delta
Medical
Clinic

Collect data and
study results of
survey, collect
feedback from
pamphlet

Give to all Type
2 diabetic
patients coming
to North Delta
Medical Clinic,
give survey

Measure levels of patient engagement and knowledge about
diabetes with a survey before and after providing the pamphlet to all
Type 2 diabetic patients that come through North Delta Medical
Clinic. Measure levels of patient motivation, confidence in selfmanagement, awareness of optimal blood glucose levels, and
knowledge of resources such as the JPOCSC DM2 clinic, 811 Nurse
line, and social services.

NEXT STEPS
Culturally appropriate patient engagement is key to establishing
correct information for self-management and preventing future
diabetes-related complications. Next steps include incorporating
feedback from patient surveys to continue improving the pamphlet.
CHANGE IDEAS

SECONDARY DRIVERS

Create patient
pre-pamphlet
survey in English
and Punjabi

Modify as
needed;
begin spread

Create
pamphlet in
English and
Punjabi, create
post-pamphlet
survey

• Use exercises in “Living a Healthy life
with chronic conditions”
• Knowledge about A1C, importance of
blood sugar testing
• Family Appointments
• Motivational interviewing through
patient lens
• Question forum available to patients
where they can ask questions to
physicians or dieticians
• Group meetings & coaches
• Pamphlets addressing common
misconceptions and fears about
diabetes medications
• How to better utilize other resources
(Pharmacy, social services, cost of
medications, mental health)
• English and Punjabi booklet for Type 2
Diabetes Mellitus
• Increase knowledge of resources such
as JPOC DM2 clinic, 811 (Nurse Line),
mental health resources such as CBT
with booklet
Resources in booklet to educate how to
avoid eating out, and how to shop and
cook smart

If these change ideas show an increase in
patient knowledge, confidence, selfmanagement and awareness of available
diabetes resources, future steps could be taken
to spread successful change ideas to other sites
within the Fraser Health region.

TEAM
Dr. Jit Singh – Project Lead
Dr. Saira Abrar – Division Coordinator
Brian Kines – Division Head
Dr. Gary Sandhu & Delara Saran – Medical Sponsor
Ashifa Ahmed – Administrative Sponsor
Jennifer Yi – Student Volunteer
Dr. Lawrence Yang – PQI Coach
Jennifer Atchison & Janice Eng – PQI Team

REFERENCES
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Diabetes Canada (2011). Diabetes: Canada at the Tipping
Point [Brochure].
Public Health Agency of Canada (2007). National Diabetes
Fact Sheet.
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The Fraser Health Complex Wound Centre

Early Referral Leads to Faster Diagnosis, Treatment and Healing
Samantha Third RN BSN, Anna Deepwell RN BSN WOCN, Tracey Giles, PQI Coordinator
John Hwang MD MSc FRCSC, Lisa Zetes-Zenatta BA BSc MSc

Background

Changes Made

Patients with complex lower limb wounds often have multiple
medical comorbidities that contribute to wound non-healing
and chronicity. These patients can require treatment from
several different specialists leading to delays in diagnosis,
treatment and healing.

New Referral Form on FORMFAST and PATHWAYS
New Criteria for immediate referral
Open referral base to home health, GPs and Specialists

Results

The Fraser Health Complex Wound Centre (CWC) is a
multidisciplinary practice setting that provides timely
consultation with specialists and then coordinates a treatment
plan that is aligned with patient goals.
In patients with identifiable risk factors for wound chronicity, we
hypothesize that earlier referral to the CWC (from the time of
injury) will result in faster diagnosis, treatment and healing.

AIM

•Reduce the time to referral to the CWC
(from the time a wound is first seen by a
medical practitioner) by 50% in 6
months (April 2018)

Project Design & Strategy
We targeted our major referral bases, encouraging them to
IMMEDIATELY refer patients with identifiable risk factors (for
example, diabetes, vascular disease, systemic inflammatory
disorders, and obesity) AND lower limb wounds.

Home
Health

Home Health Office
visits by CWC Physician
Lead

A 50% reduction in time to
referral was achieved
within 6 months

A corresponding 50%
reduction in healing times
was also observed

Lessons Learned & Next Steps
 Early referral to the CWC resulted in earlier diagnosis,
treatment and healing.

Family
Doctors

General Practitioner
Engagement Letter

 This will likely result in cost savings from avoided expenses
from ongoing wound care and complications of chronic
wounds (infections, amputations, etc). This needs to be
further studied.

Special thanks to all the staff at the Fraser Health Complex Wound Centre and staff of the Fraser Health Physician Quality
Improvement Program without whom this work would not be possible.
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Are You Accepting New Patients?

Increase Chilliwack Family Physician Engagement with Attaching Orphaned Patients Through a
Central Patient Attachment Program (PAM)
Dr. Ling L Low MD, Jennica Grenier (PAM), Janice Eng (PQI), Jennifer Atchison (PQI), Tova Dang (SFU)

Aim

Changes Made
Patient Attachment Process

To increase Chilliwack family physician (GP) engagement with the Patient
Attachment Mechanism(PAM) program for patients without family
physicians (orphaned) by 25% between Sept 2017 to May 2018.

Background
Chilliwack is a growing community where PAM was started (2015 GP for Me
initiative) as a central access for orphaned patients. Due to time and
capacity challenges, the program currently has poor engagement with
Chilliwack GPs. There is a cultural belief that PAM referrals provide
challenging patients who are difficult to look after. Although GPs are willing
to refer to the program, there is low interest in accepting patients from the
program.
Financially and medically, a 2016 trend analysis showed after 1 year of
attachment there was a decrease of:
• 0.5 ER visits & 9.9 acute bed days per patient with high needs
attached to a community doctor

Changes made indicated in green

Results
There was an improvement in the percentage of Chilliwack GP physicians
engaged in accepting new patients through PAM, but this is not reflected in
an increase in the number of patients accepted.

• 0.8 ER visits & 5.2 acute bed days per patient with high needs
attached to CPCC multi-disciplinary medical team

Cost Savings
After one year of attachment to GP, savings are:
$173
and $9316
for
Total: $9489
After one year of attachment to multi-disciplinary medical team, savings are:
$277
and $4893
for
Total: $5170
Figure 1: Percentage of available Chilliwack physicians currently accepting or willing to accept PAM patient
referrals, reviewed monthly

Project Design & Strategy
PAM works closely with the Chilliwack Primary Care Clinic (CPCC) to
stabilise orphaned patients medically, before they are ready for referral to a
Chilliwack GP. The QI team worked on standardising referral packages,
designing various info sheets for online and mailbox dissemination, with
one-on-one conversations between physicians to maximise successful
attachments.

Figure 2: Total number of patients attached by PAM to Chilliwack physicians after phone ( healthy) or
clinical (chronic diseases) assessments.

Lessons Learned and Next Steps?
1.

Patient attachment is a complex multisystem process and many factors
in the driver diagram could not be addressed. Phase 1 was looking at
the Chilliwack community.

2. Attaching patients with high needs improve cost savings but decrease
physician engagement due to challenges in clinical care of such
patients (time and resources limitations)

*Changes attempted in bold

Team
Jennica Grenier PAM MOA
Navneet Bhogal NP
Janetta Cook CPCC MOA
Dr Robert Brook CPCC Lead

Michelle Ambrose NP
Dr Ling L Low MD
Katrina Bepple ED Chilliwack Division of FP
Emily Sayward Program Coordinator,
Chilliwack Division of FP

3. Creating a place to refer patients not suited for care model in GP
offices may help alleviate burn-out for physicians. We could explore a
model where physicians can care for these patients as part of a team
but funding is unclear.
4. Avoiding attachment to physicians with transient practices would
decrease turnaround of orphaned patients.
5. QI Team meetings created a positive atmosphere and new skills in
caring for complex patients with concurrent medical, social and mental
health needs

Contact Information

Dr Ling L Low llow@shaw.ca (PQI) & Jennica Grenier www.divisionsbc.ca/chilliwack/pam
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Reducing Statin Use Amongst Elderly
Long Term Care Facility Patients

Dr. Martin Lebl, Project Lead, Family Physician, Peace Arch Hospital, BC, Canada
Christine Vergara, Volunteer Physician Assistant, Simon Fraser University
Jennifer Atchison, BA, PQI Coordinator, Fraser Health Authority

Background

Results

For the vast majority of patients’ admission to long term care
(LTC) it is with a focus for comfort and safety, usually at an
advanced age and after a prolonged battle with health issues
and/or general decline in ability to self-care. Many patients, when
transferring to a care facility, take with them a number of
medications that have long since served their purpose to extend
and promote quality of life. These medications carry with them
negative attributes, such as side effects, compliance and
dispensing challenges, and cost, hence polypharmacy is a
considerable issue in the advanced elderly.

By the use of a simple communication sheet, the use of nonessential medications amongst the frail elderly residing in long
term care was reduced. The goal of cutting down at least 25% of
patients using statins was far surpassed when 59% of patients
were approved by their MRPs to be taken off the medication. As
a result, the use of DPCS proved to be successful in effectively
reducing the unnecessary use of statins in elderly LTC patients.
Patients Statin Use After DPCS

Evidence strongly suggest that the use of HMG-CoA reductase
inhibitors (statins) in the advanced elderly is limited at best in the
reduction of cardiovascular pathology and is associated with a
side effect profile in addition to other factors, that significantly
limit the benefit of use in older age.

Not
Deprescribed
Deprescribed from Statins
from Statins
(41%)

(59%)

Aim
The goal is to reduce HMG-CoA reductase inhibitor (e.g:
Lipitor, Crestor, otherwise known as statins) use amongst
frail elderly residing in 3 long term care facilities in White
Rock, B.C. by 25%.

Project Design and Strategy
The first change idea included the creation of a De-Prescribing
Communication Sheet (DPCS) that informed/asked the Most
Responsible Physician (MRP) if they are agreeable to stopping this
medication. Site pharmacists were recruited to identify which
patients in facility 75 years and older were on statins. The
patient’s chart was then reviewed confidentially on whether
he/she was an appropriate candidate (excluding those patients
not of advanced age, or recent history of acute coronary or
cerebral event). A list of appropriate candidates were then sent to
the MRP along with the DPCS to ultimately decide which patient
scan have the statin discontinued.

Next steps:
spread to other
LTC facilities,
collect feedback
on value of DPCS,
apply to other
drugs.

Create
De-Prescribing
Communication
Sheet with team to
de-prescribe statins in
appropriate
candidates.

59% of patients
were approved by
MRP for deprescribing
statins.

Provide DPCS to
MRP at each LTC
facility.

Lessons Learned
This project showed that it is crucial to be mindful of the many
stakeholders involved in patient’s care. Buy-in from pharmacy,
physicians, and other members of the care team were necessary
to ensure involvement in reducing statin use in LTC patients.

Future Plans
Future PDSA cycles will include extrapolating the change idea to
other care facilities in the Lower Mainland. In an effort to
decrease polypharmacy in older adults, long term goals of this
project include broadening the list of medications for deprescribing to include H2 antihistamines, proton pump inhibitors,
and antipsychotics.

Team
This project took place within four participating, local,
community LTC facilities, who serve approximately 400 patients.
Instrumental in this endeavor was the participation of site
Pharmacists as well as patient family physicians, or MRP’s (most
responsible physicians).
Our QI project takes place in a community hospital and is made
up of a multidisciplinary team including:
1. Project Lead – Dr. Martin Lebl
2. Medical Sponsor – Dr. Gerry Roberts
3. Administrative Sponsor – Dr. Peter Barnsdale
4. PQI Coach – Dr. Raj Johal
5. Clinical Pharmacy Specialist – Carolyn Bubbar
6. Volunteer Physician Support – Christine Vergara
7. PQI Team – Jennifer Atchison, Janice Eng, Bev Saumer

Contact Information
PDSA Cycle 1: Creating DPCS for 3 LTC facilities in White Rock, B.C.

Dr Martin Lebl – mlebl@yahoo.com
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Opioid Use Disorder: An Emergency Worth Treating
Background

Dr. Melissa Allan, Zoe Schuler, Dr. Gloria Su, Dr. Paul Johar, Patricia Smid

More than 1420 people died of an illicit drug overdose/poisoning
in British Columbia in 2017. More than 80% of deaths involved
opioids/fentanyl. A recent Fraser Health report states that the
Emergency Department cares for 80% of people who die from an
illicit drug overdose/poisoning at least once in the year prior to
their death. Medical evidence clearly supports the benefit of
opioid agonist treatment (OAT) for opioid use disorder. Physicians
do not require any exemption to prescribe the opioid agonist
treatment buprenorphine-naloxone (Suboxone). Burnaby Hospital
did not have addiction medicine physicians and was not connected
to clinics providing opioid agonist treatment. Emergency staff
were seeing patients coming to the emergency department
requesting treatment for opioid use disorder and opioid
withdrawal. We were already dispensing naloxone kits.

Results

Prior to starting the project we were not offering opioid agonist
treatment and referral to rapid access follow up clinics to people
with opioid use disorder. We began March 2017 with one
physician and one patient. With ongoing testing and revision of
the process by March 2018, 17 emergency physicians had started
64 patients on buprenorphine-naloxone and connected them to
follow up. A sample of 20 of these patients showed that 80%
connected to follow up. We identified one patient with
precipitated withdrawal.

Aim

We will offer evidence based care to 100% of patients
presenting to Burnaby Emergency with opioid use disorder by
May 2018. We choose to focus on patients presenting to
emergency in opioid withdrawal requesting treatment.

Project Design & Strategy

Changes Made

 Connect with local clinics willing to see follow-up patients
 Stock buprenorphine-naloxone in emergency
 Workshops with emergency staff and community providers
 Survey feedback from emergency staff
 One on one training with emergency department staff
 Order set and process to start buprenorphine –naloxone in ED
 Follow up process and instruction information
 Opening of Burnaby Fraser Health Opioid Agonist Clinic
 Tests and revisions of process based on staff and patient feedback
Contact Information: melissaallan@yahoo.com

Lessons Learned

 Non-addiction healthcare workers are able to start opioid
agonist treatment with buprenorphine-naloxone in the
emergency department and connect patients to further
evidence based care.
 People come to the emergency department in crisis when
they do not know where else to go for help.
 We found collecting accurate data challenging especially the
number of patients with opioid use disorder as a denominator.
 Integrate measurements into the day routine and from data
someone is already collecting.

Next Steps

 Test and spread this process at other Fraser Health Emergency
Departments and inpatients
 Incorporate skills to treat opioid use disorder into standard
healthcare worker orientation and training
 Strengthen community connections and patient input
 Continue to advocate for accessible and evidence based
community resources for people with substance use disorders

Burnaby Hospital ED Team

 Dr. Melissa Allan, Emergency Physician
 Patricia Smid, Manager, Clinical Operations
 Dr. Gloria Su, Clinical Pharmacy Specialist,  Zoe Schuler, Clinical Nurse Educator
 Dr. Paul Johar, Department Head, Emergency  Burnaby Emergency Physician Association
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Waiting is Painful…
Dr. Marietta VanDenBerg marietta.vandenberg@fraserhealth.ca Ruth Ringland NP(F) ruth.ringland@fraserhealth.ca
Dr. Audrey Chen, Jennifer Atchison, Janice Eng & Bev Saumer

Changes Made

Aim
Increase access to services for chronic pain patients from 52 weeks
to 4 weeks or less by June 2018.

Sep 2017
Oct 2017

Background

Nov 2017

Chronic non-cancer pain is a complex debilitating experience that affects 30% of
the population. One in ten persons living with chronic pain are significantly
impacted and require a complex solution in a multidisciplinary pain clinic. There is
one multidisciplinary chronic pain clinic serving the Fraser Health Authority
population. Despite the 15-member team managing 500 visits per week, the
waitlist steadily grows. The challenge of this project was to examine ways for the
service model and resources to match the need.

Dec 2017
Jan 2018
Mar 2018
Apr 2018

• Built and orientated team
• Completed process mapping of clinic flow
• Made process changes and surveys
• Changed Meditech waitlist codes
• Repopulated waitlist
• Faxed primary care providers a process changes letter
• Staff retreat & moved to faxed appointment letters

Results

Project Design & Strategy

Injection/
Block
Classes

Nothing

Meds

Education

Physiotherapy
Psychology

Figure 1: Outcome Measure

PDSA 1 & 2:
Surveys

Changed
access to Pain
Basics 1 + 2,
changed
communication
with PCP
Patients satisfied
with services but
not wait times;
PCPs not
responsive
to calls

Found out
what matters
most to patients
and Primary Care
Provider (PCP)
Called patients
and PCPs

Planned
outreach
education to
increase PCP skills
while waiting
Patients still
satisfied with
services but not
wait times

Figure 2: Patient Survey Results

Found out
what matters
most to PCP
Faxed survey to
PCP instead of
calling

* PCP = Primary Care Provider
Number of new consults booked per month.
In process:
change rules,
remove duplicates

PDSA 1 & 2:
Waitlist

PDSA 1 & 2:
Bookings

Reduce waitlist
codes to 3
Discovered 15
different waitlist
codes being
used

Changed to
appointments
faxed to PCP
Temporary ↑ in
bookings, but
patients unhappy
with answering
machine
removal

Examined
waitlist
accuracy
Downloaded
waitlist off EMR
onto Excel

Increased
number of new
patients booked
per week
Removed
answering
machine, doubled
dedicated
booking time

Discovered
duplications
and service
refusals kept
on waitlist

Examined
waitlist
accuracy
Repopulated
waitlist with
only 3 waitlist
codes

Figure 3: Process Measure

Lessons Learned
Deming’s Systems of Profound
Knowledge
applied to the Pain Clinic Project

Regrouped
with booking
clerk, examined
workflow
Resistance to
change, start
small

Increased
number of new
patients booked
per week
Brought back
answering machine
for cancellations
only, changed
to faxed
bookings

Unless a system is
deliberately and
mindfully designed,
people create work
arounds that
become a tangled
web when placed
under pressure of
volume.
Acting not
reacting is key.
Early identification of
potential PDSA cycles
is not always possible
in complex systems.

Next Steps
• Continue PDSA cycles for
bookings and other
processes
• Monthly team meetings

History and
culture not always
obvious and can
impact possibility
of change.

Gathering data is
easy, making sense
of it requires
context, expert
knowledge and an
understanding of
the culture.

• Simplify and clarify referral
form
• Easier access to Pain
Clinic classes

Dr. Marietta VanDenBerg, Dr. Audrey Chen,
Ruth Ringland NP(F) – Project Leads
Sherry Lukes – MOA
Jas Gill – Clinic Coordinator
Leane Sutton – Director, Surgical Services
Dr. Aaron MacInnes – Regional Dept Head, Pain Medicine
Maggie Ma and Nathaniel Tok – Volunteer Physician Supports
Jennifer Atchison, Bev Saumer, Janice Eng – Physician Quality Improvement Team
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In Search of Appropriateness:
Improving Quality of Echo Referrals
Dr. Raymond Dong (raydongheart@gmail.com), Geraldine Madaje, Jennifer Atchison, Janice Eng

Aim

Increase Appropriate Use Guideline score (AUG) of outpatient echocardiogram
referrals from community physicians by an average of 1.5 by June 2018.

Background

The increased volume of echocardiogram referrals has surpassed the capacity of the
JPOCSC outpatient echo lab to provide studies in a timely fashion. In 2008, the
Canadian Cardiovascular Society set a benchmark of 30 days for non-urgent echoes
to be completed1. BC Provincial expectations describe three “acceptable” wait
times (Urgent within 1 day, Semi-Urgent within 7 days, and Routine within 30 days).
However, current wait times range from 8 to 12 months from the time of receipt of
the referral to completion of the study.
In 2011, Appropriate Use Criteria were published2, separating referrals, using an
AUG score from 1 to 9, into Appropriate (Score 7 to 9), May Be Appropriate (Score
4 to 6), and Rarely Appropriate (Score 7 to 9).
If the echocardiograms being done are limited mostly to those in the Appropriate
category, it is hoped that wait times will decrease as the number of studies waiting
to be done will diminish.

Changes Made

A single PDSA cycle was completed during this project. The change made was the
introduction of the Educational Tool for referring community physicians.
Simultaneously, the physicians were asked to reflect on the need for each echo
request.

Results
Figure 1: % Rarely
Appropriate Echo
Referrals. Mean has
decreased from 26% to
3%.

Project Design & Strategy

Outpatient echo referrals were scored according to the Appropriate Use Criteria.
Data were collected during the first 5 weeks to determine stability of the system,
and to identify 100 community physicians who were among the most frequent users
of the JPOC echo lab.
An Educational Tool was created and sent along with a letter to these 100 referring
physicians, with a request to reflect on their referral practices, emphasizing the
following 4 questions:
1. Is the patient asymptomatic?
2. Is this echo for routine surveillance?
3. Does the patient have a previous echo result?
4. Does the patient have a change in clinical status or cardiac exam?

Figure 2: % Appropriate
Echo Referrals. Mean
has increased from
46% to 80%.

Figure 3: Weekly AUG
Score – X Bar S Chart.
Average AUG Score has
increased from 5.5 to
6.9.

After introduction of the educational tool, all subsequent referrals were scored
using the AUG and collated weekly.

Team

Dr. Raymond Dong – Cardiologist, Project Lead
Dr. Robert McDermid – Medical Sponsor (Site Medical Director, SMH/JPOCSC)
Sandra Sewell – Administrative Sponsor (Director, Medical Imaging)
Geraldine Madaje – SFU Student Volunteer
My Lam – Senior Echo Booking Clerk, JPOCSC
Janice Eng, Jennifer Atchison, Bev Saumer – PQI Team
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Echocardiography. (2011). Journal of the American Society of Echocardiography, 24(3), 229-267.
doi:10.1016/j.echo.2010.12.008

Cost Savings

During the run-in phase of this project, it was observed that 27% of referrals were in
the Rarely Appropriate category. If Rarely Appropriate studies were excluded from
the 75 referrals received each week (average number), approximately 20 extra
spots would be “recovered”. Given that an average echo study takes 45 minutes,
there would be considerable savings in sonographer time (15 hours per week), and
there would also be a reduction in work-related repetitive shoulder and elbow
injuries. Each echo study costs approximately $275.00 and a savings of $5,500.00
could be realized each week. If only Appropriate studies are mostly done, the
waiting list should diminish over time if we waste fewer echo booking spots by
filling them with Rarely Appropriate referrals.

Future Plan
• Distribute Educational Tool to remaining community of referring physicians
• Target specific inpatient cohorts, such as the Emergency Physicians and Hospitalists
• Disseminate Educational Tool to other Echo Labs in the Fraser Health Authority
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The BuTT Out QI Project
Perioperative Smoking Cessation

Authors: Susan Lee, MD, FRCPC, MAS, Tracey Giles, and Justine Teoh

Changes Made

Background
• Smokers suffer more complications and higher risk of mortality
after surgery than non-smokers
• Smoking cessation programs preoperatively may reduce
morbidity and mortality
• Prior efforts to encourage preoperative abstinence from
smoking were uncoordinated
• The BuTT Out project hopes to increase smoking cessation
rates by providing advice and resources to smokers in the
preadmission clinic
• Smoking cessation prior to surgery can result in dramatic
decreased postoperative complications and even promote
long-term smoking cessation

AIM

Develop
method for
measuring
smoking
cessation

Offer
quitnow.ca to
all smokers

Offer brief
advice for
smoking
cessation to all
smokers

Offer
perioperative
smoking
cessation
brochure to all
smokers

Offer Nicotine
Replacement
Therapy (NRT)
to all smokers

Results

To increase smoking cessation rates in
elective surgical patients at Royal Columbian
preadmission clinic, as measured on the day
of surgery, from 5% to 10% by July 2018

Project Design & Strategy
2) Supports smokers to
quit before surgery

Smoking rates ⇩
Nov-Dec 2017

Brief Advice
1) Measure smoking rates
in the preadmission clinic
and on the day of surgery
• Not previously recorded in the
health record (especially on the
day of surgery)

Not sustained – likely
due to reduced time
from PAC to surgery
day

Brochure
Quitnow
NRT

Lessons
Learned

Team
Dr. Susan Lee, Denice Mattock (PAC RN), Tracey Giles (PQI
Coordinator), Justine Teoh (SFU Student), Dr. John Ramsden
(Dept. Head, Anesthesia), Dr. Richard Merchant, RJ
Hernandez (PAC PCC), Erin Usselman (OR PCC), Darlene
McKinnon (Executive Director RCH)

References
Lee SM, Landry J, Jones PM, Buhrmann O, and Morley-Forster P. The effectiveness of a perioperative smoking
cessation program: a randomized clinical trial. Anesth Analg. 2013 Sep;117(3):605-13.
Lee SM, Landry J, Jones PM, Buhrmann O, and Morley-Forster P. Long-term quit rates after a perioperative
smoking cessation randomized controlled trial. Anesth Analg. 2015 Mar;120(3):582-7.

Next
Steps

Not
sustained
(yet)
Expect improvement
to resume once
anesthesiologist
staffing shortage
improves

• We learned that collecting data in Surgical Day Care is suboptimal as many patients
are pre-admitted or come via cardiac surgery. Thus, we moved data collection
location to Pre-op Hold
• Up to 50% of data tracking forms have been going missing. The loss of forms
correlates with the Pre-op Hold nurse being absent (position is occasionally
unstaffed due to nursing shortages)
• Anesthesiologist shortage resulted in minimal time between preadmission visit and
day of surgery, resulting in short window of opportunity for smoking cessation
• Improve data collection process
• Improve data collection quality (by improving forms being used)
• Get feedback from patients on new brochure
• Monitor offers of brief advice, phone counselling, brochure, and NRT for all smokers
• PROCESS GOAL: 100% offers for all 4 interventions

Contact Information
Susan M. Lee, MD, FRCPC, MAS (Clinical Research)
Anesthesiologist, Royal Columbian Hospital
Assistant Clinical Professor, UBC
Email: susanlee.anesthesia@gmail.com
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Vascular Lab Project
Royal Columbian Hospital
Wendy Bowles, Nurse Practitioner

Background

By providing access less expensive and more appropriate
diagnostics, we can identify persons with PAD earlier and
initiate treatment to improve limb salvage. This will drive
down costs and improve quality of life for patients with PAD
who require advanced treatments and often amputations,
which is associated with high costs of rehab, prolonged in
patient stays and prosthetics costs.

Changes Made
Fall 2016

January 2017

June 2017

August 2017

Aim

To decrease the number of CT scans for assessment of PAD by
10% by September 2018 as a marker of improved, less
invasive testing for PAD-suspected patients.

Project Design & Strategy

•Create business case for non invasive diagnostics
•Create foundation request for funding
•Present to Foundation for funds
•Hiring RVT and training/hiring second RVT

Sept 2017

•Procurement of Vascular Diagnostic Machine

Oct 2017

•Clinic opened

February
2018

•Business case to Ministry for accreditation submitted

Preliminary Results

Lessons Learned

Team

 Wendy Bowles
 Dr. Dunn
 Rosa Lea Millard
 Annmarie Lang-Hodge
 Gagan Chauhan

Contact Information:

Wendy.bowles@fraserhealth.ca

 Raj Thaper
 Barb Sutherland
 Sophia Gomez
 Tracey Giles

• Current state for non-invasive vascular
diagnostics is not meeting demand
• Waitlist of 6-12 months in pre-existing labs
(none located in Fraser Health)
• CT scans ordered in place of non-invasive
diagnostics are expensive and of higher risk
to patients
• Medical providers require access to
information on recognizing and diagnosis
PAD
• Patients need access to appropriate and safe
diagnostics for PAD through knowledgeable
providers
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Vascular Limb Preservation Clinic
Royal Columbian Hospital
Wendy Bowles, Nurse Practitioner; Tracey Giles, PQI Coordinator

Changes Made

Aim
Decrease Length of Stay (LOS) associated with 3 North
patients at RCH by 25% by December 2017.

Oct
2016

Background
Vascular patients with complex wounds often have long hospital
admissions, demand high emergency department time and have
frequent readmissions due to lack of expertise in the community
for follow up. This can also lead to amputations and long term
disability, resulting in increased health care costs, decreased
Quality of Life (QOL), and increased societal costs.

Project Design & Strategy
Primary Drivers
Aim
Decrease LOS
on 3N RCH by
25% by
December
2017

Outcome
Measures:

Length of Stay on 3N

Sept
2016

Adequate
Resources

Administrative
buy in

Establish demand

Secondary Drivers

Nov
2016
Dec
2016
Feb
2017
March
2017
April
2017

•High LOS identified for patients with complex wounds
•Create team to address the issue of high LOS
•Plan to close 5 acute beds to fund clinic
•Team composition determined
•Started hiring process and mapping patient journey
•Clinic design complete and renovation started
•Staff hiring completed; LPC opens

Results
Change Ideas

1. Develop space for LPC
2. Hire staff (WOCN/ MOA)

A.Build space
B. Hire staff
C. Engage Surgeons
D.NP to supervise

1. Clear guidelines for admission
to LPC (and discharge from
3N)
2. Referrals to stay within
Vascular Surgery

A.KYI for site
B. KTI for Home Care

1. Current demand on ER and
Acute for admission related to
wound issues
2. Home care not meeting
specialty needs

A.Rapid access to
Vascular Limb
Preservation clinic
*expert care

1. Lack of recognition of early
complications by HCN and
Primary Care Providers
2. Lack of access to specialized
care

A.BC guideline for PAD
B. Education for PCP
C. Rapid Access to
specialized care

1. Establish trust with Vascular
Surgeons for safe follow up
2. QOL leads to reduced resource
use

A.Improved QOL for
patients
B. Improved Provider
Trust in System

Balancing
Measures:

ER avoidance
Decreased Home Care
Nursing visits

Effective
processes

Process
Measures:

Increased referrals to
LPC*
Increased discharges
from 3N

Improve patient
and provider
experience

Team
 Wendy Bowles
 Dr. Kazemi
 Rosa Lea Millard
 Annmarie Lang-Hodge
 Jenny Lindsey
 Dr. Lee
 Barb Sutherland
 Sophia Gomez
 Tracey Giles

Contact Information:

Wendy.Bowles@fraserhealth.ca

Length of stay on 3N
Vascular surgery would
decrease

ER avoidance; 44
visits avoided to
date
HCN visits also
have decreased

Lessons Learned

• Patients’ experience improves with increased continuity of
care
• Wound healing rate improves with access to specialized care
• Emergency demand decreases with rapid access to specialized
care team
• Home care visits decrease with access to specialized care
• Provider experience and trust improves with stable specialized
team
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