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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

Cohort 3

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 Ananta Gurung, Pathology, RCH
Cohort 5

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.

Cohort 4

- 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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Cohort 5

What our Alumni Are Saying

FH PQI Training Overview

FH PQI Team (2019-2020)
PQI LEADERSHIP

OUR GOALS

Dr Curtis Smecher
PQI Provincial Lead
Anesthesiology, ARHCC
IHI Improvement Advisor

In collaboration with Fraser Health, PQI aims to enhance physician capability in quality
improvement (QI) and foster a culture of QI within the physician community.

LEVEL

1

Dr Dave Williams
PQI Sponsor and Faculty
Respirology, ARHCC
Cohort 2
IHI Improvement Advisor

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

Angela Tecson
Clinical Nurse Specialist:
FH Quality & Patient Safety
PQI Manager (2016-2020)

PQI PHYSICIAN LEADS

IHI Open School
Free access to online courses offered by IHI for eligible participants
Access to course discussion forums and a vast library of resources
Pre-requisites for PQI Fundamentals include:
QI 101: Introduction to Health Care Improvement
QI 102: How to Improve with the Model for Improvement
QI 103: Testing and Measuring Changes with PDSA Cycles
QI 104: Interpreting Data
QI 105: Leading QI
QI 201: Planning for Spread

Dr Raymond Dong
Physician Lead (Network) and Faculty
Cardiology, SMH
Cohort 3

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

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

Dr Jean Warneboldt
Physician Lead (Faculty) and Faculty
Hospitalist Med., ERH
Cohort 3

Dr Erica Phelps
Physician Lead (Curriculum)
and Faculty
OB/GYN, LMH
Cohort 1
IHI Improvement Advisor

PQI FACULTY
LEVEL

2
LEVEL

3

PQI Fundamentals
Live workshop offered multiple times a year
Opportunities to develop introductory skills on how to test and measure change,
understand systems, build a team, and sustain project gains
In-class support for developing your own QI project idea
Pre-requisite for PQI Certificate

PQI Certificate
Interactive training days with lectures, group activities, and workshops
Full project support and mentorship from PQI coaches, coordinators, and data
analysts
Project endorsement from Fraser Health and Specialist Services Committee
leadership
Access to data, QI resources, QI systems, and project management tools
Opportunities to showcase work
Sessional funding for eligible physicians
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Dr Sarah Ostler
Hospitalist Med., BH
Cohort 4

Dr Susan Lee
Anesthesiology, RCH
Cohort 3

Ruth Ringland, NP
Nurse Practitioner, JPOCSC
Cohort 3

Dr Raj Johal
Hospitalist Med., PAH
Cohort 1

Dr Jane Van Den Biggelaar
Hospitalist Med., DH
Cohort 3

Dr Alison Morris
Hospitalist Med., ERH
Cohort 3

Dr Sean Keenan
Intensive Care, RCH
Cohort 1

Dr Alysalim Somani
Pediatrics, RCH
Cohort 4

Dr Carolyn Shiau
Pathology, RCH
Cohort 1

Dr Dana Lee
Cardiology, SMH
Cohort 3

Dr Rebecca Adams
Emergency, LMH
Cohort 5

Dr Marshall Cheng
Emergency, PAH
Cohort 5

Dr Diala El-Zammar
Emergency, CGH
Cohort 5

Dr Eda Karacabeyli
OB/GYN, SMH
Cohort 4

Dr Martha Koehn
Emergency, RCH
Cohort 5

Dr Daniel Negash
Internal Med., LMH
Cohort 4

Dr Melissa Allan
Emergency, BH
Cohort 3

Dr Adriaan Windt
Residential Care,
Abbotsford Community
Cohort 5

Dr Lawrence Yang
Family Practice,
Surrey Community
Cohort 2

PQI STAFF

4

Janice Eng
Interim Manager
Cohort 6

Charlene Lam
Data Analyst

Tracey Giles
Systems Analyst

Tonya Lynch
Consultant

Jeevan Sangha
Coordinator
Cohort 5

Neil (Huan) Tong
Data Analyst
Cohort 4

Sheryll Martinez
Program Assistant
Cohort 6

Training Overview/PQI Team

Cohort
One
2015-2016

Alumni
Nigel Aspinall
Raj Johal
Sean Keenan
Greg Lewis
Steve Ligertwood
Lee Ann Martin
Erica Phelps
Carolyn Shiau
Todd Sorokan
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COHORT 1

Improving Timely Access to Inpatient Care and
its Effects on Hospital Flow

RESULTS
1. Reduction in median TBS did not reduce
overall LOS (Scatter Plot).
2. The online physician communication system
improved variability in the TBS to a greater
extent than the improvement in the mean TBS.
3. The variability of the TBS may be related to
overall LOS (Figure 1 and Figure 2).

Dr. Manraj Johal, MD

AIM

Our goal is to reduce the TBS by 20% over a 10-month period at a community hospital
in British Columbia, Canada.

Our aim is to evaluate the current system that provides the initiation of inpatient care to family medicine
patients at Peace Arch Hospital. Further details about the operations aspect of this system will provide
opportunities for improvement in TBS. Inevitably, by decreasing the time it takes for the most
responsible physician to see acute care patients, we anticipate to achieve a decrease in the mean
hospital LOS.

Figure 1
a. Length of Stay grouped by month
b. Variability in Length of Stay grouped by
month

BACKGROUND
Inpatient care in the community hospital setting often involves family physicians. The balance of
providing clinical care in both hospital and clinic settings creates a unique challenge which often
prevents family physicians from being able to see their patients immediately on admission to the
hospital. The process that occurs in the third row of the Hospital Admission Timeline is an opportunity
for improvement in the Time to Being Seen (TBS).

Figure 2
a. TBS grouped by month
b. Variability in TBS grouped by month

This project hopes to highlight ways of improving the process by which patients are admitted into the
hospital. Specifically how patients are subsequently cared for in the inpatient setting by way of
improving the length of time it takes for the most responsible physician to first see their patients. The
intended benefits would result in improved patient flow through the ER department and reduce the cost
to the system by decreasing Length of Stay (LOS).

Patient arrives
at hospital

Patient seen by
ER Physician

Patient requires
hospital admission

LESSONS LEARNED
The flow of patients through a hospital is a complex
system, and effected by many factors. Not all admitting
diagnoses are considered equal, nor are patients.
However, by minimizing the external variables that
create challenging difference between admitted cases,
we can try to facilitate smoother transitions of care
between admission and discharge. Although we were
not able to achieve a significant reduction in TBS, we
learned many other idiosyncrasies that exist within our
system. Certain ‘bottle necks’ in the acute care process
would limit the effectiveness in the improvement of a
single step, and thus other parts of the system would be
required to accommodate accordingly.

Patient admitted by
Family Physician

Opportunity for improvement

PROJECT DESIGN & STRATEGY
By measuring the time it takes for physicians to first see patients after admission (TBS), we can evaluate
the temporal relationship that exists with LOS. In order to reduce TBS, an online scheduling system was
used to update and determine the correct physicians on call for particular patients. This allowed for
quicker communication between ER physicians and Family Physicians in order to transition patients to
inpatient care more effectively. Questions that the project addresses are:

In order to reduce the stress on the system caused by
the unproportioned efficiency of a single step; we
propose reducing the variability of individual steps. This
is mathematically supported by Little’s Law:
I = Output Rate (R) x Flow Time (T)
T = Mean Service Time + Delay (D)
D = Variability (V) x Capacity Utilization x Service Time
*Decreased V = Decreased D = Increased T

1. Can we reduce TBS?
2. Would reduction of TBS reduce LOS?

CHANGES
MADE
RETURN TO TABLE OF CONTENTS

TEAM

1

Implementation of novel intranet based communication process to allow faster
identification and contacting of the most responsible physician.

2

Evaluation of changes in LOS by decreasing the TBS.

Dr. Manraj Johal, MD, Project Lead
Dhwani Babla, BHSc, Volunteer
Jennifer Atchison, PQI

6

Our QI project is made up of a multidisciplinary team including:
1.Department Head of Family Medicine – local
2.Department Head of Family Medicine – regional
3.Clinical operations manager – ER Department
4.Local hospital site director
5.Clerical staff and Hospitalist manager

Improving Timely Access to Inpatient Care and its Effects on Hospital Flow

RESULTS

Improving Documentation of Pain, Agitation and Delirium
(PAD) at Royal Columbian Hospital Intensive Care Unit

Pain assessments and CPOT documentation rates
improved from 80% to 94%. Delirium
assessments and ICDSC documentation rates
improved from 65% to 99%. Sedation
assessments and RASS documentation rates
improved from 84% to 97%. Pilot project to
implement non-pharmacological strategies was
well received and extended to the whole unit.

Dr. Sean Keenan, MD

AIM

LESSONS LEARNED

To increase the appropriate use and documentation of PAD using the Critical Care
Pain Observation Tool (CPOT; Q4H), Richmond Agitation Sedation Scale (RASS; Q4H),
and the Intensive Care Delirium Screening Checklist (ICDSC; Qshift) to greater than
90% as a first step in improving PAD management by June 30th, 2017.

Change takes time – shifts in practice can be slow.
Buy-in is critical from all disciplines in order to promote effective change.
Leadership is needed at all levels: with the working teams, among physicians in
the ICU, and within management.
Find and use resources available to you – the addition of a Simon Fraser
University Health Sciences student to help with data collection and analysis
allowed for more consistency.
In being a part of the collaborative, we realized that RCH ICU had already
accomplished significant milestones in delirium management.

BACKGROUND
Pain, agitation and delirium (PAD) are frequent concerns experienced by patients in the intensive care
unit (ICU). Untreated, they can result in significant long-term complications that impact patient morbidity
and mortality, families, the healthcare system, and society. Efforts to decrease the incidence of PAD rely
on the performance of routine assessment and documentation. Barriers to communication make
routine assessments with objective screening tools essential to address. The link between PAD and
patient morbidity/mortality led the Society of Critical Care Medicine (SCCM) to update its clinical practice
guidelines for pain, agitation, and delirium in 2013. The guidelines highlight the importance of an
interdisciplinary approach and routine assessment using objective screening tools. Royal Columbian
Hospital’s interdisciplinary critical care team implemented a long-term quality improvement initiative
within its mixed ICU. The team’s intention was to create and implement a cohesive patient delirium
mitigation strategy based on the SCCM practice guidelines. As a continuation of this initiative, we joined
the Canadian ICU Collaborative “PAD your ICU” to share our knowledge and learn from our colleagues.
One of the primary focuses of this group was improving assessment and documentation for PAD using
objective screening tools.

PROJECT DESIGN & STRATEGY
Utilizing the PDSA cycle, we implemented, tested, adapted and adopted a
series of interventions aimed at improving ease of access to the scoring
tools and incorporation of assessments into routine care. Bedside chart
audits were performed between June 2016 and June 2017 to assess the
progress and impact of the non- pharmacologic interventions designed and
implemented by the team.

CHANGES MADE
Over the course of the collaborative, several ideas were tested, adapted
and adopted, or abandoned. The changes implemented on a permanent
basis in the unit include:
Supplying simplified lanyard PAD scoring reference cards to all
members of the ICU team including visiting students and residents.
Dedicated columns for documenting PAD scores incorporated into
nursing flowsheets.
Quick reference laminates of discipline-specific non-pharmacological
interventions posted at every room.
Complete scoring tools added for reference to back of nursing
flowsheet.
PAD education added into the rotation of new ICU residents’ education.

RETURN TO TABLE OF CONTENTS

Figure 1
Change in Documentation
Rate of CPOT Scores

80%

94%

Improvement in pain
assessments and CPOT
documentation rates.

Figure 2
Change in Documentation
Rate of ICDSC Scores

Mar 2016

65%

RCH ICU Delirium Working
Group changed to the PAD
Team
Joined Canadian ICU
Collaborative. Project charter
Aim to increase PAD
documentation to > 90%

99%

Improvement in delirium
assessments and ICDSC
documentation rates

Jun 2016

Figure 3
Change in Documentation
Rate of RASS Scores

Started collecting PAD scores
using bedside audits

84%

Jul-Aug 2016

97%

Improvement in sedation
assessments and RASS
documentation rates

PAD reference lanyard given
to RNs
Sep 2016
PAD stamp added to flow
sheets

TEAM
Dr. Sean Keenan, Project Lead
Kathy Rasmussen, ICU Mgr
Leah Yang, Health Sciences Student

Jan-May 2017
Non-Pharmacologic
Intervention Pilot
7

CRNs: Marion Edwards, Nancy Fee
RNs: David Dharney, Sharon Hickin, Sybil Hoiss, Jessica Presta, Sandy White, Alishaan Zinna
RTs: Sapan Behar, Hardip Kolar, Kuljit Minhas, Jasmine Mohan
PharmDs: Jennifer Haymond, Craig Roels, Flora Young
PTs: Osita Hibbert, Maylinda Urbina, Tim Pegg (Patient Rep)
PQI: Jennifer Atchison, Janice Eng, Beverly Saumer, Chau Sue (Sharon), Crystal Sun, Angela Tecson

Improving Documentation of Pain, Agitation and Delirium (PAD)

Hospitalist Stroke Management Improvement Project
Dr. Steve Ligertwood, MD

AIM

RESULTS

Reduce the LOS of patients presenting to RCH with an acute ischemic stroke or
TIA by 20% by April 1, 2016.
Reduce ALOS of all ischemic strokes from 15.2 days to 12.2 days.

These outcomes have proven to be sustainable

BACKGROUND

11.3 days

The Average Length of Stay (ALOS) for patients with Acute Ischemic strokes and Transient Ischemic
Attacks (TIA) at Royal Columbian Hospital (RCH) was 15.2 days. The target Length of Stay (LOS) for Fraser
Health for this population is 10 days. There were significant delays to specific essential diagnostic tests:
Holter Monitor and Echocardiogram.

5.9 days

The process of entering patients onto the waitlist for transfer to an in patient Rehabilitation Unit was
slow. Delays to starting full rehabilitation results in increased weakness that is difficult and slow to
recover from. Patients were frequently becoming despondent waiting for tests or for transfer to the
Rehab Unit. RCH does not have a Rehab Unit on site.

Decrease in LOS

PROJECT DESIGN & STRATEGY

1

15.2 days

1st Intervention: May 28, 2015
Change the Acute Stroke PPO to incorporate the priority system.
Redesign the Acute Stroke PPO in such a way that Hospitalists will choose to use it.

2

10.4 days

2nd Intervention: Sept 1, 2015

Decrease in LOS

Improve communication between health care providers regarding suitability for transfer to a
Rehabilitation Unit:
Instituted a white board on the Stroke Unit to communicate between Dr, PT, OT.
Changed the central triage procedure in order to streamline the triage process.

LESSONS LEARNED
Having Hospitalists prioritize key tests based on anticipated
LOS at the time of admission resulted in a shorter LOS without
any increase in these diagnostic resources.
The “Whiteboard” was a method of improving
communication without team meetings and in a way that
integrated with the daily work flow patterns of each
member of the health care team.
Better outcomes were achieved without increasing the
existing work burden on ANY member of the health care
team.
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NEXT STEPS

40.4 days

Show case at Local Quality Events;
PQI Graduation Ceremony
Gained Senior Leadership
recognition & support to
commence an initiative to spread
across Fraser Health (Regional
Health Authority)

20 days
Decrease in LOS

TEAM
8

Dr. Steve Ligertwood, Project Lead
Omela Polovina, Volunteer Student Assistant

Hospitalist Stroke Management Improvement Project

Cut it SHORT!

PROJECT DESIGN & STRATEGY

A Battle to Reduce Decision To Incision Time of Emergency C-Sections!

We worked with local OBs to standardize our definitions of DTI which assisted us in putting together a
multi-disciplinary team with the purpose of identifying and creating an accurate process map. The team
completed an in-depth process analysis using PERT/CPM that allowed us to identify the bottlenecks in
our process and generate potential solutions for improving the DTI.

Dr. Erica Phelps, MD

AIM

Reduce Decision to Incision time (DTI) for Emergency C-sections by 30% By December
2015 AND Reduce the variation of DTI time across our patient population by making
sure all emergency C-sections are performed within a maximum of 60 min by
December 2015

COMMUNICATION ALGORITHM FOR CODE MATERNITY

BACKGROUND

Reasons for Call
1. Cord Prolapse
2. Suspected Uterine Rupture
3. Severe antepartum hemorrhage
4. Abnormal FHR requiring immediate
delivery
5. Standby for imminent delivery of
twin or breech pregnancy

Langley Memorial Hospital (LMH) is a government-funded acute care facility in Township of Langley,
British Columbia that is owned and operated by Fraser Health. Our hospital has a of 166 beds and serves
another 244 beds for extended care. Decision to incision times (DTI) for emergency C-sections is an
important factor in improving perinatal outcomes. A recent systematic review and meta-analysis shows
that a DTI within 30 minutes is not achieved in a substantial proportion of cases. This included both
emergent and urgent C-sections. An informal review of data in Langley shows that our decision to
incision times for emergency C-sections range from 38 -172 minutes, which we desperately wanted to
change!

All staff return from breaks
Huddle near pt room
Legend
PCP: Primary Care Provider
PCC: Patient Care Coordinator
RN: Registered Nurse
CN: Charge Nurse
OB: Obstetrician
OR: Operating Room
FHR: Fetal Heart Rate

PCP/CN pages OB 911 Brings
Phone to pt room
PCP/Primary RN discusses
case with OB

Info for Anesthesia
Reason for code
Is pt stable?
Epidural in situ? working?
Which OR
Other Medical concern

OB confirms priority 1A (STAT)

PERT (Program Evaluation Review Technique) and CPM (Critical Path Method) are techniques which have
been created to facilitate planning, scheduling, and controlling of complex, multi-stepped processes and
projects.
PCC/CN

CHANGES MADE

1

PCP or Primary RN pushes
Alarm Bell

Utilize PERT/CPM to Identify activities that we can focus on improve the overall DTI process

Assign second RN

Start call list

OB calls*:
Anesthesia
OR team
Paediatrician
When will you arrive?

2

Create “Code Maternity” in LMH

3

Develop Communications Algorithm to support “Code Maternity”

4

Implement “Emergency C-Section Drills” to test our changes and educate new LMH staff who
are involved or affected by our improvement initiative

5

Streamlined paperwork into emergency bundles

TEAM

Optional
Float Unit Clerk
Respiratory Therapist
Site Leader

*OB may delegate phone calls to
CN/PCP if unable to leave pt
bedside

LESSONS LEARNED
Tracking DTI time is difficult and this information is not readily available in Fraser Health Data bases.
Everyone's input counts. Members contributed and elicited ideas for improvement which fostered
great team work and engagement from all stakeholders.
Some Data was difficult to capture. We are currently working with the OB and OR teams to
investigate opportunities of accurately capturing our data.
Identified an opportunity to work with regional members of the MICY team to develop OR priority
codes that are specific to OB and facilitate grouping similar C-sections to facilitate data analysis.

Dr. Erica Phelps and QI team
Maryam Eltawil
LMH OB and OR Team
PQI team and QI Advisor
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Mandatory
Surgical Assist
Alert nursery to set up resuscitation room
Lab- CBC, G+S (if not already done)
Help OB with calls

Info for Paediatrician
Reason for code
FHR status
Gestrational age
Meconium? Fever?
Which OR
Other pregnancy concerns

9

Cut it SHORT!

Cohort
Two
2016-2017
Alumni
Ali Akbar-Zadeh
Valerie Athaide
Frank Ervin
Shruthi Eswar
Peter Gajecki
Ursula Lee
Caroline Mariano
Susan McDonald
Diana Stancu
Donna Sue
Dave Williams
Gigi Wong
Lawrence Yang
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COHORT 2

Reducing Unnecessary Urine Cultures at Royal
Columbian Hospital

CHANGES MADE

Dr. Valerie Athaide, MD FRCPC

AIM

To reduce the percentage of unnecessary urine culture test done at Royal
Columbian Emergency Department by 50% by February, 2017

1

November 2017: NIO Review

2

November 2017: Nursing Education

3

December 2017: Physician Education

BACKGROUND
Unnecessary urine cultures increase workload, health care costs and inappropriate use of antibiotics.
Workload is increased by unnecessary urine cultures, as all urine samples must be processed by the
lab. In addition, positive urine cultures require physician follow-up, which incurs inefficient use of
physician time and resources.

Negative

Figure 3 (below): A balancing measure of
percentages of cases of pyelonephritis with a
urine culture done was measured, which
showed a reduction in cultures done from a
mean of 80.9% pre-intervention to 72.4% post
intervention

Signs & Symptoms of any of the following:
Burning or dysuria
Frequency, urgency, difficulty voiding
Abdominal or Flank pain
Lower back or pelvic pain
Hematuria, pyuria
+/- fever

LESSONS LEARNED
& NEXT STEPS

For Older Adults >65 years also consider:
Acute confusion/delirium
Increased weakness or falls

There was some initial cultural resistance
toward following the nurse initiated order set
The success of this project was primarily
centred upon having the Clinical Nurse
Educators on board with ongoing education
and training
Change has been sustained via training of
new staff as well as ongoing education and
reminders to existing staff
Future steps are to further educate
physicians to avoid ordering unnecessary
urine cultures in patients with uncomplicated
cystitis
Physicians also need to be reminded to order
urine cultures when they are clinically
necessary, as in the case of pyelonephritis

Collect Urine sample:
Add patient ID label, date/time, and initials
Complete Urine dip using Chemstrip 7 and wait
2 minutes before reading results

Document on Patient Chart

Positive
O/E in Meditech: "Urine Routine (Urinalysis)
Send to Lab and document on patient chart

Figure 1:
Emergency RN Initiated Orders Clinical
Decision Support Tool: Urinary Symptoms
(Adults 17 years and older)

RETURN TO TABLE OF CONTENTS

Presentation to physicians outlining urinalysis, informing physicians that C&S must be a physician initiated order

Figure 2 (above): The percentage of patients
at RCH emergency with urine cultures
decreased from a mean of 7.6% down to a
mean of 4.5%, for an overall reduction in rate
of urine cultures of 40.8%

Patient Presents with Urinary Symptoms

The three day audit of urine cultures ordered at
Royal Columbian Hospital revealed that 90% of
unnecessary cultures were nurse-initiated, without
an MD order present. A review of the Fraser
Health Emergency nurse initiated orders set (NIO)
for urinalysis revealed that in Fraser Health
Emergency Departments, cultures are physicianinitiated orders. See Figure 1 (right).

A presentation was made to nurses at their education day outlining the nurse initiated order set, reminding nurses that C&S is a
physician initiated order
Posters were created and posted, and information was disseminated by CNEs at staff huddles
All new staff orientations by CNEs include review of urinalysis NIO and training on urine collection

RESULTS

Unnecessary urine cultures may lead to inappropriate treatment of asymptomatic bacturiawith
antibiotics. Overuse of antibiotics results in patient costs, side effects such as C.difficilecolitis, and
contributes to antibiotic drug resistance. A 3 day audit from the Royal Columbian Hospital (RCH)
Emergency Department (ED) found that 54% of urine cultures were inappropriately sent.

PROJECT DESIGN
& STRATEGY

The NIO set was reviewed with the RCH Clinical Nurse Educators (CNEs) and the FH Regional Clinical Nurse Specialist in Emergency.

ERP orders Urine Microscopic (UMIC) and/or C & S
based on patient's assessment and results of Urinalysis

TEAM

O/E: "Add on" for UMIC and/or C & S per ERP order
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Project Lead: Dr. Valerie Athaide MD FRCPC
Abigail Holder

Martha Elmore

Tracey Giles
Reducing Unnecessary Urine Cultures at Royal Columbian Hospital

One Breath At A Time

Improving Access To Spirometry Services At Fraser Health
Dr. Frank L Ervin, MD

AIM

To improve access to spirometry at Ridge Meadows Hospital by reducing wait times by half by December
31st, 2016. For those patients requiring rapid access, to reduce the wait to one day by March 31st, 2017.

RESULTS
Wait times prior to the project were in excess of 28 days (data not presented). The average wait time was reduced to 9 days. The culture of accepting
long wait times is no longer the status quo as the improvement team is now focused on sustainably reducing wait times. Operational management
responded to statistical evidence of increasing numbers of patients in the waiting queue. The business case showing the cost neutrality of adding
more testing clinics helped in justifying the additional staffing costs. However, the business case alone was a necessary but not a sufficient reason to
decrease the waiting times for spirometry. Staff shortages during the summer months appeared to play a role in increased wait times. Future
improvement efforts will include increasing the numbers of tests done per therapist-hour while maintaining the patient experience in regard to
therapist counselling re smoking and device technique.

BACKGROUND

CHANGES MADE

Although most Canadian hospitals receive annual global funding to cover the cost of universal health care, some diagnostic
services are funded on a fee for service basis. These include electrocardiograms (ECGs), chest x-rays (CXRs) and spirometry. If
the fee for the diagnostic test covers the cost to the system, there is no fiscal reason to have a wait list. There are zero wait lists
for ECGs and CXRs, but the wait times for Spirometry are often very long within the Fraser Health region. Spirometry is a simple
and painless test of lung function essential to the diagnosis of common respiratory diseases. It is most often performed at an
outpatient hospital based facility. Within our health authority, wait times for Spirometry vary from 2 to 98 days. Improving
access to spirometry will decrease the costs of inappropriate pharmaceutical prescribing, and reduce hospital admissions for
preventable respiratory illness. The project goal was to reduce wait times for Spirometry by half within 3 months and to one day
within 6 months at Ridge Meadows Hospital, a 200 bed community hospital in Maple Ridge, BC. With a high degree of belief in
the feasibility of reducing wait times we hope to spread the improvement to 8 other facilities within Fraser Health.

There was no financial reason not to staff the lab
to meet the demand. There were no constraints
apparent to the QI team as there was equipment,
trained staff and the financial resources to meet
the demand.
Making a change or improvement in a public
health care system often is an exercise in
changing the culture. The expectation of the
patients and physicians for more rapid testing
was met by a status quo culture. Simply bringing
a business plan and accurate, clearly presented
data helped change the culture within the facility.

PROJECT DESIGN & STRATEGY
AIM To improve access to spirometry at Ridge Meadows Hospital by reducing wait times by half by December

Sep 2016
Business plan/data collection

31st, 2016. For those patients requiring rapid access, to reduce the wait to one day by March 31st, 2017.

PRIMARY DRIVERS
Scheduling

Facilities

Patient Factors

Match supply to demand

Backlog
Other Pulmonary
Function Testing
Demands

Administrative Inertia

SECONDARY DRIVERS

CHANGE IDEAS

1. Managing gaps in the schedule
2. Allowing gaps in schedule for urgent spirometry

Cancel unconfirmed appointments
Walk in appointments
Patient self scheduling

1. Spirometer availability
2. Pulmonary function laboratory availability
3. Emergency room testing access

Portable spirometer
On call RT performs urgent spirometry

1. Bronchodilators need to be withheld prior to testing.
2. Patient availability for the test time scheduled
3. Patient no shows on weekends
4. Patient contact information

1. Budgeting
2. Staffing
1. Backlog in patients to be booked
2. Backlog for booked patients

1. Full Pulmonary Function Tests
2. Staffing of other PFT Tests
3. RT Staffing requirements other than PFT Lab

1. Resistance to change
2. Budget setting
3. Knowledge of Spirometry Indications
4. Knowledge of Business Case

Nov 2016
Empower clerk

Clear statement on requisition
Confirmation of Appointment

Mar 2017
Fill empty time slots

Produce budgeting scenarios
Flexible staffing hours
Casual staff for high demand
Apply for staffing to clear the backlog
Include these patients in the total backlog figure

LESSONS LEARNED
Change the status quo culture of accepting
long wait times for spirometry testing.
Importance of providing business plans and
‘real time’ data for busy operational
managers of publicly funded health care
facilities.
Demonstrated the benefit of a direct
observation of workplace to identify facility
“downtime” that would have otherwise not
been apparent.

Convert some Full PFTs to Spirometries
Running PFT clinics on Weekends

Produce well documented business case

The typical wait time initially quoted by the lung function laboratory staff and by FH information services was inadequate and
inaccurate. It was discovered that requisitions for the test were routinely placed in a holding stack prior to being entered into the
hospital’s clinical information system. Thus, wait times were much longer than initially thought. A simple data collection tool was
developed for use by the clerical staff to follow the outcome, process and balancing variables for the project. These included wait
times, number of un-booked requisitions, and wait times for pulmonary function tests other than Spirometry. Data was collected
twice weekly on an Excel spreadsheet and linked to an SQC Pack graphing program. A detailed business plan was developed
demonstrating the cost effectiveness of performing the test demonstrating a positive return for a typical 2 test per hour
respiratory therapist workflow.

RETURN TO TABLE OF CONTENTS

Oct 2016
Unbooked requisitions solved
Simple data collection tool

TEAM
Dr. Frank Ervin, Respirologist/Pulmonologist and Physician Lead
Dave Wallace, RT, Lead Respiratory Therapist
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Wanda McGreevy, Senior Clerk, Pulmonary Function Lab
Anna Hwang, B.Sc., Health Sciences Graduate Volunteer
Leslie Harrison, Patient Representative

One Breath At A Time

Improving the Postoperative Course of Knee
Arthroplasty Patients at Surrey Memorial Hospital

Number receivning epimorph

RESULTS
Figures (From Top to Bottom)

17
Figure 1 – Urinary Catheter Use. Almost 40% of knee arthroplasty patients
receiving ITM required a UC, compared to 6% of those who did not receive
ITM.

2
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39.5% of patients receiving Epimorph also received a Foley Catheter
6% of patients who did not receive Epimorph required a Foley Catheter
Figure 2 – PRN use as a balancing measure.

BACKGROUND

Figure 3 – High Pain Score for TKA patients at Day 0, our second balancing
measure. During the end of January 2017, adductor canal blocks were used
on TKA patients for postoperative pain, leading to a trend of decreases in
Day 0 High Pain Scores.

Surrey Memorial Hospital is a tertiary care hospital in Surrey, British Columbia, Canada that performs
approximately 350-400 knee replacements per year. Knee replacement surgery, or total knee
arthroplasty (TKA), is associated with significant postoperative pain, nausea and risk of urinary
retention. Almost half of the patients require a urinary catheter (UC) after surgery. Nausea, pain and
urinary catheterization create mobility challenges for patients, potentially delaying discharge and
predisposing to complications.

Figure 4 – Hospital Length of Stay for TKA Patients, our third balancing
measure.

LESSONS LEARNED

Intrathecal morphine (ITM) is commonly used to help control postoperative pain in these patients.
ITM may dramatically increase the number of patients requiring a UC (up to 60% of patients). UCs
expose patients to a variety of complications, such as urethral strictures after traumatic insertion,
fistula, bladder perforation, and false passage. Furthermore, UC insertion requires two nurses, thus
consuming nursing time that may detract from the care of other patients.

By discontinuing ITM, we were able to dramatically decrease
the number of patients requiring a UC without a negative
impact on postoperative pain scores or hospital length of
stay.
The patients’ pain experience is unique to every individual
and data needs to be interpreted cautiously as pain scores
and medication requirements vary greatly from patient to
patient.
Some surgeons infiltrate the joint with local anesthetic and
other analgesics, which may be responsible for some of the
variability in our data.
It takes significant effort to change culture and behaviour
within the healthcare system. More work is needed to
implement widespread and sustained change among
surgeons and anesthesiologists at Surrey Memorial Hospital.

It has been shown that equivalent analgesia can be achieved with on-demand (PRN) analgesics like
morphine and hydromorphone. Regional anesthesia with an adductor canal block has also been
shown to be an effective adjunct for providing analgesia by anesthetizing one of the major sensory
nerves of the knee joint for up to 24 hours without affecting motor function, thereby allowing patients
to mobilize and participate in rehabilitation exercises.

PROJECT DESIGN & STRATEGY
ITM was replaced with adductor canal blocks for post-op analgesia in a series of TKA patients at Surrey
Memorial Hospital. Adductor canal blocks were the method of choice as it provides analgesia while
allowing patients to mobilize postoperatively. Data from discharged knee arthroplasty patients was
gathered by the team both electronically and via patient chart reviews. The following data was collected:

NEXT STEPS
Our steps moving forward include sharing our results with the
Surrey Memorial Hospital Departments of Orthopedics and
Anesthesia. We will explore the impact of surgical joint
infiltration on postoperative outcomes in knee arthroplasty
patients at Surrey Memorial Hospital. We also intend to refine
the post-TKA analgesic pathway in order to improve the
patient pain experience. Moving forward, we must also
address potential barriers to more universal use of nerve
blocks for postoperative analgesia, such as time, skill and
equipment required to conduct such procedures, and
implement our next PDSA cycle.

1. PRN medications administered postoperative days 0 through 2 (balancing measure).
2. Worst recorded pain scores on postoperative days 0 and 1 (balancing measure).
3. Foley catheter insertion.
4. Hospital length of stay (balancing measure).

TEAM

RETURN TO TABLE OF CONTENTS

43

Pts with no Epimorph Who Required Foley

Our goal was to decrease urinary retention requiring a UC by 25% and decrease
postoperative requirements of PRN medications in total knee arthroplasty (TKA)
patients, while not worsening pain or length of hospital stay, at Surrey Memorial
Hospital by May 2017.

Dr. Peter Gajecki, Project Lead
Dr. Colin Jackson, Medical Sponsor
Ronelle Gutierrez, Operating Room Manager
Maggie Ma, Simon Fraser University Student Partner

76

Pts with Epimorph & Foley

Dr. Peter Gajecki, MD

AIM

Total # Patients

Beverly Saumer, PQI
Sharon Sue, PQI
Angela Tecson, PQI
Jennifer Atchison, PQI
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Improving the Postoperative Course of Knee Arthroplasty Patients

The Red Dot Project

RESULTS

Analysis of Post-Operative Visits to the Emergency Room

The overriding objective of this work has been to show the necessity of an improved, preferably completely automated, system of notifying
surgeons of their patients’ return to the ED postoperatively. This has proved more difficult than predicted. This QI project design was human
and paper based, and when compared to statistics obtained from the health region it was determined that only 41% of postoperative patients
were identified during the study. Furthermore, the data collection sheet was intended to be used as a communications tool as well, but only
62% were transmitted to the surgeons. Therefore, overall surgeons were only advised 25% of patient visits, which is insufficient and supports
the development of a more comprehensive system. Other information gathered included the timing of the postoperative ED visit relative to
the date of surgery (Figure 1). While the majority of patients had a single ED visit, many had more than one (Figure 2). The study design asked
patients if they had had surgery within the last six weeks, however our analysis showed that, while there were postoperative visits as late as
six weeks after surgery, those patients had multiple visits and all initial presentations were within 30 days of surgery, suggesting that the
parameters for notification could be shorter than six weeks.

Dr. Susan McDonald, MD

AIM

Decrease patient visits to Emergency Department for post-operative concerns by
50% by 2018 at the Chilliwack General Hospital (CGH).

BACKGROUND
In our health authority, there is no systematic method of notifying surgeons if their patient has returned to the Emergency
Department (ED) with a post-operative complication or concern. This can lead to variety of issues including over investigation,
over-or-under treatment of conditions, and loss of faith in the surgeon and/or health care system when the patient realizes the
surgeon was unaware of their issues. In a previous study (manuscript in preparation) we determined the magnitude of the issue
and the most common causes for return to the ED. In this study we sought to investigate in more detail the presenting
complaints of these patients. Over the last decade the management of surgical issues has advanced to the point where many
procedures that previously lead to a hospital stay of many days are now done either on a day surgery basis or with much
shorter hospital stays, but our preoperative preparation of patients has not changed. We hope to use the information gained in
this study to assist in the restructuring our preadmission processes and the development of tools that can be used to better
educate patients of their anticipated perioperative course. It is anticipated that this will lead to a decrease in the number of
visits to the ED for postoperative concerns.

Figure 1

Figure 2

PROJECT DESIGN & STRATEGY
PQI Project Goal: (1) To use the data to support the development of an automatic and electronic notification to surgeons if their
patients presents to the ER postoperatively. (2) To further elucidate the reasons patients present to the ED preoperatively, in as
much detail as possible, and use this information to assist perioperative patient preparation. The design of the program included
the following steps and PDSA cycles:

An analysis of the chief complaints expressed by patients arriving in the ED revealed pain was the most common (29% of visits), with wound
concerns (13%), bleeding (9%), and nausea and vomiting (9%) being the next most common complaints (Figure 3). These categories have each
been analyzed in more detail, which is beyond the scope of this presentation, but this information is anticipated to be extremely useful when
determining the information parameters for future patient education materials.

1. Development of a tool that was used both for gathering the data desired, and as a method of communication between the ED
and the surgeons for the duration of the study.
2. Collecting data between September 15 and December 15, 2016.
3. Inputting data into a spreadsheet and completing a preliminary analysis of the data.
4. Contacting other Fraser Health Authority sites and arranging information sharing for preoperative patient information tools.
5. Identifying, acquiring and reviewing previous work done regarding the Preadmission Clinic (PAC) at our hospital site.
6. Generating and administering a preadmission clinic patient survey through CGH surgeon offices.
7. Acquiring funding to hire a consultant to assist with the business plan for redesign of PAC.
8. Conducting an analysis of effectiveness of using fax to communicate between ER & surgeon.

100

29.4%

Figure 3

75
50

12.6%

25

AIM Decrease patient visits to Emergency Department for post-operative concerns by 50% by 2018 at the

0

Chilliwack General Hospital (CGH).

PRIMARY DRIVERS

SECONDARY DRIVERS

Predictable Post-Operative
Expectations

Determine secondary factors related to chief
complaint (ex. lack of patient education as to what
their dressing can look like)

Clear feedback mechanisms
from pre-assessment clinic

Determine hospital/clinic where surgery took place

Determine chief complaint of
post operative patient
visiting ER

Structured communication
between ER physicians and
surgeons

RETURN TO TABLE OF CONTENTS

Collate information used in other PACs in Fraser Health
and nation wide

Determine predisposing factors leading to chief
complaint (ex. insufficient analgesia prescribed)

CHANGE IDEAS

Pain

Wound

9.1%

Bleeding

8.7%
Nausea/
Vomit

8.0%

7.0%

5.2%

Nonspecific Urinary sx
sx

SSI

4.2%
Fever

3.8%

3.5%

Device
Issues

Swelling

2.4%

2.4%

1.7%

1.7%

Chest
Pain

Unrelated
to OR

Breathing

Other

LESSONS LEARNED & NEXT STEPS

Expand PAC by adding 0.5 FTE RN for
perioperative patient education

The main lesson learned so far from this project is that the human and paper based system used for the study is insufficient for the goal of
notifying surgeons if their patient returns to the ED. Even during a study, when staff is focused on this issue, only 41% of patients were
identified. It can be confidently assumed that this number would drop, probably substantially, when this issue is not being actively studied.
This data has been used to approach medical leadership who have enthusiastically supported finding a more comprehensive approach.
Various options are being evaluated currently. Ongoing efforts include further analyzing the data for each of the presenting complaints to: (1)
Further elucidate what is driving patients to present themselves to the ED instead of choosing other options available to them, in hope to
allow us to determine ways to prevent these visits for issues that are not urgent, and; (2) To modify our preadmission practices by educating
patients about normal, expected side effects of surgery, as well as the timeline over which minor complications need to be seen.

Generate site specific patient education
materials

Work with union to choose a duty to
accommodate & train RN to present
education material

Generate business case to support addition of
preoperative education RN

TEAM
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Dr Susan McDonald, Project Lead
Dr Josh Olson, ER Leader
Anita Verdonk, NSQIP and QI RN
Dr Rebecca Sugar, FM Resident

Jessica Grewal & Anujot Gill, SFU Health Sciences Students
Petra Pardy & Liz Findlay, Medical Administration Sponsors
Candace Chapman, Jodene Loewen, Justine Horner, PAC WG

The Red Dot Project

Discharge from the Emergency Department:

RESULTS

Improving the Experience for Geriatric Patients
Dr. Donna Sue, MD

AIM

Our Process Measure:
The Percentage of patients given
Discharge Instructions

We aim to improve care to our geriatric population by reducing the unscheduled
Emergency Department 7 day revisit rate by 20% by March of 2017.

BACKGROUND

Figure 1 shows an increase in the
number of depart packs provided to
geriatric patients discharged from the
ED from 5.04% to 24.61%. Increase
was due to the Actions/strategy
highlighted.

The geriatric population in North America is growing faster than the overall population. This results in an
increased need for health care and the Emergency Department (ED) plays a key role in providing this
care to our geriatric population. Burnaby Hospital ED receives more than 85,000 patients a year and 17%
of our patients are age 75 years or older. The Geriatric ED Guidelines, published by ACEP in 2013,
highlight the importance of having discharge protocols in place to facilitate effective communication of
clinically relevant information to the patient, their family and outpatient care providers, including nursing
homes.

CHANGES MADE

1

In October 2016, Geriatric Nurse Care Providers were recruited to help identify our project’s target population using
a screening tool. We identified all patients age 75 or older in Acute care who were classified as high risk.

2

Each Emergency Physician was given an individualized training session on the depart pack system and was educated
on how to provide detailed electronic discharge instructions.

3

Geriatric Emergency nurses and champion ERNs were also educated on how to provide electronic discharge
instructions . Their role also was to review these instructions with the elderly patients.

4

Reinforced the importance of providing electronic discharge instructions during monthly departmental meetings and
PCC meetings as well as during morning huddles in the ED to sustain our improvements.

Outcome Measure: Unscheduled, 7
day, ED revisit rate
Figure 2 Prior to commencing our
project, the mean revisit rate (within 7
days) at Burnaby Hospital Emergency
Department was 15.85 %. By June
2017, The mean revisit rate decreased
to 14.75%.

LESSONS LEARNED
Providing discharge instructions improves our patients’ outcome. They provide better communication
with patients, their family, and improves the “follow-up” given by their primary care provider.
Time constraints and adapting electronic documentation processes to work flow are identified by
Emergency Physicians as barriers to implementing this new process.

NEXT STEPS
TEAM

To look at other factors that contribute to the unscheduled ED revisit rate in our geriatric population and
ensure that the right services are provided in a timely manner to support our geriatric patients in the
community.

RETURN TO TABLE OF CONTENTS

Dr. Donna Sue (BH EP) Project Lead

Maureen Eagle GEN
Sharon Dubois GEN
Dr. Paul Johar (BHED, LDH) Project Sponsor
Pat Smid (BHED, Manager) Project Sponsor
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Karoline Charlton Nurse Champion
Sharmen Rollins Nurse Champion
Nick Moore Nurse Champion

Discharge from the Emergency Department

Incident Reporting - One Physician at a Time
Improve the Number of Physicians Reporting PSLS Events at Abbotsford
Regional Hospital & Cancer Centre

Dr. Dave Williams, MD
Increase physician-reported patient safety events at Abbotsford Regional
Hospital by 100% within 1 year

AIM

BACKGROUND
British Columbia Patient Safety Learning
System (BCPSLS) is a provincial initiative to
enhance and improve safety by:
Capturing incident data
Investigating incidents
Managing the incident process
Analyzing data to mitigate safety risks
Developing recommendations

Learning from patient safety incidents is essential in
developing mechanisms and processes to prevent
future occurrences of similar incidents. Physicians have
been hesitant to participate. An analysis of patient
safety incidents reported to the BC PSLS from January
to December 2016 revealed 1% of incidents were
reported by physicians. Low scores for reporting and
follow-up of incidents were also identified on a patient
safety survey.

AIM Increase physician-reported patient safety events at Abbotsford Regional Hospital by 100% within 1 year

Increase Physician
Engagement

SECONDARY DRIVERS
1. Trust
2. Caring

Safety is a priority

1. Improve quality
2. Physician workflow
3. Time to report
4. Physician Safety Training

Processing of
reported incidents

1. Reduce Turnaround time
2. Education and training
3. Data analysis support
4. Timely Action

Leadership

1. Timely Feedback
2. Visible action on incidents
3. Leadership training

Redesign the process

TEAM

1. Use automation
2. Use of information technology
3. Knowledge and understanding

A survey was taken (see below) to understand the baseline data of physician engagement with entering safety events. Two
workshops were held to explore physicians cultural concerns and barriers about reporting of safety events and to create
ideas for reporting safety events by physicians. From the workshops it was determined a new shorter reporting form
should be created to allow physicians to report more efficiently and effectively. The form was approved by the PQI
improvement team and sent to physicians to test
and provide feedback. It was successfully received
Total Counts: 61
The Reason I don't use PSLS is:
by attending physicians and sent to BCPSLS for
It takes too much time
provincial approval. As of September 2017 form was
It is complicated and not user friendly
approved with minor edits by BCPSLS.
I do not get any feedback related to incidents I report
I don't believe it will make a difference
It is difficult to get access
Nothing to Report
It is not my responbility
Fear of Consequences
0

5

10

15

CHANGES MADE

PROJECT DESIGN & STRATEGY

PRIMARY DRIVERS

An interdisciplinary committee was formed. It consisted of executive leadership, attending physicians, anesthesiologists,
PSLS Coordinator, Quality & Safety Management. The committee met monthly for planning and developing change
concepts.

CHANGE IDEAS
Newsletters on PSLS
Online resources on safety
Physician report cards

Nov 2016
Dec 2016
Feb 2017
Mar 2017

Business plan/data collection
Physician PSLS Survey
Workshops conducted
PSLS Form created

Apr 2017
Jun 2017
Sep 2017
Oct 2017

Test and evaluate new PSLS form
Referral of new form to BCPSLS
Edit of new form by BCPSLS
Pilot form launch

RESULTS
NEXT
STEPS

Leadership safety meetings
Analyze events
Raise awareness

Provincial PSLS approved new form September 2017. New shorter form to be
launched as a three month pilot project at
Abbotsford Regional Hospital and Cancer
Center and Burnaby Hospital in October
2017. Communication strategy for launch of
new form. Education / Training for physician
leaders and handlers in Fraser Health being
developed.

Specific reporting tool
Service from any place/anytime
Physician Handler training

Professional Development
Act on recommendations
Incentives

Use of App
Use of smartphone
Linkage to Electronic Health Rec
Voice recogni tion

Dr. Dave Williams, Executive Medical Director Quality & Safety
Fabio Feldman, Manager Quality and Safety
Jyoti Ladhar, Coordinator, Patient Safety Learning System
Angela Tecson, Manager, Physician Quality Improvement
Dr. Curt Smecher, Advisor, Physician Quality Improvement
Tracey Giles, Coordinator, Physician Quality Improvement

RETURN TO TABLE OF CONTENTS
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Discharge from the Emergency Department

Safer Opioid Prescribing in Family Physicians
in Fraser Health

RESULTS

Dr. Lawrence Yang, MD

AIM

To increase the satisfaction of family physicians in their care for CNCP patients
by 2 points on a 1 to 10 scale.

BACKGROUND
In 2015, many family doctors in British Columbia were dissatisfied with their historically ambiguous approach
to Chronic Non-cancer Pain (CNPC) management. Many family doctors cited this as a significant source of
stress contributing to burnout, often leading to ambiguous opioid prescription, resulting in negative outcomes.
The BC College of Physicians has developed educational materials to assist doctors in the light of North
America’s opioid crisis. The General Practitioner Services Committee’s (GPSC) Practice Support Program (PSP)
strives to support family physicians and their assistants in the Fraser Health Authority region, and introduce
clinical decision-making support tools in the management of CNCP. Physician champions deliver the material
to their peers through storytelling and practical workshops.

CHANGES MADE
A paid 3 x 3 hour educational sessions was conducted, supplemented by homework assignments inbetween the sessions.

1

Pain specialists and general physicians came together to create a toolbox for standard
assessments for assigning risks to opioid medication misuse, as well as Opioid therapy,
enabling functional improvements in patients who suffer from CNCP.

2

Adult education facilitators and family doctors delivered educational interactive sessions
with 20 private clinic based family doctors and their staff.

3

Introduction of tools:
Opioid risk tool
Patient Health Questionnaire 9 (PHQ-9)

TEAM

Brief pain inventory (BPI)
Pharmanet checks
Informed consent procedures.

Dr. Dr. Lawrence Yang, Project Lead

Tanis Angove
Jennifer Atchison
Angela Tecson
Winnie Fu
Bev Saumer

General Practice Services Committee - Practice Support Program
Pain Specialists
Family Medicine Leads
Medical Office Assistants

The survey results show an increase in the the usage of screening and assessment tools, such as PHQ-9, BPI, ORT, and
Pharmanet checks in chronic pain management by 3.97 points. The family doctors who participated in this program show
increased satisfaction in the way they manage and treat CNCP patients, as reflected by an increase of 2.0 points on the
scale. Routine screening for CNCP patients as well as routine administration and documentation of informed consent for
opioid therapy have also shown improvement.

LESSONS LEARNED
If family doctors and their staff are given dedicated time to be introduced to and allowed to apply standardized screening
and assessment tools, we can improve the safety, efficiency, and costs associated with opioid pain management. Physicians
have the potential to gain confidence, and make one of the most challenging parts of their job more enjoyable.

RETURN TO TABLE OF CONTENTS
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Safer Opioid Prescribing in Family Physicians in Fraser Health

Cohort
Three
2017-2018
Alumni
Melissa Allan
Abdul Al-Tourah
Gaurav Bahl
Amarjit Bajwa
Wendy Bowles
Chris Bozek
Audrey Chen
Raymond Dong
Hirekatur Gopinath
John Hwang
Martin Lebl
Dana Lee
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Susan Lee
Ling Low
Cobus McCallaghan
Alison Morris
Muni Nazerali
Ruth Ringland
Jit Singh
Ashdin Tavaria
Marietta Van Den Berg
Jane Van Den Biggelaar
Jean Warneboldt
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COHORT 3

Opioid Use Disorder

RESULTS

An Emergency Worth Treating
Dr. Melissa Allan, MD

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.

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.

BACKGROUND
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.

PROJECT DESIGN & STRATEGY
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.

PRIMARY
DRIVERS
Identify
patients with
opioid use
disorder
Initiate
opioid
agonist
treatment
Transition to
rapid access
community
care

CHANGES
MADE

RETURN TO TABLE OF CONTENTS

SECONDARY DRIVERS
1. Screening Process
2. Staff Awareness

CHANGE IDEAS
Workshop and individual
training
Screening on order set

1. Medication availability
2. Process to initiate treatment
3. Staff awareness, skills, knowledge

Stock OAT in ED
Order set for initiation
Staff Training
Model after alcohol
withdrawal protocol
Sample cases

1. Community provider availability
2. Fraser Health options
3. Clear and accessible process
4. Patient Understanding
5. Staff Awareness

Visit to local clinics
Public Fraser Health clinic
Clear discharge follow up
patient information
Patient and provider
feedback

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

LESSONS LEARNED

NEXT STEPS

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.

TEAM
Physician Lead: Dr. Melissa Allan
Contact: melissaallan@yahoo.com
Dr. Gloria Su, Clinical Pharmacy Specialist,
Dr. Paul Johar, Department Head, Emergency
Patricia Smid, Manager, Clinical Operations
Zoe Schuler, Clinical Nurse Educator
Burnaby Emergency Physician Association

19

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

REFERENCES
1. D’Onorfrio G., O’Connor, P.G., et al (2015) Emergency department initiated buprenorphinenaloxone treatment for opioid dependence: a randomized clinical trial. JAMA,313(16), 1636-44
2. British Columbia Centre for Substance Use, BC Ministry of Health (2017) A guideline for the
clinical management of opioid use disorder. Available at http://www.bccsu.ca/wpcontent/uploads/2017/06/BC-OUD-Guidelines_June2017.pdf
3. The Hidden Epidemic: The Opioid Overdose Emergency in Fraser Health (2018). Available at
https://www.fraserhealth.ca/media/20180122_Hidden_Epidemic_FH_CMHO_2017_Report(1).pdf

Opioid Use Disorder: An Emergency Worth Treating

Improving Access to Specialized Care at BC
Cancer Surrey

CHANGES MADE

Dr. Abdulwahab Al-Tourah, MD

AIM

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

Triage process: new high-grade gliomas
referrals are flagged

RESULTS

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 20152016 data indicate that only 60% of eligible patients are meeting the 6 weeks window.

Figure 1: 2015-2017 median
time to start of dual-modality
treatment 44 days, mean= 47
days
Special cause was observed
when a locum was on staff with
a limited scope of practice

PROJECT DESIGN & STRATEGY
AIM
Treat 100% of
patients with highgrade glioma and
are eligible for dual
modality treatment
within 6 weeks of
surgery by Dec 2018

PRIMARY
DRIVERS
Timelines of consultation
3 radiation oncologists
3 medical oncologists
Internal referral process
for dual-modality pts
from rad onc to med onc
Post op/ treatment
planning MRI brain

SECONDARY
DRIVERS

CHANGE IDEAS

Triage Process
Availability of
new patient rad
onc slots
Availability of
med onc
consult slots

Booked at
consultation

New triage process flags pts for dual modality
Create protected dual modality rad onc/med
onc slots for dual modality pts
3 rad oncs + 3 med oncs rotate to cover clinic
every other week
Removes internal referral process for dual
modality

May 4th 2018: start of new
dual-modality clinic and we
continue to collect data
prospectively

Create protected dual modality rad onc/med
onc slots for dual modality pts

Booked at triage
Protected slots with host hospital SMH
Booked by neurosurgery at time of referral

1

STEP 1 –Understand the current process, identify the system’s “bottlenecks” and determine potential solutions.

2

STEP 2 – Create a driver diagram to determine potential change ideas to test and implement (see above)

3

STEP 3 – Data collection on: Patient triage, consults’ booking and treatment.
(Data obtained from BC Cancer Health information Services)

4

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

5

Figure 2: Post operative MRI
used for radiation plan,
completion mean = 14 days

LESSONS LEARNED
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 implementation of the new process

TEAM

Drs. A. Cheung, C. Leong and A. Krauze
Drs. S. Bourque, J. Shustik
Taranjit Dhanda
Anna Arnold

STEP 5 – Test and execute our ideas on the triage/booking of new consults process

RETURN TO TABLE OF CONTENTS

Physician Lead: Dr. Abdulwahab Al-Tourah
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Radiation oncology
Medical oncology
Ambulatory care
BC Cancer Surrey

Contact: aaltoura@bccancer.bc.ca

Dr. Ursula Lee
Dr. Lee Ann Martin
Dr. Gary Pansegrau
Maryam Eltawil

BC Cancer Surrey Department head
BC Cancer Quality & Safety
BC Cancer Surrey Centre medical director
Physician Quality Improvement- FHA

Improving Access to Specialized Care at BC Cancer Surrey

Care of Diabetic Foot - Much Needed Change!

RESULTS

Dr. Amarjit Singh Bajwa: MBBS; FCS(ORTHO)SA

94.4%

Orthopaedic Surgeon with Lower Distal Extremity Reconstructive Surgery

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.

BACKGROUND

(17/18) of the
stakeholders support the
need for a MDDFC at ARH

Why the need for change?

Early screening and appropriate foot care can prevent up to
85% of diabetes-related lower limb amputation (1,2,3)
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 system (4).
The total annual cost of chronic DFU is $418 million in BC and
the prevalence is expected to increase by 44% by 2027 (5)
There is evidence that well-organized multidisciplinary teams
not only reduce amputation rates but they are also more cost
effective (4,6). There are some chronic wound clinics in BC,
but to the author’s knowledge there are no MDDFC’s in BC at
present.

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 with (2,3,4,6):
overall better and cost effective care
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

Figure 1: Current Pathway

PROJECT DESIGN & STRATEGY
AIM
To gain support for
establishing a multidisciplinary diabetic foot
clinic (MDDFC) at Abbotsford
Regional Hospital from more
than 80% of identified
stakeholders by June 2018.

PRIMARY
DRIVERS

Physician
support

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

Perceived need

Executive and
operations
support

Impact on
resources

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 to the right.

RETURN TO TABLE OF CONTENTS

SECONDARY
DRIVERS
1. Identify key stakeholders for
MDDFC
2. Collaborate with orthopaedic
surgeons, vascular surgeons, ER
physicians and infectious disease
specialists
3. Communication with physicians

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

1. Gain support and willingness to
establish MDDFC at ARH

1. Availability of staff
2. Adequate space at the existing
vascular foot clinic at ARH
3. Supplies required
4. Financial resources

Figure 2: Proposed Pathway

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

CHANGE IDEAS
Project leader meets with each
stakeholder
Obtain verbal expression of
support

CONCLUSION

Develop patient flow and care
pathway
Encourage early referral to
MDDFC
Risk profiling of patient by using
60 sec initial assessment chart
(per CanadianAssociation of
Diabetic wound care guidelines)
Apply TCC and regular follow-up
Obtain data of ER visits and
revisits for diabetic foot infection

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.

Obtain data of ER visits and
revisits for diabetic foot infection

TEAM

Generate business case to
support addition of services in
Foot Clinic

Physician Lead: Dr. Amarjit Singh Bajwa
Contact: bajwaas1@gmail.com
Angela Tecson
Tonya Lynch
Beverley Saumer
Reizel Balmes

1.Opinion about current care of DFUs?
2.Challenges in the current system?
3.Opinion and awareness about MDDFCs?
4.Advantages and challenges anticipated of a MDDFC?
5.Support for a MDDFC at ARH?

21

REFERENCES
1. Diabetic Charter for Canada, sv-2017-Diabetes-in-BC_final_HQ.aspx
2. Diabetic foot-a continuing challenge; Adv Exp Med Bio 2012, 771;123-38
3. Multidisciplinary Team Approach for Diabetic patients in an out patient clinic; KlinMed
(MOSK);2016;94(2);127-32
4. Reducing major LEA after introduction of multidisciplinary team for diabetic foot; IntJ Low
ExtremWounds; 2014Mar;13(1); 22-26
5. Diabetic foot –the need for comprehensive multidisciplinary approach. Annals of Agricultural
and Environmental Medicine,18, 314-317
6. The costs of diabetic foot: the economic case for the limb salvage team, Driver VR, FabbiM,
LaveryLA, Gibbons G. J VascSurg. 2010 Dec;52(6):1751

Care of Diabetic Foot - Much Needed Change!

Rapid Access Oncology

RESULTS

Improving the referral to consult wait-times for FHA in-patients
Dr. Gaurav Bahl

AIM

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 assumed 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.

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)
and reduce median referral to consult wait time by 10% by 1st Sep 2018 and 30% by
1st Dec 2018

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 in-patients. 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.

CHANGES MADE
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 in-lieu clinic slots
Implementation of Data-sharing between FHA and
BCCA to monitor inpatient referral to consult waittimes
RETURN TO TABLE OF CONTENTS

Figure 1: Abbotsford Cancer Centre
catchment includes six Fraser Health
Hospitals

OBJECTIVES
Will benefit patients by providing
faster access to treatment, and
reduce suffering

Figure 2: Refferal to consult wait time (days)

LESSONS LEARNED & NEXT STEPS

Will reduce burden on the health
system by reducing length of inpatient stays for patients

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!!

Will reduce the costs of having
beds occupied by patients waiting
for oncology consultations

TEAM

Physician Lead: Dr. Gaurav Bahl

Sheikh Nisar Ahmed
Gerald Gelowitz
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Contact: gaurav.bahl@bccancer.bc.ca

Maryam Eltawil
Tonya Lynch
Rapid Access Oncology

Vascular Lab Project

RESULTS

Wendy Bowles, NP

AIM

Top to Bottom:
1. Physicians that are low prescribers from
Jan 2017 to Mar 2018 (Fraser North/VCH)

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.

2. Physicians that are low prescribers from
Jan 2017 to Mar 2018 (Fraser South/Fraser
East)

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.

3. Physicians that are high prescribers from
Jan 2017 to Mar 2018 (Fraser North/VCH)
4. Physicians that are high prescribers from
Jan 2017 to Mar 2018 (Fraser South/Fraser
East)

PROJECT DESIGN & STRATEGY
AIM

PRIMARY
DRIVERS

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 PADsuspected patients.

OUTCOME MEASURE
# of Peripheral CTs ordered
across FHA

Adequate
Resources

1. Equipment
2. Personnel
3. Space
1. Understand need
2. Understand current alternative
3. Understand of sequelae of disease

Establish
Demand

1. Determine type of service referrals
2. Create Guidelines for diagnosis of
PAD

Effective
Processes
Improve patient
and provider
experience

1. Referral
2. Triage
3. Booking
1. Full Vascular services at
identified hospital in FHA
2. Current state sees patients
presenting late for diagnosis

CHANGES MADE
Fall 2016
Jan 2017
Jun 2017
Aug 2017
Sep 2017
Oct 2017
Feb 2018

CHANGE IDEAS

Administrative
Buy-in

PROCESS MEASURES
To increase access to noninvasive vascular testing to
population of FHA West

SECONDARY
DRIVERS

LESSONS LEARNED
Establish a Vascular
Lab at RCH

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

Create business case/
briefing note outlining
current state if late
diagnosis for PAD
New BC Guideline for
PVD/PAD
Vascular Lab with
established referral
process
Early access to noninvasive vascular
testing with feedback
loop to provider, Early
intervention for
persons with PAD and
RF management

TEAM
Project Lead: Wendy Bowles NP
Contact: Wendy.bowles@fraserhealth.ca

Dr. Dunn
Rosa Lea Millard
Annmarie Lang-Hodge
Gagan Chauhan
Raj Thaper
Barb Sutherland
Sophia Gomez
Tracey Giles

Create business case for non invasive diagnostics
Create foundation request for funding
Present to Foundation for funds
Hiring RVT and training/hiring second RVT
Procurement of Vascular Diagnostic Machine
Clinic opened
Business case to Ministry for accreditation submitted

RETURN TO TABLE OF CONTENTS
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Vascular Lab Project

Vascular Limb Preservation Clinic

RESULTS

Wendy Bowles, NP

AIM

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

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
AIM

PRIMARY
DRIVERS

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

OUTCOME MEASURE
Length of Stay on 3N
PROCESS MEASURES
1. Increased referrals to LPC*
2. Increased discharges from
3N

BALANCING
1. ER avoidance
2. Decreased Home Care
Nursing visits

Adequate
Resources

Administrative
Buy-in
Establish
Demand

Effective
Processes

Improve patient
and provider
experience

SECONDARY
DRIVERS

CHANGE IDEAS

1. Develop space for LPC
2. Hire staff (WOCN/ MOA)
1. Clear guidelines for admission to
LPC (and discharge from 3N)
2. Referrals to stay within Vascular
Surgery
1. Current demand on ER and Acute
for admission related to wound
issues
2. Home care not meeting specialty
needs
1. Lack of recognition of early
complications by HCN and Primary
Care Providers
2. Lack of access to specialized care
1. Establish trust with Vascular
Surgeons for safe follow up
2. QOL leads to reduced resource use

Build space
Hire staff
Engage Surgeons
NP to supervise

Length of stay on 3N Vascular
surgery would decrease

KYI for site
KTI for Home Care

LESSONS
LEARNED

Rapid access to
Vascular Limb
Preservation clinic
*expert care
BC guideline for
PAD
Education for PCP
Rapid Access to
specialized care

Project Lead: Wendy Bowles NP
Contact: Wendy.bowles@fraserhealth.ca

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

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

RETURN TO TABLE OF CONTENTS

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

TEAM

Improved QOL for
patients
Improved Provider
Trust in System

CHANGES MADE
Sep 2016
Oct 2016
Nov 2016
Dec 2016
Feb 2017
Mar 2017
Apr 2017

44

ER avoidance- Number of visits avoided to
date. HCN visits also have decreased
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Vascular Limb Preservation Clinic

Reducing the Use of Inappropriate Carotid
Ultrasound in Stroke in Burnaby Hospital
Dr. Chris Bozek, MD

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.

Inappropriate use of Carotid US in Stroke in FHA
Jan 2017-Aug 2017

RESULTS

50

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

44
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PROJECT DESIGN & STRATEGY

1

STEP 1- 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

2

STEP 2 – Conduct an audit of patients admitted from Jan 2017 to August 2017 to confirm presence of
inappropriateness of carotid ultrasounds

3

STEP 3 – Use algorithm to identify other hospitals in Fraser Health to determine if this was a common
site wide problem

4

STEP 4 – Form a team to assess the problem & develop change ideas that can reduce the inappropriate
use of carotid ultrasound for target patients

5

STEP 5 – 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

LESSONS LEARNED & NEXT STEPS
CHANGES MADE
An error in the hemmorhagic
stroke PPO that made carotid
ultrasound an automatic test

Change
PPO

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

Lack in physician education
admitting stroke patients
leading to the overuse of
carotid ultrasound
Change
PPO

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.

Educate ERP
Neurology,
Hospitalist,
Radiology

TEAM

Educate
Doctors

Physician Lead: Dr. Chris Bozek

Reizel Balmes, PQI Support Volunteer
Dana Patterson, Project Team Member
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Contact: chris.bozek@fraserhealth.ca

Dr. Andy Chan, Project Team Member
Pat Smid, Project Team Member

Reducing the Use of Inappropriate Carotid Ultrasound in Stroke

In Search of Appropriateness:
Improving Quality of Echo Referrals

RESULTS
COST SAVINGS

Dr. Raymond Dong, MD

AIM

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.

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 completed (1). 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 published (2), 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.

PROJECT DESIGN & STRATEGY

NEXT STEPS

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.

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

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?

TEAM
Physician Lead: Dr. Raymond Dong
Contact: raydongheart@gmail.com

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

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

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.

REFERENCES
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In Search of Appropriateness

Psychiatric Inpatient Post-Discharge Follow
Up Improvement Project
Dr. H. V. Gopinath, MD

AIM

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.

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

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.

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.

FLOWCHART FOR PROCESS OF ENGAGEMENT
Inpatient, clerk, nurse, coordinator will do an electronic pre-registration referral to MHC within 7 days. Clerk will
provide weekly discharge lista and MHA status to Karen Hollywood/Dr. Gopinath
MCH Coordinator assigns new patient to case manager/case worker after liaising with inpatient visiting MHC
Coordinator prior to patient's discharge, assigned to original case manager through daily assignment meeting

No MHC/MHW f/u
Pre-reg given to psychiatric MRP and GP
Appt. made for follow up within 2 weeks
prior to discharge

If 2 DNAs in 2w f/u, notify GP if no risk
Certify on MHA warrant if at risk

Not at risk patients
Already has CM/CW at
MHC
Telephone contact in
2 days
Face to face contact
in 7 and 14 days

New Patient
Assign patient
Tel contact in 2
days
Face to face contact
in 7 and 14 days

At risk patients
CM/CW will meet patient in psych
IP unit
2 day telephone contact
7 day and 14 day f/u

COMPLIANT

At Risk Patients- Warrantable
SI attempts in last 3 months
Admission with SI attempt
H/O serious medical/terminal illness
Adolescents
H/O major depression

Non Warrantable
H/O Agression
H/O NFA and DNAs
Substance abuse
Agreed not to F/U

Continue at MHC

For At Risk
warrantable
2 No shows
Not contractable

LESSONS LEARNED
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 ultra-brief crisis admission
Find strategies to strengthen the cooperation amongst colleagues through QI education
Closer liaison with addiction team to prevent ER Revisits

Issue MHA
warrant

ER Assessment

REFERENCES
RETURN TO TABLE OF CONTENTS
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Dr H V Gopinath
Angela Tecson

Dr Amyleen Hassanali
Kristale Heirich

Brendan Torok
Dr Frank Ervin
In Search of Appropriateness

The Fraser Health Complex Wound Centre

RESULTS

Early Referral Leads to Faster Diagnosis, Treatment, and Healing
Dr. John Hwang, MD

50%

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)

AIM

Reduction in time to referral
achieved within 6 months

BACKGROUND
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.
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.

50%
Corresponding reduction in
healing times also observed

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

Family
Doctors

LESSONS LEARNED
& NEXT STEPS
Early referral to the CWC resulted in
earlier diagnosis, treatment and
healing.
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.

General Practitioner
Engagement Letter

CHANGES MADE
New Referral Form on FORMFAST and PATHWAYS

New Criteria for immediate referral

Open referral base to home health,
GPs and Specialists

TEAM

John Hwang MD MSc FRCSC
Samantha Third RN BSN
Anna Deepwell RN BSN WOCN

Tracey Giles, PQI Coordinator
Lisa Zetes-Zenatta BA BSc MSc

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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The Fraser Health Complex Wound Centre

Reducing Statin Use Amongst Elderly Long
Term Care Facility Patients
Dr. Martin Lebl, MD

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%.

BACKGROUND
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.
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.

PROJECT DESIGN & 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.

P D S A C Y C L E 1 : Creating DPCS for 3 LTC facilities in White Rock, B.C.
Plan: Create De-Prescribing Communication Sheet with team to de-prescribe
statins in appropriate candidates.
Do: Provide DPCS to MRP at each LTC facility.
Study: 59% of patients were approved by MRP for de-prescribing statins.
Act: Next steps: spread to other LTC facilities, collect feedback on value of
DPCS, apply to other drugs.

RETURN TO TABLE OF CONTENTS

RESULTS
By the use of a simple communication sheet,
the use of non-essential 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.

41%

59%

LESSONS LEARNED

Patients Statin Use After DPCS

41%
59%

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.

Not Deprescribed from Statins
Deprescribed from Statins

NEXT STEPS
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 de-prescribing to include H2 antihistamines, proton pump inhibitors, and antipsychotics.

TEAM

Physician Lead: Dr. Martin Lebl

Contact: mlebl@yahoo.com

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:
Project Lead – Dr. Martin Lebl
Medical Sponsor – Dr. Gerry Roberts
Administrative Sponsor – Dr. Peter Barnsdale
PQI Coach – Dr. Raj Johal
Clinical Pharmacy Specialist – Carolyn Bubbar
Volunteer Physician Support – Christine Vergara
PQI Team – Jennifer Atchison, Janice Eng, Bev Saumer
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Reduction in Post-PCI Medication Error with
a Standardized Communication Tool

CHANGES MADE
Sep - Oct 2017
Dec 2017
Jan 2018
Mar 2018
Apr 2018
May 2018
Jun 2018
Jul - Dec 2018

Dr. Dana Lee, MD
Reduce post-PCI medication errors by 100% by December 2018 at Surrey
Memorial Hospital Cardiology ward.

AIM

BACKGROUND
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.

Recruitment of team members to assist with the project
Collection of pre-workflow change data.
Creating a survey for nurses and physicians.
ARECCI secondary review and decision tree is created and distributed for feedback.
Conducting in service days for nurses.
Implementation of communication tool.
Post-workflow change data collection.
Re-evaluate the communication tool.

RESULTS
Figure 1. Outcome Measure:
Percentage of Medication Error
Post-PCI

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 oncall physician in hopes of reducing medication errors.

PROJECT DESIGN & STRATEGY
AIM

PRIMARY
DRIVERS

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

Nursing buy-in

OUTCOME MEASURE

Cardiologist buyin

Medication Error

SECONDARY
DRIVERS

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

CHANGE IDEAS

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

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

Education rounds
Encouragement by PCC

Definition of Medication Error:
Clopidogrel: Greater than 24hr
interval dosing
Ticagrelor: Greater than 12hr
interval dosing

Morbidity and mortality rounds
Quality improvementrounds

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

Communication
between RCH
and SMH

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

Communication
between SMH
nurses and
cardiologists

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

Liaise with cath lab PCC to ensure
a copy of the MAR gets
transferred back with the patient
Discuss the current issues
withinterventionists

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

Communication tool for the
nurses

Nurses pre-work
flow assessment

RETURN TO TABLE OF CONTENTS

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

PDSA CYCLES

1

LESSONS LEARNED

2

Cardiologist’s prework flow change
assessment

3

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

Physician Lead: Dr. Dana Lee

Anujot Gill, Primary Research Assistant
Dr. Ishtiaq Ahmed, Subject Matter Expert
Herbert Wong, Pharmacist & Subject Matter Expert
Dr. Stephen Pearce, Medical Sponsor & Subject Matter
Expert
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Contact: dana.lee@mail.utoronto.com
Martha Cloutier, Medical Administration Sponsor
Amy Gill, Volunteer Physician Support
Denise Kinch, Lisa Folliot, Susan Choi, Sarah Weinkam, Patient Care Coordinators
Jennifer Atchison, Bev Saumer, Janice Eng, PQI Team

Reduction in Post-PCI Medication Error with a Standardized Communication Tool

The BuTTOut QI Project

RESULTS

Perioperative Smoking Cessation
Dr. Susan Lee, MD

AIM

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

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 BuTTOut project hopes to increase smoking cessation rates by providing advice and resources to smokers in
the pre-admission clinic
Smoking cessation prior to surgery can result in dramatic decreased postoperative complications and even
promote long-term smoking cessation

PROJECT DESIGN & STRATEGY
Smoking rates
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)

⇩Nov-Dec 2017

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

Supports smokers to
quit before surgery

LESSONS LEARNED
CHANGES MADE

1

Develop method for measuring smoking cessation

2

Offer brief advice for smoking cessation to all smokers

3

Offer quitnow.ca to all smokers

4

Offer perioperative smoking cessation brochure to all smokers

5

Offer Nicotine Replacement Therapy (NRT) to all smokers

RETURN TO TABLE OF CONTENTS

We learned that collecting data in Surgical Day
Care is suboptimal as many patients are preadmitted 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 pre-admission visit and day of
surgery, resulting in short window of
opportunity for smoking cessation

REFERENCES
1. Lee SM, Landry J, Jones PM, Buhrmann O, and Morley-Forster P. The
effectiveness of a perioperative smoking cessation program: a randomized
clinical trial. AnesthAnalg. 2013 Sep;117(3):605-13.
2. Lee SM, Landry J, Jones PM, Buhrmann O, and Morley-Forster P. Long-term
quit rates after a perioperative smoking cessation randomized controlled trial.
AnesthAnalg. 2015 Mar;120(3):582-7.
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Not sustained (yet)
Expect improvement to resume once
anesthesiologist staffing shortage improves

NEXT STEPS
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

TEAM
Physician Lead: Dr. Susan M. Lee, MD, FRCPC, MAS
Contact: susanlee.anesthesia@gmail.com

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
The BuTTOut QI Project

RESULTS

Increase Chilliwack Family Physician Engagement with Attaching
Orphaned Patients Through a Central Patient Attachment Program (PAM)

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.

Dr. Ling L. Low, MD

AIM

Figure 1: Percentage of available
Chilliwack physicians currently
accepting or willing to accept PAM
patient referrals, reviewed
monthly

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.

$9489

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

GP savings after one year
of attachment to GP.

PROJECT DESIGN & STRATEGY

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

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.

AIM

PRIMARY
DRIVERS

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.

Track
Patient
Source
Monitor
Physician
Factors

OUTCOME MEASURE
Triage
Patient
Profile

# Physicians Engaged

PROCESS MEASURES
1. # Patients Attached
2. # Physicians Available

Maximize
Incentives
(Financial)

BALANCING MEASURES

Consider
Other
Incentives

1. # Patients on waitlist
2. # CPCC-Attached Patients

CHANGES MADE
Team Based
Incentives
Cultural Change Conversations

RETURN TO TABLE OF CONTENTS

SECONDARY
DRIVERS

CHANGE IDEAS

1. Physician Practice Closure
2. Population Increasing
3. Planning for Retirement

Practice Support
Recruitment and Retention
Retirement Package

1. Improve Physician Perception/
Education of PAM
2. Support Improved Physician Office
Efficiency

DocTalk Info Letter- Tracking
Engagement
Office Efficiency Practice Support Program
EMR Patient- Disease Registry Clean-Up
MOA Support
One-on-One Engagement with
Physicians for Cultural Change

1. Simple Healthy Patients
2. Chronic Disease/Medically
complicated Patients
3. Non FSS (fee for service) Complex
Patients
4. Unattached Admitted (F-Call
Patients

1. Identify Appropriate Billing Codes
for Patient Groups
2. Support Appropriate
Compensation for Physicians

1. Support for Medically Complicated
Patients Attached
2. Chronic Disease Guidelines/EMR
support for Physicians/MOAs
3. Team-based Care for Non-FFS
Patients (Partnership)

$5170
Multi-disciplinary medical
team savings after one
year of attachment.

LESSONS LEARNED & NEXT STEPS
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.
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)
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.
Avoiding attachment to physicians with transient practices would decrease turnaround of orphaned patients.
QI Team meetings created a positive atmosphere and new skills in caring for complex patients with concurrent medical,
social and mental health needs

MOA/GP/NP Phone Registration Only
Standardize EMR Charting and Referral
Package
Identify non-FFS and manage as Teambased Care

Review of New Codes
Billing updates for Doctors and MOAs

TEAM

Pain Clinic Exploration
Chronic Disease management PSP
(Practice Support Program i.e. COPD,
chronic pain)
Team-based Community Clinic

Physician Lead: Dr. Ling L Low MD

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

Shared Care (Multi Disciplinary team for patients not suited to GP practices)
Financial: New billing codes awareness
Work load: stabilize patients clinically before attachment
One on one GP chat on attachment need and capacity using DocTalk infosheets resource

Contact: llow@shaw.ca

Michelle Ambrose NP
atrina Bepple ED Chilliwack Division of FP
Emily Sayward Program Coordinator,
Chilliwack Division of FP

Janice Eng PQI
Jennifer Atchison PQI
Tova Dang SFU

For more information, visit: www.divisionsbc.ca/chilliwack/pam
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Better Care with Faster Reporting

CHANGES MADE

Dr. Cobus McCallaghan, MD

From 3 April 2018 to 20 April 2018 a transcriptionist was given the opportunity to work without any interruptions (i.e.
as a dedicated transcriptionist to test our change idea).

AIM

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

RESULTS
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.

BACKGROUND
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.
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.

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

OUTCOME MEASURE
Time from consult to reporting
PROCESS MEASURE
Time from dictation to
reporting
OUTCOME MEASURE
Time available for
administration with dedicated
transcriptionist

PRIMARY
DRIVERS
Completion of
psychiatric assessment
will result in more
effective
communication
between DMH
clinicians and the
referring practitioner

1. Psychiatric report
available to team
members on Paris
on completion
2. Bio psycho social
treatment plan
can be discussed in
team meetings
without delay
3. Treatment plan
can be discussed
with patient
without dealy

SECONDARY
DRIVERS
1. Reduce completion time of dictation
to transcription
2. Create awareness of the impact of
the delay in completion of
psychiatric consultation on
communication between team
members (i.e. administrative,
management, and clinical). Also
review the impact on patient care
and feedback referring healthcare
practitioner.

1. Create a mutual understanding of
the difficulties related to
transcription, shared by team
members, by developing effective
communication skills
2. Acquire knowledge with the support
of the information specialist (i.e.
data regarding daily transcription
workload at DMH)
3. Acquire knowledge with the support
of the information specialist (i.e.
data regarding daily transcription
rate at DMH)

CHANGE IDEAS

Implement the use of Value Based
Practice and clinical practice skills
(awareness knowledge, reasoning
skills and communication) in the
process of improving transcription
turnover at Delta Mental Health
Investigate the delay in psychiatric
consultation's transcription at
Delta Mental Health

Obtain feedback from Delta
Mental Health administration
regarding their challenges with
transcriptions
Request support to obtain data
(i.e. current daily transcription
workload at Delta Mental Health)
Request support to obtain
current daily transcription rate at
Delta Mental Health

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

LESSONS LEARNED & 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.

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.

RETURN TO TABLE OF CONTENTS

TEAM

Physician Lead: Dr. Corbus McCallaghan

Dr. JJ McCallaghan
Joe Lee, Volunteer
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Contact: cobus.mccallaghan@fraserhealth.ca

Iain Nicol, Information Specialist, Fraser Health
Cheri Mailhiot, Office Coordinator, DMHSU

Better Care with Faster Reporting

Surviving Sepsis at Eagle Ridge Hospital

RESULTS

Dr. Alison Morris, MD

AIM

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

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.

PDSA CYCLES

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).

CHANGE

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.

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

RETURN TO TABLE OF CONTENTS

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.

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.

TEAM
Physician Lead: Dr. Alison Morris
Contact: ajmorris19@hotmail.com

Tracey Giles
Janice Eng
Stephanie Lam
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Surviving Sepsis at Eagle Ridge Hospital

Increasing Compliance with Blood Transfusion
Legal Requirements

CHANGES MADE
A new transfusion consent form with "crib sheet" was created to teach and remind physicians about what
should be discussed.

Dr. Muni Nazerali, MD
To improve compliance with legal informed consent (National Standards) for
transfusion by 50% by end of May 2018

RESULTS
100%

Obtaining an informed consent for blood transfusion and its documentation is a legal requirement in
Canada. The Law, as per Justice Krever, was recently endorsed by a protracted Coroners inquest in Quebec
such that blood transfusions must be included in the list of procedures requiring informed consent in
Canada.

75%

2

To conduct detailed surveys of physicians, testing their knowledge of transfusion medicine,
consents, and hospital policies.

3

To create an e-module to increase transfusion knowledge or find a simple way of involving physicians

4

To test the above ways of getting physicians to comply

RETURN TO TABLE OF CONTENTS
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Figure 1. Implementation of the new informed consent forms for blood transfusion created substantial increases in all of the
essential elements except the "alternatives".

LESSONS LEARNED
Physicians consider transfusion to be very safe, similar to giving simple medication
Most physicians spend two minutes or less on the consent and do not document their discussion
Physicians feel the whole transfusion consent process is too long-winded
Physicians more easily comply with a readiliy accessible reminder sheet and formal signature

PROJECT DESIGN & STRATEGY
To conduct detailed surveys on transfused patients to obtain their views and recollection of
recent transfusion consents.

62%

35%

25%

Table 1. A summary of explained elements of consent for blood transfusion to patients.

1

100%

100%

60%
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8
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50%

100%

60%
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No (%)

100%
85%
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Yes (%)

100%

100%

At Eagle Ridge Hospital, we transfer over 1600 units of red cells annually. However, an informal plot showed
that there was no uniformity in consent obtained. Physicians were not aware of the legal aspects of
transfusion in Canada, what constituted informed consent, nor what the actual risks of transfusions are.
Therefore, we were not gaining informed consent from patients.

Were the benefits of transfusion explained to you?
Were the possible risks associated with blood transfusion explained to you?
Were the risks of infection associated with blood transfusion explained to you?
Were the possible risks of not having a blood transfusion explained to you?
Were you offered alternatives to blood transfusion?
Were you given an opportunity to ask questions?
Do you feel you received enouth information about having a blood transfusion?

Post-Form

Achievement Rate Among Bolded/Essential Questions on Informed Consent Forms

BACKGROUND

Questions and Answers Pre-the new consent Form

Pre-form

Pr
od
uc
ts

AIM

TEAM
Dr. Muni Nazerali- Physician Lead
Farzad Sharif- SFU Student Volunteer
Tracey Giles- PQI
Rodrigo Onell- Providence Health Care
Darlene Mueller- Fraser Health
Doug Morrison- Children's Hospital

REFERENCES
1. Department of Health and Human Services (2013) Consent for blood transfusion audit
2012 report. State Government of Victoria, Australia.
2. Court, E., Robertson, J., & Hocken, D. (2011). Informed consent and patient
understanding of blood transfusion. Transfusion Medicine (Oxford, English), 21(3), 183-9.
3. Whitmore, E., Gerrard, R., & Coffey, K. (2014). Gaining informed consent for blood
transfusion. Nursing times, 110(36), 12-4

Our transfused patients who kindly joined our team and are the true experts.
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Type 2 Diabetes Care: South Asian Engagement

CHANGE IDEAS

Dr. Jit Singh, MD

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

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

AIM

BACKGROUND
It is predicted that over 1 in 3 Canadians will have diabetes or pre-diabetes 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.

Measure levels of patient motivation, confidence in self-management,
awareness of optimal blood glucose levels, and knowledge of resources
such as the JPOCSC DM2 clinic, 811 Nurse line, and social services.

PDSA CYCLES

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

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.

1

Plan: Create patient pre-pamphlet survey in English and Punjabi
Do: Provide survey to 25 Type 2 diabetic patients at North Delta Medical Clinic
Study: Collect data and study results of survey
Act: Use collected data to inform what content to include in pamphlet

2

Plan: Create pamphlet in English and Punjabi, create post-pamphlet survey
Do: Give to all Type 2 diabetic patients coming to North Delta Medical Clinic, give survey
Study: Collect data and study results of survey, collect feedback from pamphlet
Act: Modify as needed; begin spread

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

PRIMARY
DRIVERS
Patient knowledge
& understanding of
diabetes
Better access to
care, related to
lack of time &
resources
Better engagement
of patients related
to language and
health issues
Addressing social
determinants of
health related to
diabetes

SECONDARY DRIVERS
1. Better communication about patient’s
diet, exercise and complications
2. Better engagement of patient, family
and health care team
3. Mental health impact

1. Patient access to dieticians,
pharmacists and other professionals
2. Ability to address patients’ questions
quickly by care team
1. Resources provided in spoken
language
2. Better engagement of family
members who can communicate in
English
1. Resources to educate patients to use
social services and addressing cost of
food

RETURN TO TABLE OF CONTENTS

NEXT STEPS

CHANGE IDEAS

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.

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

If these change ideas show an increase inpatient knowledge, confidence, self-management and awareness of
available diabetes resources, future steps could be taken to spread successful change ideas to other siteswithin the
Fraser Health region.

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)

TEAM

Physician Lead: Dr. Jit Singh

Dr. Saira Abrar – Division Coordinator
Brian Kines – Division Head
Dr. Gary Sandhu - Medical Sponsor
Delara Saran – Medical Sponsor
Ashifa Ahmed – Administrative Sponsor

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

REFERENCES
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Contact: jitjawandasingh@gmail.com
Jennifer Yi – Student Volunteer
Dr. Lawrence Yang – PQI Coach
Jennifer Atchison - PQI Team
Janice Eng – PQI Team

1. Diabetes Canada (2011). Diabetes: Canada at the Tipping Point [Brochure].
2. Public Health Agency of Canada (2007). National Diabetes Fact Sheet.

Type 2 Diabetes Care: South Asian Engagement

“We Can’t Wait Forever!”

RESULTS

Improving Access to the Specialized Senior’s Clinic
Dr. Ashdin Tavaria, MD

AIM

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.

LESSONS
LEARNED
& NEXT STEPS

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

PROJECT DESIGN & STRATEGY
AIM

PRIMARY
DRIVERS

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.

OUTCOME MEASURE
Reduced wait time in days from time
referral sent to patient being seen in clinic

Complete,
Timely,
Standardized
Referrals
Efficient and
Effective
Booking Process

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

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

PROCESS MEASURES
1. # patients waiting to be seen
2. Time between steps (pended to booked
to appointment attended)

Clinic Capacity

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

BALANCING MEASURES
1. Clinic capacity
2. Time, cost per reminder call
3. ER visits and hospitalizations for
patient’s referred to

Patient
Availablility

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

CHANGES MADE
Sep 2017
Oct 2017
Nov 2017
Jan 2018
Mar 2018
Apr 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)

RETURN TO TABLE OF CONTENTS

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

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.

Triage more than twice per week
by more than one person
Booking done more than three
days per week
Electronic confirmation
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 use of physician time
Empower family
Effective reminder system

Patient in hospital waitlisted for
clinic could be seen in hospital

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.

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

TEAM

Physician Lead: Dr. Ashdin Tavaria

Dr. Pamela Thornton – Sponsor
Jennette Coates – Sponsor
Varsha Palad – Student Volunteer
Angela Conte – MOA
Marcie Longshaw – MOA
Brenda Wood – MOA
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Contact: ashdin.tavaria@fraserhealth.ca

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

“We Can’t Wait Forever!”

Early Delirium Detection at Delta Hospital

RESULTS

Dr. Jane Van Den Biggelaar, MD

AIM

Figure 1. OUTCOME: Average time to MD
DX decreased from 4.1 to 1.6 days.

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

BACKGROUND

61%

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 admitted with
unrecognized delirium (1). 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.

Improvement in Time to
MD Dx.

PROJECT DESIGN & STRATEGY
Oct 2017

Process map for delirium
screening/ CAM assessmenttriage to ward

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

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 Idea: Develop the
communication process and
delirium protocol

New delirium screening
system with SQID and
bCAMassessment 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

Dec 2017
(Ongoing)

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

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

LESSONS LEARNED & NEXT STEPS

CHANGES MADE
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

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

Delirium Protocol
order, which
includes PPOs and
green flagging chart

Tools Used:
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. (bCAM-Permission
from Vanderbilt University)

RETURN TO TABLE OF CONTENTS

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

REFERENCES

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

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 itsefficacy
against psychiatrist interview, the confusion assessment method and the memorial delirium assessmentscale.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?: Areview of
available screening and diagnostic tools.The American Journal of Emergency Medicine, 35(9),
1332.doi:10.1016/j.ajem.2017.05.026

Early Delirium Detection at Delta Hospital

Waiting is Painful…

CHANGES MADE

Dr. Marietta Van Den Berg, MD; Ruth Ringland, NP; Dr. Audrey Chen, MD

AIM

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

BACKGROUND
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.

Sep 2017
Oct 2017
Nov 2017
Dec 2017

Built and orientated team
Completed process mapping of
clinic flow
Made process changes and surveys
Changed Meditech waitlist codes

Jan 2018
Mar 2018
Apr 2018

RESULTS

Patient Surveys: Did we make a difference to
Pain

PROJECT DESIGN & STRATEGY / PDSA CYCLES
Chronic Pain Clinic
Make use of talents

Improve Triage
Improve Booking
Remove Duplication

1 & 2:
Surveys

1 & 2:
Waitlist

1 & 2:
Bookings

Team Building
Collaboration
Full Scope of practice

Understand Demand
Accurate Waitlist
Survey Patients
Survey Providers

Function

Yes

Yes

No

No

Unsure

Unsure
0

Streamline Process

Repopulated waitlist
Faxed primary care providers a
process changes letter
Staff retreat & moved to faxed
appointment letters

5

10

15

20

25

0

5

10

15

20

Match service to need
Focus on what matters
Survey Patients
Survey Providers

Plan: Found out what matters most to patients and Primary Care Provider (PCP)
Do: Called patients and PCPs
Study: Patients satisfied with services but not wait times; PCPs not responsive to calls
Act: Changed access to Pain Basics 1 + 2, changed communication with PCP
Plan: Found out what matters most to PCP
Do: Faxed survey to PCP instead of calling
Study: Patients still satisfied with services but not wait times
Act: Changed access to Pain Basics 1 + 2, changed communication with PCP

Figure 1: Outcome Measure

LESSONS LEARNED

Plan: Examined waitlist accuracy
Do: Downloaded waitlist off EMR onto Excel
Study: Discovered 15 different waitlist codes being used
Act: Reduce waitlist codes to 3

Deming's Systems of Profound Knowledge
Applied to the Pain Clinic Project
Appreciation of
the System

Plan: Examined waitlist accuracy
Do: Repopulated waitlist with only 3 waitlist codes
Study: Discovered duplications and service refusals kept on waitlist
Act: In process: change rules, remove duplicates

Unless a system is
deliberately and mindfully
designed, people create
work arounds that become
a tangled web when placed
under pressure of volume.

Plan: Increased number of new patients booked per week
Do: Removed answering machine, doubled dedicated booking time
Study: Temporary in bookings, but patients unhappy with answering machine removal
Act: Changed to appointments faxed to PCP

↑

Theory of Knowledge

Acting not reacting is
key. Early identification
of potential PDSA cycles
is not always possible in
complex systems.

Plan: Increased number of new patients booked per week
Do: Brought back answering machine for cancellations only, changed to faxed bookings
Study: Resistance to change, start small
Act: Regrouped with booking clerk, examined workflow

RETURN TO TABLE OF CONTENTS

Figure 2: Process Measure
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Psychology

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

Understanding
Variation

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

NEXT STEPS
Continue PDSA cycles for bookings and other processes
Monthly team meetings
Simplify and clarify referral form
Easier access to PainClinic classes

TEAM
Dr. Marietta VanDenBerg marietta.vandenberg@fraserhealth.ca
Ruth Ringland NP
ruth.ringland@fraserhealth.ca
Dr. Audrey Chen
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 – PQI Team

Waiting is Painful…

The ERH Delirium Collective

CHANGES MADE

Dr. Jean Warneboldt, MD

AIM

Nov - Dec 2017
ERH Hospitalist Meeting
Family Survey Tool
implemented
Seniors Education Day
for Nurses
Meetings with Regional
Delirium Team

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 patient-centered, team-based and evidence-based
manner

Jan - Feb 2018
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

Mar - Apr 2018
Meeting with Regional Delirium Team
Second Seniors Education Day for
Nurses
Lunch and Learn with Allied Health
Canadian Frailty Network Innovation
Series Application Submitted

RESULTS

PROJECT DESIGN & STRATEGY
OUTCOME MEASURES
1. Family Survey Results
2. Length of Stay
3. Discharge Disposition
(Mortality)
PROCESS MEASURES
1. Pre-Printed Order (PPO) use
2. Nursing Surveys
3. Hospitalist Survey

BALANCING MEASURE
1. Readmissions

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.

NEXT STEPS

Figure 1. Patient Pathway:
Delirium Care at Eagle Ridge

TEAM

Physician Lead: Dr. Jane Warneboldt

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)

Contact: jwarnebo@gmail.com

Executive Sponsors:
Lisa Zetes-Zanatta, Executive Director ERH
Anita Wempe, Director Clinical Operations

PQI Team:
Tracey Giles, PQI Coordinator
Janice Eng, Data Analyst

Medical Sponsor:
Dr. Julia Morley, Medical Director, ERH

Gilma Johnston CNE
Jennifer Brett CNE
Tricia Mcaloney CNE

Patient Voices Network:
2 Patient Partners
Research Support:
Mariam Manna, SFU

REFERENCES
1. Fraser Health Authority. (2014). www.fraserhealth.ca
2. 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.
3. Maracanto, E.R. (2017). Delirium in hospitalized older adults. N EnglJ Med. 377.1456-66.
4. 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.
5. Warneboldt, JA., Chorny, I., O’Connor, MP., Lee, S., Cumberworth, H. (2013). Geriatric delirium quality improvement project.Can. Hosp. Conf. poster.

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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The ERH Delirium Collective

Delirium: Decreasing the Distress

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

Dr. Jean Warneboldt, MD

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

PROJECT DESIGN & STRATEGY
AIM

PRIMARY
DRIVERS

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

SECONDARY
DRIVERS

Early Recognition of
Patients at Risk of
Delirium

Early Recognition of
Delirium

OUTCOME MEASURES
1. Family Survey
2. Mortality
3. Conservable Days (ALOS-ELOS)

PROCESS MEASURES

Appropriate Delirium
Management

Communication with
patients and families

1. PPO Use
2. Hospitalist Survey
3. Nursing Surveys

BALANCING MEASURE

Experiences of
Patients and Families

1. Readmissions

1. Healthcare Team Education

1. Healthcare Team Education
2. Accurate Patient Baseline
Functional Status

1. Prompt Investigations for
Underlying Cause
2. Non-pharmacologic treatment
3. Safety Management

CHANGE IDEAS
Nursing Education Days
Nursing Surveys (Hickin 2017)
CNE Roving Carts
Bathroom Posters
Sticker Campaign

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

Hospitalist Surveys
Regular Hospitalist Updates
Increase use of evidence-based,
standard of care tool = PPO
Monitor LOS
Monitor Mortality
Allied Health Lunch and Learn

1. Accurate Patient Baseline
Functional Status
2. Communicating Diagnoses
3. Discussing Plan

Measure- Survey (Toye 2013)
Monitor Re-admissions

1. Patient Experience
2. Family Experience observing
patient
3. Family Experience observing care
4. Family Education

Measure- Survey (Toye 2013)
Provide Brochure

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

KEY
OUTCOMES

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

TEAM

Physician Lead: Dr. Jane Warneboldt

REFERENCES
1. Fraser Health Authority. (2014). www.fraserhealth.ca
2. 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.
3. Maracanto, E.R. (2017). Delirium in hospitalized older adults. N EnglJ Med. 377.1456-66.
4. 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.
5. Warneboldt, JA., Chorny, I., O’Connor, MP., Lee, S., Cumberworth, H. (2013). Geriatric delirium quality improvement project.Can. Hosp. Conf. poster.

Contact: jwarnebo@gmail.com

See previous pages for full team list.
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1. Changed the standard of care for hundreds of ERH in-patients as
showed by the increased use of the Delirium PPO and reduced LOS
2. Integrated the voice of our patients via Patient Partners on our team
and direct surveys of caregivers
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Delirium: Decreasing the Distress

Cohort
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2018-2019
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James Bond
Mildred Chang
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Guangming Han
Neil Hilliard
Navraj Kahlon
Eda Karacabeyli
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Shawn Mackenzie
Rumi McGloin
Neil McLean
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COHORT 4

Lung Mass – Rapid Autopilot Program (RAP)
Dr. James Bond, MD

AIM

All patients with abnormal radiological pulmonary findings (chest x-ray or CT) at Surrey Hospital will
be fast tracked (within 48 hours) into definitive diagnostic and therapeutic care by June 2019. These
patients will have a consultation with a thoracic surgeon within 2 weeks of the original radiographic
finding and will (if clinically indicated) receive definitive therapy (resectional surgery or oncological
treatments initiated) within 8 weeks.

RESULTS
The pathways of 20 patients at Surrey Hospital were modified to the proposed RAP triage rules and their timelines were compared to another 20
patients who were seen in referral by the same surgeon for lung masses. The second cohort of patients had their timelines tracked in the same way
that RAP group had their timelines tracked. The RAP cohort of patients were uniformly seen by a surgeon sooner, had all diagnostic studies for stage
and diagnosis sooner and were treated definitively with surgery, oncological non-surgical care or discharge from care with benign diagnosis confirmed
sooner. The targets for timely care of 8 weeks were met in all cases except a few where access to PET scan was the time limiting step rather than lack
of awareness of the pathology by end of June 2019.

BACKGROUND
The reporting of abnormal chest radiographs and abnormal CT scans in patients with probable or possible lung cancer (masses or nodules
of suspicion), should normally be acted upon by the requesting physician. A trend towards longer delays in that reaction leading to
inherently long delays in time to diagnosis and treatment has been noticed by the community of physicians caring for these patients in FHA
and Surrey Memorial Hospital.
Delays in diagnosis and time to treatment occur as a consequence of poorly organized systems and processes throughout the healthcare
delivery system. The CMPA in 2010 (Perspective, 2010) reviewed 78 closed cases and half were found to have more than one clinical issue
resulting in adverse outcomes for lung cancer patients. Three themes were identified:
1. Delay or failure to order an initial diagnostic test (a chest x-ray)
2. Failure to detect an abnormality on diagnostic imaging studies
3. Delay or failure to respond to abnormal test results or to arrange appropriate follow-up

Figure 1:
Time to PET

The CMPA argues that "...system failures contributed to the diagnostic delay. The experts maintained that an effective system or process to
manage test results could have prevented the aforementioned issues. These system failures occurred in a variety of care locations including
hospitals, clinics, urgent care ceners and physicians' offices."

PROJECT DESIGN & STRATEGY
Figure 2:
Time to Consult

CHANGES MADE
All patients with abnormal chest x-ray (and/or
CT) were triaged to a single thoracic surgeon for
review within 48 hours of the abnormal test
study and report. That surgeon determined
need for CT, PET scan, PFT's and other required
staging/pre-op studies. That patient would be
then triaged according to one of the 4 pathways
determined by "risk" of the abnormality. The
majority have a consultation visit scheduled
with the thoracic surgeon within 2 weeks of the
study/report date. All patients had an upper
limit of 8 weeks from the time of the
study/report date to definitive therapy (surgical
resection or oncological care).

Figure 3:
Time to CT

LESSONS
LEARNED
NEXT STEPS

TEAM

Physician Lead: Dr. James Bond MD

Aleisha Fernandes

RETURN TO TABLE OF CONTENTS

Dr. Rob McDermid MD

Contact: docbond@me.com
Dr. Fin Hodge MD

REFERENCES
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It is possible to modify the paradigm of care from existing systems and processes to create opportunities for earlier
triage to definitive care for patients with lung masses. The first PDSA was successful but revealed technical
challenges that would prevent regional wide application. We will need to work with IMIT if we are overcome those
challenges and create pathways for triage that can be embedded within our existing technological infrastructure.
A second PDSA cycle at Surrey Memorial Hospital utilizing an embedded resource for triage notification
and communication
Region wide roll-out when triage pathways have been finalized and stabilized
1. Canadian Cancer Society (October 2010) Lung Cancer Statistics at a Glance:
http://www.cancer.ca/Canadawide/About_cancer/Cancer_statistics/Stats_at_a_glance/Lung_cancer.aspx?sc_lang=en
2. CMPA Perspective (Sept 2010, Vol 2, No. 3) Lung Cancer - The Challenge of a Timely Diagnosis:
http://www.cmpaacpm.ca/cmpapd04/docs/resource_files/perspective/2010/03/pdf/com_p1003-e.pdf

Lung Mass – Rapid Autopilot Program (RAP)

Reducing Congestive Heart Failure (CHF)
Decompensation

CHANGES MADE
1. Education: H & S Foundation booklet is being given to patients.
2. Med management is offeredto cognitively impaired patients.
3. Diuretic sliding scale (DSS), endorsed by local experts, is now available for patients who are receiving daily
dispensing service by community pharmacy.

Mildred Chang, MD, CCFP (EM)

RESULTS

Reduce a) ER visits and b) admissions due to CHF decompensation for patients
previously admitted to the hospitalist service at Peace Arch Hospital (PAH) by
20% by May, 2019.

AIM

BACKGROUND
CHF costs Canadians more than $2.8 billion annually, the main cost drivers being ER visits and
hospitalizations (1). It is also the disease with the highest 30-day re-admission rate (2). The psychological
burden associated with CHF is also high, with 30% of patients experiencing anxiety and depression (1).
Empowering patients with tools to avoid CHF decompensation not only saves money, but can return a sense
of control and improve the quality of life for patients living with this chronic illness.

Process Measure

20%

15%

10%

5%

Outcome Measures

di
se
as
e
lu
ng

Balancing Measures

Se
ve
re

va
lv
e
Se
ve
re

U
nk
no
w
n

di
se
as
e

EF
Lo
w

dx
ad
m
is
si
on

Al
te
rn
at
e

N
on
-a
dh
er
en
ce

In
fe
ct
io
ns

CA
D
/A
CS

flu
id
/R
en
al
fa
ilu
re

Ex
ce
ss

Ta
ch
ya
rr
hy
th
m
ia
s

0%

LESSONS LEARNED

PROJECT DESIGN & STRATEGY

Other educational tools are needed to engage and motivate patients to learn.
The current process of enrollment and delivery of booklets is too complex and/or time-consuming to integrate into
routine practice.

1. Promote optimal self-care and early recognition of decompensation with patient education.
2. Identify and mitigate non-adherence.
3. Introduce a diuretic titration tool to guide dosing according to the patient’s daily weights after discharge.
4. Follow-up phone survey 2-3 months post-discharge.

TEAM

Mildred Chang, Hospitalist and Project Lead
Carolyn Bubbar, Clinical Pharmacist, PAH
Raj Johal, Community GP, Hospitalist and PQI faculty
Liuna Lu, Community Pharmacist
Lisa Snider, Geriatric Nurse in ER, PAH

RETURN TO TABLE OF CONTENTS

NEXT
STEPS

Jasmeen Samra and Dhwani Babla, Volunteer Physician
Supports
Jean Warneboldt, Hospitalist, PQI faculty and Mentor
Teresa O’Callaghan, ED, PAH, Sponsor
Vandad Yousefi, Regional Dept Head Hospital Medicine,
Sponsor

1. Consider other ways to engage patients/family members and to deliver education (e.g. robot,
dedicated educator, monthly outpatient classes).
2. Simplify patient enrollment process.
3. Ask patients if they find med management difficult.
4. DSS Phase 2 (after 2019): educate capable patients.

REFERENCES
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1. 2016 Report on the Health of Canadians, Heart & Stroke Foundation
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Reducing Congestive Heart Failure (CHF) Decompensation

Home is Best: Minimizing ER Transfers from
a Long Term Care Facility

CHANGES MADE
Sept 2018
Oct 2018
Nov 2018
Dec 2018
Jan 2019
Feb 2019
Mar 2019
Apr 2019
May 2019

Dr. Ruth Demian, MD

AIM

Reducing Emergency Room transfers from Langley Gardens Care Facility to 2 or
less per month by May 2019.

BACKGROUND
Home is best for most frail seniors in residential care, thus we must minimize our emergency room
(ER) transfers. Patients are becoming frailer and more complex entering residential care with an
average length of life of 16-18 months following admission. An ER can be very frightening and stressful
for these residents, many who have advanced dementia. Remaining in their "HOME" helps maintain a
sense of security and decreases confusion, risk of hospital acquired complications and undesired
treatment.

Established goals of care discussions with family within 2 weeks of admission
Process introduced to notify early and assess promptly for acute changes
Restructured care conference to place early emphasison goals of care
Initiated acute care audits with emphasis on MRP to assess prior to transfer
Langley Gardens staff attended education session on Palliative approach in LTC
Added documentation advanced care planning (ACP) form to green sleeve
Flag most frail residents who may need an updated GoC discussion
“Getting to know you better conversation” questionnaire included on admission
Core Langley Gardens staff education on Palliative approach in LTC

RESULTS

Figure 1: Outcome
Measure - Number of ER
transfers

PROJECT DESIGN & STRATEGY
COMMUNICATE

Interventions since Sept/18
showed a trend for
reduced ER transfers.

Start goals of care (GoC) conversations within 1st week of admission
Distribute a “Getting to know you better questionnaire” (values and GoC questionnaire) upon admission
Document advanced care plan GoC and serious illness conversation guide (SICG) on green sleeve
Restructure care conferences to focus on quality of life and GoC

COLLABORATE
Engage and value all health care team roles
Educate care team in palliative approach to care (e.g. formal events, staff meetings huddles)
Family education (e.g. make written resources available on topics such as the pathway to dementia, understanding what
frailty is).

Figure 2: Process Measure
- Number of ER visits
avoided by urgent onsite
assessment for acute
changes

CAPTURE
Flag most frail using tools: PPS, Frailty Index
Identify, inform MRP & manage early acute changes (e.g. dyspnea)

TEAM

Project Lead: Ruth Demain

Contact: ruthdemian@icloud.com
Shelly Matejka
Kim Lougheed
Debbie Eglsaer
Erica Phelps

Paul Dasig
Susanna Valdez
Michelle Rodriguez
Kevin Harrison

RETURN TO TABLE OF CONTENTS

REFERENCES
1. Fraser Health CLINICAL PRACTICE GUIDELINE: Integrating a
Palliative Approach to Care in Long-Term Care, 2018, 1-21

Noaneet Gill
Sumara Stroshein
Janice Eng

LESSONS LEARNED
Decision to transfer to ER is often based on goals of care so start early because it may take several formal and informal discussions
Trust and a caring environment are intangibles that go along way in these sensitive discussions
GoC and wishes are precious and must be documented or will be lost and may lead to undesired medical treatment including stressful ER transfers
Early onsite management for acute changes prevent ER transfer
Valuing the diverse perspectives of the Langley Gardens QI team enhanced our ability to overcome barriers and achieve our goals
It is a cultural shift to incorporate patient values and goals into health care planning decisions
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Improving Pneumococcal Pneumonia
Immunizations in Long-Term Care

CHANGES MADE
Nov 2018

Dr. Lalji Halai, MD, MSc, CCFP

AIM

Improve preventative care of Long-Term Care patients at The Salvation Army
Buchanan Lodge by increasing vaccination prevalence for pneumococcal pneumonia
by 30% in 6 months.

Dec 2018
Jan 2019
Feb 2019

Implemented vaccine education into care conferences with patients & their families
Included questions on patient & families' thoughts regarding immunization in pre-care conference forms
Nurse encouraged to ask families about vaccination after medical review
Facility Medical Director meetings to spread initiative to other LTC facilities
Pneumonia & vaccination education presentation to nursing staff
Meeting with facility practitioners to discuss barriers to offering vaccines

RESULTS

BACKGROUND
Pneumonia is a serious health problem in long-term care (LTCs) facilities; it can negatively impact
patient quality of life (QoL)
CDC recommends vaccines for all adults 65 years and older, including:
Pneumococcal Conjugate Vaccine 13 (Prevnar approx. $110)
Pneumococcal Polysaccharide Vaccine 23 (Pneumovax covered by Pharmacare)
These vaccines are known to prevent pneumococcal pneumonia, thereby improving the QoL of
LTC residents

~50%

PROJECT DESIGN & STRATEGY
AIM
Improve preventive care of
Long Term Care patients at
Buchanan Lodge by
increasing vaccination
prevalence for pneumococcal
pneumonia by 30% in 6
months

PRIMARY DRIVERS
Nurses, MDs

Patients & Family
members

OUTCOME MEASURES
1. Number vaccinated Prevnar+
Pneumovax
2. Pneumonia cases

Access to vaccines

SECONDARY DRIVERS
1. Time
2. Work Load

Increase in pneumonia
vaccination prevalence
after change
implementation in
6 months.

CHANGE IDEAS
Education

1. Finances
2. Customs and cultures
3. Bias
4. Language

Methods of approaching
families-RN to call family
Admission process review
Technological –reminders on
EMR
Pharmacy to check if have had
it
(FHA translators)

1. Vaccine availability
2. Pharmacare plans

Pharmacy alliance

LESSONS LEARNED
Patients and their families are highly receptive and accepting of education on vaccines
Patients are likely to get vaccinated when vaccines are offered to them on a regular basis
Vaccination provision was a low priority for healthcare providers
Vaccines that do not include out of pocket payment are more likely to be accepted by patients

PROCESS MEASURES
1. Offered vaccines
2. Vaccinating
3. Immunization records
4. ED visits for pneumonia
5. IV/PO antibiotics in LTC for pneumonia

BALANCING MEASURES
1. Other types of pneumonia: CAP
numbers vs NHAP numbers: aspiration
pneumonia; viral; fungal; non
pneumococcal bacterial
2. Cost

REFERENCES
RETURN TO TABLE OF CONTENTS

Contraindication

Care Processes

1. Allergies
2. Legal and ethical due
to goals of care, MOST
status
1. Admission process
2. Care planning
3. Care conference

Checklist for CI

Streamline admission process
Incorporate in care
conferences
Mini care process just for
vaccines q1mo or q2mo

NEXT
STEPS
TEAM

1. Expand efforts to increase vaccine education to staff & families in other residential care facilities
2. Continued maintenance of education and vaccination of patients
3. Advocate for coverage for Prevnar by Pharmacare for high risk patients

Physician Lead: Dr. Lalji Halai, MD, MSc, CCFP
SFU Volunteer: Finnian Moon
Systems Data Analyst: Janice Eng
PQI Coach: Dr. Raj Johal, MD, CCFP
Buchanan Lodge Staff

1. Centre for Disease Control and Prevention. (2018) Vaccines and Preventable Diseases. Retrieved from
http://www.cdc.gov/vaccines/vpd/pneumo/public/index.html
2. Nace et al. Pneumococcal Vaccination Guidance for Nursing Home Residents: Recommendations from AMDA's Infection Advisory
Committee. J Am Med Dir Assoc. 2017 February 01; 18(2): 99-104
3. Colin G. Stevenson, Margaret A. McArthur, Monika Naus, Erika Abraham and Allison J. McGeer. CMAJ May 15, 2001 164 (10) 1413-1419
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Doris Harris (acting DOC)
Mercedes Intendencia (acting CCC)
Blake Armstrong (Executive Director)
Sara Gardner (Current DOC)

Improving Pneumococcal Pneumonia Immunizations in Long-Term Care

Anatomical Pathology Gross Examination
Improvement

CHANGES MADE
Integration of Medical Laboratory Technologists (MLTs) into grossing process (expansion of role)

Dr. Guangming Han, MD

AIM

Sep 2018 - Feb 2019
Grossing manual
reviews and revisions

Decrease out-of-regular hours grossing time by 20% by December 2019 at Surrey Memorial
Hospital Anatomical Pathology laboratory

Nov 2018 - Feb 2019
Gross description
template development
and modification

Jan 2019 - Apr 2019
MLT education, training
and feedbacks

Mar 2019 - Present
Incorporating MLT
grossing in daily practice
on a regular basis

RESULTS

BACKGROUND
Gross examination, or grossing, is an essential step in anatomical pathology specimen processing. In most
medium to large size Canadian hospitals, grossing small specimens has been performed by non-pathologists
for many years. Currently within our health region, gross examination is entirely performed by anatomical
pathologists at three of the four anatomical pathology sites. Due to fast growing numbers, complexity of
pathology specimens, and limited work space, grossing sometimes is done outside of regular hours in order to
process specimens in a timely fashion. This is often done without technical or professional support, posing
potential safety risks. More importantly, relying solely on pathologist grossing creates a capacity-limiting factor
in processing large numbers of cases.

All full-time MLTs have
completed training as of
April 2019
MLTs now perform over 30%
of the small specimen
grossing
No delay in average case
turn-around time with the
integration of MLT grossing

PROJECT DESIGN & STRATEGY
PRIMARY DRIVERS
Workstation
utilization

Pathologist
engagement

SECONDARY DRIVERS
1. Continuous workflow
2. Increase workstations

Small specimens grossing by technologists with continuous flow
Improve schedule and cross coverage
Add new workstations

1. Communication
2. Build trust
3. Reduce interruption by
other duties

Technologist
engagement

1. Education and training
2. Communication

Variations

1. Grossing methods
2. Grossing descriptions
3. Special requests at the
time of grossing

TEAM

CHANGE IDEAS

Group review, modify and adopt grossing protocol
Participate in technologist grossing training
Provide grossing supervision/support

RETURN TO TABLE OF CONTENTS

LESSONS LEARNED
Role expansion was welcomed by technologists
Communication with stakeholders was essential for new role development
Gross description templates developed with extensive user input are useful tools to aid initial learning

Education program and assessment for handling small
specimen
One-on-one training and supervision
Feedback

Adopt standard grossing protocol on small specimens
Use gross description template

Physician Lead: Dr. Guangming Han

AP team lead: Francis Chow
AP technical coordinator : Jaskirn Gosal
MLT: Margeaux Leckie

Figure 1:
Outcome Measure

NEXT STEPS
Expanding technologist grossing to include all small specimens
Laboratory renovation to increase workstations
Re-design of laboratory workflow to allow more continuous utilization of workstations
Increased physical space and incorporation of technologist grossing into daily practice will increase
capability to process small pathology specimens and meet the growing demand at our own site with
the ability to offload demand at other sites

Contact: guangming.han@fraserhealth.ca

Coach: Dr. Lee Ann Martin
PQI Data Analyst: Janice Eng
Sponsors: Dr. John O'Connell and Hargot Saran

REFERENCES
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Anatomical Pathology Gross Examination Improvement

Integrating a Palliative Approach to Care in
Home and Community (iPAC-HC)

RESULTS

Dr. Neil Hilliard

AIM

Family physicians, nurse practitioners, and MOAs of the Cedar Park, Gateway, and Primary Care Access
Clinics and associated Fraser Health Home Health allied health workers will:
1. For the six months January 1 to June 30, 2019, increase identification of patients with a diagnosis of
life-limiting illness who will benefit from a palliative approach to care (iPAC patients) from 0 to 50
patients per month.
2. For the six months May 1, 2019 to November 1, 2019, increase screening from 0% to 80% of iPAC
patients for symptom burden and unmet needs.

BACKGROUND
Who is not receiving quality end of life care?
One in Three patients does not receive services!
92% are non-cancer patients
35% of in hospital deaths
42% die in hospital, 42% die in residential care

1. Our intervention improved iPAC patient identification in community by 300%.
2. The average iPAC client case load for surveyed Fraser Health community care professionals (CCPs) is 1 in 10 patients.
3. For one high iPAC client prevalence family physician clinic, Fraser Health CCP case load would increase by 45% and CCP workload by 30%.

Average Length of Stay
Reduced by 6 days
Less variability
Sustained after intervention

Intensive Care Utilization
Reduced from 39% to 29% when care aligns with patient goals

MD ENGAGEMENT
& CHANGES MADE

PROJECT DESIGN
& STRATEGY

Baseline Surveys: Physicians, MOAs, Allied Health Care Providers, Patients

Collaborate with family physicians and Fraser Health
Home Health to spread an integrated palliative
approach to care upstream to home and community.

Communication and Education:
Abbotsford Division of Family Practice Evening Resource Fair
Abbotsford Division of Family Practice Evening Education Event
Lunch and Learns with family physician clinics
Identification, flagging and registration:
Cedar Park Clinic, Gateway Clinic, Abbotsford Primary Care Access Clinic
Fraser Health Primary Care Nurses/Community Care Professionals (CCPs)
Serious Illness Conversation home visits by Fraser Health primary care
nurse:
Using serious illness conversation guide and documenting in PARIS and
ACP record
Assess unmet needs with ESASr, Zarit Burden Scale

RETURN TO TABLE OF CONTENTS

NEXT STEPS

LESSONS LEARNED
Laying the foundation by engaging all stakeholders is crucial for success
To engage family physicians requires:
Face to face individual encounters (lunch and learns)
Involvement of a champion medical office assistant (MOA)
A participatory action approach
Team includes family physicians, MOA, allied health providers, patient and family
Patients who could benefit from a palliative approach to care can be identified
upstream in home and community prior to a crisis admission to hospital

TEAM

Physician Lead: Dr. Neil Hilliard

Lisa Zetes-Zenatta, ED, Abbotsford and Mission Community
Services, Fraser Health
Brynn Fominoff, Director, Abbotsford and Mission Community
Services, Fraser Health
Sarah Siebert, CNS, Abbotsford Home Health
Nicole Wikjord, CNS, Palliative Care Network, Abbotsford
Lynn Curry, CRN, Palliative Care, Abbotsford and Mission

REFERENCES
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Work to achieve 100% of aim goals
Spread iPAC patient identification to other family
physician clinics in Abbotsford
Continue integration with supports provided through
Fraser Health Home Health
Continue collecting data, analyse, assess outcomes,
and feedback data
Formulate business case for potential spread to other
Fraser Health Communities

Contact: Neil.Hilliard@fraserhealth.ca
Danielle Edwards, Programs Lead, Abbotsford Division of Family
Physicians
Dr. Dan Husband, Abbotsford Division of Family Physicians
Dr. Iris Liu, Abbotsford Division of Family Physicians
Allison Chesters, NP, Fraser Health Primary Care
Ron Kuehl, Executive Director, Abbotsford Hospice Society
Michel White, patient/family caregiver representative

1. Integrated Primary and Community Care Branch, BC Ministry of Health. BC Palliative Population Needs Assessment: Report on
Population Characteristics. March 2015, Group O, Table 3, page 9.

Integrating a Palliative Approach to Care in Home and Community (iPAC-HC)

Optimal timing of Pre-Admission Clinic
Appointments before Cardiac Surgery

RESULTS

Dr. Navraj Kahlon, MD

AIM

Increase the average # of days between PAC visit and elective cardiac surgery
operative date at RCH to at least 21 by June 2019

BACKGROUND
Timely visits to the Pre-Admission Clinic (PAC) are necessary to institute pre-operative therapies
and/or make appropriate consults for patients before cardiac surgery. This optimizes PAC
functioning to better tackle issues such as:
Prehabilitation
Medication
Smoking
Exercise
Anemia
This improves patient outcomes through enabling anemic patients to receive timely and effective
iron therapies before their cardiac surgery. A narrative review has stated that iron therapy should
be administered at least 3-5 weeks before cardiac surgery (Lim, Miles & Litton, 2018). Increasing
availability of PAC visits may increase number of anemic patients receiving iron therapy at least
three weeks before their operation date.

Figure 1: Interval between Visit and Operation: In the fall of 2018, the average time between seeing an
anesthesiologist and the date of operation was 7.8 days. By April, the average time had increased to 15.2 days.

PROJECT DESIGN & STRATEGY

LESSONS LEARNED

In December 2018, the sub-optimal timing of PAC appointments was discussed with PAC nurses and
cardiac surgery coordinators. In Feb 2019, an extra 4 appointments were created to decrease the
backlog of patient charts.

With a well-timed pre-admission appointment, the ability of the PAC team and anesthesiologist to optimize
patients becomes apparent. Over a 7 month period 26.6% of pre-operative elective cardiac patients were
anemic. Only 7% of our anemic patients were treated with iron before their operation.

Outcome Measure: Timely communication between cardiac surgical coordinator office, sending of
chart, and optimal booking of patients.
Process Measure: Average time between PAC visit and cardiac survey date at least 4 weeks before
surgery.
Balancing Measure: Team workload/time & patient satisfaction.

CHANGES MADE
Educate regarding
prehabilitation

TEAM

Empower PAC nurses to
screen patients and
prioritize appointments

Project Lead: Dr. Navraj Kahlon, MD
Mariam Manna (SFU)
Janice Eng

RETURN TO TABLE OF CONTENTS

Facilitate communication amongst
PAC nurses, doctors, and Cardiac
Services BC support

Month

# anemic pts
untreated

# anemic pts
treated with
iv iron

Sep 2018

4

1

Oct 2018

15

1

Nov 2018

12

Dec 2018

6

Jan 2019

3

Feb 2019

4

Mar 2019

3

1

Grand Total

47

4

1

# anemic pts
treated with
oral iron

total
anemic pts

total nonanemic pts

total elective
open heart pts

5

18

23

17

24

41

12

21

33

1

7

12

19

1

5

28

33

1

5

36

41

4

13

17

55

152

207

1

4

Contact: navraj.kahlon@fraserhealth.ca
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"Something is wrong and I know it"

RESULTS

Decreasing time from Abnormal Ultrasound Result to Maternal
Fetal Medicine Consult in FHA
Dr. Eda Karacabeyli, MD

AIM

Abnormal Scan:
Intrauterine growth restriction
Suspected anomaly
Soft markers: pyelectasis, thickened
nuchal fold, echogenic bowel, short long
bones, CPC > 10mm
Referral with an "abnormal scan" that is
reviewed and classified as normal were
also included

Decrease time from a new abnormal ultrasound result to Maternal Fetal Medicine
(MFM) consult in the Fraser Health Authority (FHA) to < 1 week by June 2019

BACKGROUND
Each year over 15,000 babies are born within FHA
The MFM team at Jim Pattison Outpatient Clinic is the sole referral centre for abnormal pregnancies in FHA
There is currently no official target time from abnormal result to consult, ideally the referral is instant

PROJECT DESIGN & LESSONS LEARNED
Root cause analysis and
process map

Process mapping should involve all member and requires time
Identify all data sources that are available as well as the variables collected in your system

Project presented:
JPOC staff

Changes will cause a redistribution of work, trial small PDSA cycles
Elicit feedback from all members of the team
Include balancing measures to quantify consequences of change

Baseline data collected
from triage charts

Identify the current baseline prior to PDSAs
If collecting data identify key variables
Data collection processes should be reliable and sustainable

Project presented
OB/GP/RM Radiologists

Elicit feedback from the users of the system
Take time to understand how the process is perceived

Baseline data analysed

Be prepared to go back to the charts
Collect data in a manner that will facilitate the project

CHANGE IDEAS
1. Redesign referral form to include clinician
education: Online review MFM forms completed.
Provider survey pending.
2. Redesign triage form: Draft 1 completed
3. Direct patient appointments: Pending team
review
4. Increase availability of US by adding machine at
RCH: Completed
RETURN TO TABLE OF CONTENTS

Baseline Data

Total referrals (Oct –Nov 2018) (#/week)
Referrals for abnormal US (#/week)
Baseline median time from abnormal US
to MFM triage

Post Implementation of US at RCH

110 (18/week)
49 (8/week)
6 days

Number of referrals (Apr 8-24, 2019)

97 (32/week)

Number of referrals for abnormal US

33 (11/week)

Mean time from abnormal US
to MFM referral

7.4 days

TEAM
Physician Lead: Dr. Eda Karacabeyli
Contact: eda@alumni.ubc.ca

This control chart
demonstrates the
implementation of the first
change idea (implementing a
new US machine in RCH) and
its effects on time to MFM
consultation.

Medical Sponsor: Dr. Kirsten Grabowska
Administrative Sponsor: Dr. Jason Burrows
Nurse Lead: Ms. Lisa Mitchell
Faculty Mentor: Dr. Erica Phelps
Volunteer: Nathaniel Tok
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"Something is wrong and I know it"

Addiction Medicine Follow-up:
Improving Access to Life Saving Treatments

RESULTS
Data was managed and analyzed retrospectively using Microsoft Excel and SQCpack (Statistical Process Control)
software. There were 44 patients who were newly started on OAT by the RCH Addiction Medicine Service between
November 2018 and March 2019. Of these, 5 were excluded as they had stopped their previously prescribed OAT
a week or less prior to hospital admission.

Dr. John Koehn, MD

AIM

Increase the 1-week follow-up rates for patients with Opioid Use Disorder admitted to
RCH who have been newly started on Opiod Agonist Therapy.

BACKGROUND
Opioid agonist therapy (OAT), such as methadone or buprenorphine, is considered first-line therapy for
opioid use disorder and has been shown to reduce illicit drug use as improve mortality. Treatment
adherence for patients with opioid addiction started on OAT while admitted to hospital (~40%) is
relatively poor following discharge. Without these treatments, the risk of further health consequences
and hospital readmission, with their associated costs, remains high.

PROJECT DESIGN & STRATEGY
A retroactive cohort design was used and baseline data were collected between November 1, 2018 and
March 31, 2019.
AIM

PRIMARY DRIVERS

Increase the 1-week follow-up
rates for patients with Opioid
Use Disorder admitted to RCH
who have been newly started
on Opiod Agonist Therapy

Successful induction
onto OAT

OAT clinic availability
OUTCOME MEASURE
2nd prescription for OAT
demonstrated on PharmaNet

Patient factors such as
homelessness,
transportation,
willingness to continue
OAT

PROCESS MEASURE
Discharge planning checklist
completed.

Discharge instructions
provided to patient

Physician efforts to
coordinate follow-up

CHANGES
MADE

SECONDARY DRIVERS

Outcome Measure: Time until first occurrence–
or first OAT prescription filled in the community–
(Fig. 1) was used as a surrogate marker for
continuation of OAT post-discharge.

CHANGE IDEAS

1. Timing of induction during
course of stay in hospital
2. Rapid titration to therapeutic
dose
3. Ongoing withdrawal at time of
discharge
4. Chronic pain issues interfering

Identify on chart that followup needs to be confirmed

Note:"1st occurrence" is defined as the time until a patient's
first OAT prescription is filled in the community following a
hospital visit.

Early discussion regarding
patients current housing
Back-up plan to go to lowbarrier clinic (RAAC)

1. Understanding the intake
process of each clinic
2. Wait times for new intakes

LESSONS LEARNED

Default follow up plan
discussed and documented
on first day of OAT

1. Early or precipitous discharge
further destabilize patients
2. Leaving AMA

Several barriers to follow-up were identified,
including patient factors such as unstable
housing, co-morbid psychiatric conditions,
and severity of substance use diagnosis. In
short, the easier it is for patients to follow
up, the more likely it is that they will.

Standard patient discharge
handout
Appointment card

1. Appointment time and date
clear
2. Appointment location and how
to get there clearly outlined

Template for specific clinic
directions and contact info
Checklist on handover
document

1. Contact information for local
clinics on hand
2. Busy rounding schedule/other
new patients

NEXT STEPS

Implemented at discharge check-list as part of creating a "Warm Handoff", which is the process of
transitioning a patient from an intercept point, such as a hospital visit, to ongoing care in the community.
Discharge checklist instituted by p to increase the likeliness of post-discharge follow-up:

1

Early discharge
planning discussion
initiated

RETURN TO TABLE OF CONTENTS

2

Follow-up
appointment
confirmed

3

Written
instructions given

4

Balancing Measure: Days until next hospital visit
(Fig. 2).

Process Measure: The percentage of unfilled
prescriptions (Fig. 3) remained high throughout
the project signifying that barriers to treatment
continuation remain.

We plan to continue to reduce barriers to follow-up. Funding and space are approved for an on-site rapid
access addiction clinic at the new RCH Mental Health and Substance Use Centre to open in 2020!

Bridging
prescription
provided

TEAM
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John Koehn, Leah Yang, Janice Eng, Ruth Ringland, Sharon Vipler, Roy Morton

Addiction Medicine Follow-up

Pancreas Cancer Wait times in Fraser Health

RESULTS

A Case for Development of a Regionalized Programmatic Approach
for Complex Cancer
Dr. Shawn MacKenzie, MD

AIM

To investigate the impact of a coordinated cancer care model on wait times for
pancreas cancer in Fraser Health.

BACKGROUND
Hypothesis: A coordinated
care model for complex
cancer on a regionalized
scale within FHA will reduce
wait time and improve
patient care, while reducing
patient care costs. B.C and
Ontario recommend a wait
time < 56 days from
Symptoms to Surgery.

Figure 1. Measurement of time of diagnosis of pancreas cancer to surgery consult (T0-T1)
The graph compares standard practice (mean days 108) vs. coordinated care model (mean days 33) compared to national
bench marks of 28 days, for the pancreas cancer care in FHA.

Figure 1: Benchmarks for pancreas cancer care B.C. & Ont.

PROJECT DESIGN & STRATEGY
Measurables:
1. Decrease wait times from
patient diagnosis (t=0) to
surgery (t=2) for early stage
pancreas cancer (stage I-II)
by 30% over 24 months
2. Decreased cost of patient
care with reduced waste
and redundancy, and a
reduction of patient
hospital length of stay (LOS)
3. Improved patient
outcomes

Figure 2. Graphs the measurement of time to diagnosis of pancreas cancer to pancreatectomy operation (T0-T2) for standard
practice in FHA (mean days 115)vs. a coordinated care model (mean days 71) compared to national branchmark of 56 days, in FHA.

LESSONS LEARNED

Figure 2.
Pancreas Cancer Coordinated Care Patient Process Map.

A programmatic approach to pancreas in FHA saves

~900

CHANGES MADE

RETURN TO TABLE OF CONTENTS

$650,000

decrease in cost /year

improves the chances of curative treatments, and shortens wait times.

Implementation of a programmatic approach to pancreas cancer with a dedicated Nurse Coordinator
and pancreas cancer clinic with a fellowship trained Hepato-Pancreatico-Biliary surgeon within the FHA
started in 2016. Comparisons for wait times pre and post regionalized program approach.

REFERENCES

hospital bed days/year

NEXT
STEPS

1.McLean SR et al. The effect of wait times on oncological outcomes from periampullaryadenocarcinomas. J SurgOncol. 2013
Jun;107(8):853-8.
2.Swords DS et al. Association of time-to-surgery with outcomes in clinical stage I-IIpancreatic adenocarcinoma treated with
upfront surgery. Surgery 2018 Apr;163(4):753-60.
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DEVELOPMENT OF A MULTIDISCIPLINARY PANCREAS CANCER PROGRAM
If you are interested in Regionalized Complex Cancer Care in FHA please contact
shawn.mackenzie@fraserhealth.ca or (604) 970-8710
Pancreas Cancer Wait times in Fraser Health

Improving Dual Antiplatelet Therapy (DAPT)/
Antithrombotic Therapy (AT) Adherence by Education

RESULTS

Medications Prescribed

Rumi McGloin BSc. Pharm., ACPR, PharmD

AIM

100%

Increase patient understanding by 25% through the utilization of a standardized
approach to patient education with respect to DAPT/AT in percutaneous coronary
intervention (PCI or angioplasty with stent) patients admitted to N42 at Surrey
Memorial Hospital by June 2019.

83%
75%

BACKGROUND

50%

Risk factors for medication related adverse events:
number of medications patient is taking (> 5)
multiple changes to patient’s medication regimen
patients on high-risk medications
24% of heart attack patients do not fill their medications within seven days of discharge (Jackevicius,
C., Li, P., & Tu, J., 2008)
34% of heart attack patients with multiple prescriptions stop taking at least one of them within one
month of discharge (Ho, P. et al., 2006)
Patients with clear understanding of their after-hospital care instructions are 6-8% less likely to be
readmitted <30 days after index hospitalization than those who are unclear (Jack, B. W. et al., 2009)

PROJECT DESIGN & STRATEGY

CHANGES MADE

1
2

Rx Technician- verify Pharmacare registration, identify any medication
needing SA (eg PPI, Carvedilol, ARBs), print patient education handouts on
DAPT/AT, start medication calendar

3

RN/Rx technician- provide DAPT/AT post PCI patient education handouts,
begin standard medication calendar, and identify comunity pharmacy

Added Y-Adaptor so that either
Rx- provide
discharge counselling, reinforce patinet education
esophageal or skin
temperature
handouts
and uses teach back methodology
will be recorded
in the database

4

from the anesthesia machine

RETURN TO TABLE OF CONTENTS

25%

17%
3%

0%

11%

11%

23%

23%

23%

77%

77%

77%

75

50

89%

89%

25

0

ASA

Ticagrelor

Clopidogrel

DOACs

0%
Warfarin

% Yes
% No

Teachback Methodology
100

Outcome Measure: Increase patient understanding of medications (Likert scale)
Process Measure: Increase number of questions patient understands from “5 questions to ask about
your medications” after education
Balancing Measures: Number of readmissions (<30days of index hospitalization) secondary to rethrombosis, Time (min) spent with patient per education session

Patient admitted post PCI prescribed DAPT/AT- likely had some teaching
from interventional cardiologist

100%

LESSONS LEARNED
Patient partners are key for success of your
QI Project

NEXT STEPS
Awaiting approval of FH specific medications
handouts
Add adherence assessment questionnaire

Changes

TEAM

Continue
Taking

Proper Use
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Follow-up

Rumi McGloin BSc. Pharm., ACPR, PharmD
Ray Jang BSc. Pharm., ACPR
Herb Wong BSc. Pharm., ACPR
Brenda Wright RPhT
Megan Notting, Student Volunteer

REFERENCES
The questions above were used with the
Teach Back Methodology to evaluate the
patient’s understanding of their medications.

Side Effects
To Monitor

Surrey Memorial Hospital Cardiology Ward
Surrey Memorial Hospital Pharmacy Department Fraser
Health Physician Quality Improvement (PQI) Staff

1. Ho, P., Spertus, J., Masoudi, F., Reid, K., Peterson, E., Magid, D., . . . Rumsfeld, J. (2006). Impact of medication therapy discontinuation on mortality after
myocardial infarction. Archives of Internal Medicine., 166(17), 1842-1847.
2. Jack, B. W., Chetty, V. K., Anthony, D., Greenwald, J. L., Sanchez, G. M., Johnson, A. E., … Culpepper, L. (2009). A reengineered hospital discharge program
to decrease rehospitalization: a randomized trial. Annals Of Internal Medicine, 150(3), 178–187.
3. Jackevicius, C., Li, P., & Tu, J. (2008). Prevalence, predictors, and outcomes of primary nonadherence after acute myocardial infarction. Circulation :
Journal of the American Heart Association., 117(8), 1028-1036.

Improving Dual Antiplatelet Therapy (DAPT)/ Antithrombotic Therapy (AT) Adherence by Education

Improving Critical Care through Telehealth

RESULTS

Dr. Neilson McLean, MD

AIM

37

Decrease the Critical Care Length of Stay of Ventilated patients originating in
Chilliwack by 20% by June 2019

BACKGROUND
The management of critically ill patients is incredibly complex and involves a multi-disciplinary team
approach. The specialty is changing extremely quickly with new techniques and a changing
understanding of optimum aggressive management of these patients. The intensive care unit at
Chilliwack Hospital manages a steady volume of high acuity patients. This results in a significant
burden on Internal medicine physicians at Chilliwack to ‘keep up’ with the quickly expanding field of
critical care, in addition to the numerous other aspects of general internal medicine that they practice
in a community hospital environment. This situation leads to frequent transfers of patents to other
ICUs, which extends their length of stay and impacts patient care. The addition via telemedicine of a
specialist in intensive care during daily rounds will augment the knowledge and decision making
capacity of the Chilliwack Internist allowing for a positive impact in patient care and reduced transfers
and length of ICU stay for ventilated patients.

Staff Survey Results

100%

Total patients consulted
(Mar 1 - May 8 2019)

felt Virtual rounds
improved patient safety

CGH RNS (31 Responses)

98.6%
felt Virtual rounds improved their confidence that
their patient was receiving the best possible care

100
75

40

54.2

50
25
0

60

45.8

Intensivist

Internist

Do you think the co-rounding changed
the plan for the patient today?

9.0 days

PROJECT DESIGN & STRATEGY

Mean ICU LOS pre intervention

The change we are testing is having a tertiary Intensivist attend (via telemedicine link) daily rounds on
patients on Mechanical Ventilation at Chilliwack General Hospital on weekdays for a period of 6
months. The Intensivist will offer advice to the CGH team on management strategies for these
patients.

3.8 days
Mean ICU LOS post intervention

CHANGES MADE
Consistent timing
and attendance in
daily rounds

Adoption of tele-intensivist
as team member in rounds

Additional bedside education for
entire multi-disciplinary team

58%

TEAM
Dr Neilson Mclean, Regional Medical Director, Critical Care
Dr Mark Ballard, Local Department Head, ICU, Chilliwack
General Hospital
Tracey Stoneson, PCC, Chilliwack General Hospital
Don Yuill, Fraser Health Telehealth
Ariel Nickel, Patient Partner

RETURN TO TABLE OF CONTENTS

REDUCTION IN ICU LENGTH OF STAY

LESSONS LEARNED
1. Voice quality in a loud ICU can be variable and is improved with an external speaker and education on creating a
“quiet zone” around the team that is participating in virtual rounds
2. Comfort on the part of the rounding team with tele-rounds can be improved with pre-emptive education

Neil.Mclean@fraserhealth.ca
Mark.Ballard@fraserhealth.ca
Tracy.Stoneson@fraserhealth.ca
Don.Yuill@fraserhealth.ca

NEXT
STEPS
54

Tele-rounds will continue at CGH to allow for further data collection and evaluation on their
ongoing impact on LOS
Additional sites are being considered for implementation of tele-rounds
Improving Critical Care through Telehealth

Prevention of Intraoperative Hypothermia

RESULTS

Dr. Perseus Missirlis, MSc MD

AIM

33%

Increase the proportion of patients under general or spinal anesthesia for over one
hour that are normothermic (≥ 36.0℃) upon discharge from the OR at Eagle Ridge
Hospital by January 2020 to > 80%.

~55%

Primary outcome measure was the
percent of patients with exit
temperatures ≥36℃ which increased
significantly from mean of 33% to
~55%.

BACKGROUND
Perioperative hypothermia can cause:
delayed recovery
prolonged drug effects
increased transfusion rate
increased surgical site infections (SSIs)
cardiac complications (MINS)
poor quality of recovery (shivering and increased pain)
length of hospital stay
Intra-operative hypothermia is expected without active warming

PROJECT DESIGN & STRATEGY
ID patients booked for ≥ 90 minutes on OR slate
Institute change package (see Changes Made
below)
Potentially implement reminder within software
after 1 hr
If unanticipated long case institute warming
blanket and temp probe at this point

44%

Outcome measure: % normothermic patients
Process measures: % measured
temperatures, % warmed
Balancing measure: mean time to surgical
incision (minutes)

Process measures were percent of
patients with any temperature
measured (increased from mean of
44% to ~65%) and percent with
warming documented (upward trend
but not significant).

CHANGES MADE
Institute flex gown
and pre-warming in
pre-op area

Place temperature dot on
patient’s forehead as
physical reminder

TEAM
Perseus Missirlis, MSc, MD
Gillian Foster, RN
Sharon Yio, FHA Data Analyst

RETURN TO TABLE OF CONTENTS

perseus.missirlis@fraserhealth.ca
gillian.foster@fraserhealth.ca
suat.yio@fraserhealth.ca

~65%

Balancing measure was time to
surgical incision to assess if change
package delayed surgical start (no
change noted).

Added Y-Adaptor so that either
esophageal or skin temperature
will be recorded in the database
from the anesthesia machine

LESSONS
LEARNED
NEXT
STEPS
55

1. Access to high quality data greatly facilitates QI projects
2. Learn from other high-performing areas (i.e. ERAS protocol in RCH OR 5)
3. A strong team is essential for implementation
Our team will continue to roll out this change package to other operating rooms at Eagle Ridge
Hospital and Royal Columbian Hospital and observe if the same change is demonstrated.

Prevention of Intraoperative Hypothermia

Clinical Practice Guideline Rounds:
Improving practice at SMH, one topic at a time

PROJECT DESIGN & STRATEGY

Dr. Goldis Mitra, M.D., CCFP

QI work has been initiated in several areas (outcome measures):
Improving guideline-based management of C. difficile associated diarrhea
Improving standardized use of the CIWA protocol in alcohol withdrawal
Improving pleural effusion and chest tube management

AIM

CHANGES MADE & RESULTS

To improve the alignment between clinical practice and guideline based care at Surrey
Memorial Hospital

On November 6, 2018, Rounds focused on new IDSA guidelines for management of CDAD, and the associated pre-printed
order (PPO). The major change was for oral Vancomycin as first line for all cases.
Follow up activities included distribution of information about the PPO to managers, PCCs, and nursing education.
Designated spaces for the PPO were created near physician charting areas. In Dec. 2018, Pharmacare Special Authority
coverage was approved for oral Vancomycin, improving continuation of treatment on discharge.
SMH Antimicrobial Stewardship (AMS) tracked CDAD cases and appropriateness of therapy at baseline and after the
changes (see Figure 1). Inappropriate treatment was defined as any hospitalized patient with positive C. difficile stool
toxin, clinical disease, who was not on oral Vancomycin. Most patients were on metronidazole, reflecting guidelinediscordant care.

BACKGROUND
Launched in 2018, Clinical Practice Guideline (CPG) Rounds at Surrey Memorial Hospital (SMH) are Facility
Engagement (FE)-funded physician rounds aimed at improving knowledge around evidence-based management
of common clinical problems encountered by generalist physicians. They also aim to improve dialogue between
specialities, and address implementation of guideline-based care through subsequent quality improvement (QI)
projects

EVALUATING CPG ROUNDS
10 Rounds have been held to date. At each Rounds, we measured attendance and physician-reported outcomes
(process measures). Post-session evaluation addressed 3 questions:
1. Do you feel that this Rounds session improved your knowledge about evidence-based care?
2. How likely is it that what you learned today will lead you to change your practice to better align it with CPGs
or evidence-based care?
3. How likely is it that the Rounds process will lead to improved patient care at SMH?

Improved knowledge about
evidence-based care
50%

Provider changing practice to
align with evidence-based care

Figure 1: Inappropriate
treatment of C. difficile
cases at SMH
U-chart of inappropriately
treated cases: baseline; after
Rounds; after Special
Authority changes; after
staff/ward interventions.
some emerging evidence of a
decrease in inappropriate
treatement.

Rounds will lead to improved
patient care at SMH

60%

60%

40%

40%

20%

20%

40%

30%

20%

ONGOING PROJECT & NEXT STEPS

10%

Management of CDAD: Ongoing data collection and tracking of pre-printed order use in response to the changes.

Physician Lead: Dr. G. Mitra, CPG
Rounds Planning Committee
SMH AMS Pharmacist: Dr. M. Wong

RETURN TO TABLE OF CONTENTS
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0%

0%
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0%

Volunteer: R. Buhay
Project Sponsor: Dr. M. Van Den Berg

Assessing and improving standardized use of the CIWA protocol in alcohol withdrawal among hospitalized
patients
AIM: To improve the care provided to patients with alcohol withdrawal at SMH by improving standardized use of CIWA
protocol by 30% by Dec. 2019
APPROACH: To address standardized frequency of CIWA scoring and scoring errors in patients <65 y admitted with
alcohol withdrawal, through nursing and physician engagement.
OUTCOMES: Length of stay, delirium, transfer to ICU/HAU, restraint use, seizure
PROGRESS SCORE: 2
FUNDING: $16,800 (SMH FE)
56

Clinical Practice Guideline Rounds

Please Help Me Go Home Early
Dr. Daniel Negash, MD, M. Sc, FRCPC

AIM

Decrease the length of hospital stay for CHF or COPD patients admitted to Chilliwack
General Hospital (CGH) by 15% (1 Day) in 12 months.

Figure 1: Average length
of stay for CHF at CGH
decreased by 2.8 days

BACKGROUND
COPD is the number one cause of hospital admission (excluding child birth) and the fourth cause of ER visits
in Canada. CHF is the second cause of hospital admission in the age group of 65 years and older, next to
COPD. Reducing the length of hospital stay for COPD and CHF patients will improve the cost of in-hospital
care and decrease the risk of hospital acquired infections.

PROJECT DESIGN & STRATEGY

Figure 2: Average length
of stay for COPD at CGH
decreased by 0.6 days

1. Project Initiated with meeting with IM team and CGH admin group to open post discharge follow up clinic
2. Internal Medicine Bullet Round started to facilitate discharge planning
3. Grand Round Lecture on use of IV Lasix for CHF patients given by Family medicine Residents
4. Use of reminders on use of COPD PPO started
5. Post Discharge Clinic (Graduate Care Clinic) opened for follow up

RESULTS
After 6 months of initiation of the project,

$800

+

cost per day in medical ward

$1,230,990

x1099

Figure 3: Combined
average length of stay for
CHF and COPD at CGH
decreased by 1.4 days

x1.4

number of admissions

saved for both CHF and COPD combined.

See run charts on opposite page.

LESSONS LEARNED
Simple and continuous communication of the change ideas impact behaviours
Involving hospital admin and making a good business case helps facilitate implementation of change ideas
IM bullet round helped GP's feel comfortable to discharge patients earlier than they used to
More use of IV Lasix might have improved decreasing LOS, but more data is needed

RETURN TO TABLE OF CONTENTS

NEXT STEPS
1. Will continue monitoring if the opening of GCC/post discharge follow up clinic will further decrease length of stay
2. Continue communicating with GPs on optimizing treatment and early discharge

TEAM
57

Physician Lead:
Dr. Daniel Negash

Angela Tecson
Janice Eng
Jennifer Atchison

Tracey Giles
Tonya Lynch
Susan McDonald

Please Help Me Go Home Early

RESULTS

What the ECHO!
Reducing Inpatient Echocardiograms at Burnaby Hospital
Dr. Sarah Ostler, MD

AIM

By Dec 15, 2019, the number of patients receiving inpatient echocardiograms at Burnaby
Hospital will decrease by 15%

BACKGROUND
Burnaby Hospital is a 314-bed primary and secondary care community hospital located in British Columbia. It provides a full range
of acute and specialized care services to more than 1.8 million people living in the city of Burnaby and its surrounding
communities.

Outcome Measure: Completed Inpatient Echocardiograms at BH

$70,000

An echocardiogram (Echo) is a test used to provide information on a patient’s cardiac condition. This test is available to both
inpatients and outpatients at Burnaby Hospital. Many in patients remain admitted in the hospital waiting for their Echo tests and
unnecessarily extend their inpatient length of stay. Currently, 43% of the echocardiograms performed at Burnaby Hospital are
ordered for inpatients .In 2017, approximately 51% of these inpatients remained admitted an average of 5 days longer than their
expected length of stay (ELOS); where some inpatients could have alternatively received their test as outpatients. Having patients
wait for tests an inpatient slows down the flow of patients’ discharge, reduces the hospital’s bed capacity, stresses staffing, and
unnecessarily challenges the hospital’s resources and their optimal operational allocation.

1
2

STEP 2 – Identify High Level Operational and Process Gaps

3

STEP 3 – Create an Echocardiogram Requisition Form

4

STEP 4 – Plan, Do, Study, Act (PDSA) Cycles in Action!

LESSONS LEARNED
Teamwork was critically important in carrying out a project of this scope and successfully implementing change. It
was exciting for a small multi-disciplinary team to start an initiative with a small change idea, watch the team grow
and realize that we have impacted the way patients receive care regionally.
Success is contagious! Team participants who where never involved in formal quality improvement projects now
feel empowered to seek new opportunities of positive change in their own work environment and get involved in
the next big thing!

NEXT
STEPS
TEAM

5

STEP 5 – Conduct Team Meetings to Monitor and Review Progress

Site-specific echocardiogram booking requisition form created
Standardize the information provided to guide appropriately book an Echocardiogram
Provide Education to support correct usage of booking form
Include clinical recourse to support best utilization of the form and improve identification of eligible patients
Standardize the booking process
Reduce errors in the booking process by spreading the booking form across Fraser Health Authority
Sustain gains by involving leadership and prompting a system wide change of the new improved requisition form

58

1. Audit of inpatient Echos ordered for appropriateness
2. Developing exclusion criteria for outpatient Echo bookings to facilitate and error-proof our new
system
3. Monitor our progress by measuring inpatient Echo bookings
Physician Lead: Dr. Sarah Ostler

Physicians

Dr. I. Ahmed
Dr. Mervin Lee
Dr. V. Byman
Dr. Cory Toth
Dr. Wilson Lee
Dr. Melissa Allan
Dr. Donna Sue
Dr. Sarah Ostler

PQI Staff/
Faculty

Angela Tecson
Maryam Eltawil
Janice Eng
Dr. Jane Van Den Biggelaar
Neil Tong

CHANGES MADE

RETURN TO TABLE OF CONTENTS

10

Additional “outpatient”
Echo spots created

Decreased inpatient echocardiograms performed
Decreased “outpatient” wait time
Improved utilization of hospital resources
Cardiac regional group is reviewing adoption of requisition form across 10 hospitals, phasing out current form
and using this form provincially

PROJECT DESIGN & STRATEGY
STEP 1 –Develop a Flow Map of the Echocardiogram Booking Process

Estimated annual savings
in operational costs

Process Measure: Re-booked Echocardiogram Orders at BH

Others

Sheila Finamore
Michelle Arnesen
Carrolyn Sami
Michelle Fernihough
Danya Bigg
Lynn Holden
Robyn Janzen
Brenda Krawchuk
Natalie Bielesch
Dana Patterson
Kerry Macey
Tiffany Barszczewski
Stacey Hunt
Oliver De La Paz

Sara Janzen
Kris Juck
Mary Flesher
Bonnie Catlin
Nok Cheng
Brittanie Coumont
Rose Jordison
Nga (Natalie) Tran

What the ECHO!

Reducing Door-to-Needle Times for Acute
Ischemic Stroke at ARHCC-ER

RESULTS
Figure 1: Reduction in door-to-CT
(DTCT) time persisting beyond
individual PDSA cycles.

Dr. Ryan J. Punambolam, MD FRCPC

AIM

Figure 2: Reduction in DTN for
patients treated during PDSA
cycle.

Achieve a median door-to-needle time (DTN) < 30 minutes for patients with an
acute ischemic stroke transported via EMS to ARHCC-ER by May 1 2019.

BACKGROUND
Small, achievable reductions in stroke thrombolysis delays results in significant health benefits
over patients' lifetimes.
Canadian Stroke Best Practices recommends all eligible patients should receive intravenous
alteplase (tPA) as soon as possible after hospital arrival and a median DTN of 30 minutes.
Although these treatment targets are more readily achievable in well-resourced tertiary centres,
efforts to reduce DTN at community hospitals have proven difficult thus far.
Since 2012 no patient has been treated within this 30 minute target at ARHCC.

NEXT STEPS
1. Spread: plan to engage
stakeholders in trialingthis
revised stroke pathway more
widely at ARHCC.
2. Sustainability: quarterly data
feedback andreview including
analysis of clinical metrics
(LOS,NIHSS at 6 months,
modified Rankin scale at
12months), ongoing
championing for faster
acutestroke treatment times.
3. Time: extend stroke pathway
to include door in-door out
time for endovascular transfer
cases(target <45 min).

PROJECT DESIGN & STRATEGY

LESSONS LEARNED
Coordination of a team-based standardized hyper-acute stroke pathway while employing change concepts lead to
substantial reductions in DTCT and DTN times including: performing tasks in parallel, minimizing handoffs, and setting
clear time targets
This project supports the notion that community hospitals can substantially reduce DTN times by implementing simple and
cost-effective evidence-based QI measures.

REFERENCES

TEAM
Dr. Ryan Punambolam
Alexis Mclellan RN, ER CRN
Jason Sartor MD MSc CCFP

RETURN TO TABLE OF CONTENTS

59

Brittany Hansen ER Unit Clerk
Jake Parmar Paramedic Chief
Rob McGowan Stroke Survivor

1. Reducing door-to-needle times for ischaemic stroke to a median of 30 minutes at a community hospital. Kamal
N, ShandE, Swanson R, Hill MD et al. CJNS 2010. 46:51-56.
2. Stroke thrombolysis: save a minute, save a day. MeretojaA, KeshtkaranM, Saver JL et al. Stroke 2014; 45:1053-8.
3. Improving door to needle time in patients for stroke thrombolysis. BMJ Open Qual2016;5.

Reducing Door-to-Needle Times for Acute Ischemic Stroke

Efficient Planned Discharges

CHANGES MADE

Dr. Hina Qamar, MD

AIM

1

Improve efficiency of team rounds on one medicine floor at ARH by 50% in 6 months and at
all medicine bloors by 50% in 1 year by all hospitalists

Structured
team rounds

2

Unit-based
care

3

Bed side
nursing rounds

166

Our current team rounds meet in morning and are attended by interdisciplinary team...except for physicians
Decisions in rounds do not always coincide with physician direction. Rounds are conducted daily for 1.5-1.75
hours in the morning, which means Patient Care Coordinator (PCC) and other staff presence on the unit is
lacking.
Uncoordinated effort has led to inadequate, inefficient discharges and a lack of job satisfaction

Our number of discharges within
change team,
compared to 103 in non-change team.

PROJECT DESIGN & STRATEGY

$50,400

We initiated structured team rounds using i-tracker to improve duration of rounds and to create a guideline
for pCCs
To improve communications we created a team approach: we established unit based care by geographically
locating each physician so they can lead their teams
We improved handover between nursing teams, PCCs and night shift by establishing bed side nursing rounds
We changed culture with ethical education of staff to address undue anziety close to EDD and to meet targets.

Improve efficiency of planned
discharges through
structured team rounds by
50% by 6 months on one
medicine floor and by 50% by
1 year.

OUTCOME MEASURES
1. Duration of Rounds
2. # Total discharges /day
3. # of discharge before 12

PRIMARY
DRIVERS

Teamwork

Communication

PROCESS MEASURES
1. Duration of rounds
2. Unit based care
3. Workflow and workload
management
4. Change management idea

Culture

SECONDARY
DRIVERS

1. Lack clear roles and
responsibility knowledge
2. Lack of physician
leadership

1. No RN/ PCC/ SW / PT
chart reviews
2. Lack of PCC/ Allied
Health team note
updates
3. Excessive physician
phone calls
4. Lack of Handover
1. Lack of job satisfaction
2. Lack of accountability
3. Excessive wasted
working hours

BALANCING MEASURES
1. ALOS
2. Improved communication
3. Job satisfaction
4. Accountability

RETURN TO TABLE OF CONTENTS

Planned
Discharge

1. Excess workload and
poor RN workflow
2. AM to PM RN shift
handover lacking

Night nurse
discharge checklist

RESULTS

BACKGROUND

AIM

4

Cost savings on change team.

30 MINS

CHANGE IDEAS

Average reduction of duration
of rounds per team.

Structured team round
with physician lead

LESSONS
LEARNED

PCC to update i-care
during physician led
structured team rounds.
Bed side nursing

Efforts on consistency of physician
involvement are still ongoing. With
improved physician participation there
were less nurse to physician phone
calls per day, on average of 3 calls per
day. Improved accountability at all
levels are key to efficient discharges.

Staff education / skills
training (Typing classes,
workplace positive
reinforcement classes,
conflict resolution
classes, workplace
communication classes).
Change management to
weekly sessions with
unit manager, 30 min

TEAM

Unit based care with
bed managers assigning
patients
B.Discharge checklist

Project Leads: Dr. Hina Qamar & Trena Canning

Unit Manager: Sabby Gill
Unit Manager: Danielle Chatterton
Unit Manager: Rupali Gill
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Contact: qamar@ualberta.ca

Student: Brendan Wong
Statistics: PQI Team

Efficient Planned Discharges

Improving timely access to service in the
Chronic Pain Clinic of JPOCSC

Figures 1 & 2: Shewhart chart X-bars demonstrating
the time in days from when a referral is received
(complete) by fax and the time to when the first visit is
booked (top chart) and when the first visit is
subsequently attended (bottom chart)

Dr. Aaron Rizzardo, BSC PT, MD, FRCPC

AIM

Reduce time from receipt of referral to first booked appointment (from 10 weeks to
2 weeks – 85%) for new pain patients referred to the routine stream at the Surrey
JPOCSC Pain Clinic by May 2019

Figure 3: Survey results from referring clinicians post
process change

BACKGROUND
Chronic non-cancer pain is a complex debilitating experience that affects 30% of the population. One in ten
persons living with chronic pain is significantly impacted and requires complex care provided by 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,
and there can be long wait times for services. The challenge of this project was to examine ways for the
service model and resources to match the need.

15

70%

Days to attend

61

41

30%

Deming's Systems of Profound Knowledge
Applied to the Pain Clinic Project

Appreciation of
the System

An iterative process
allows continued
understanding of the
system

Goals:
•reduce the non-parallel steps involved in how referrals were processed
•reduce the number of steps in order to reduce overall time from receipt of referral to when the patient was booked
•change in our referral form
•change when and how we collect triage information, and reduce duplication of triage work
•make referring clinicians aware of the change

CHANGES MADE
AFTER

Psychology

Balancing measures
are critical to
understanding the
unintended impact of
our change

Theory of Knowledge

Data gathering is easy;
however, interpreting
data accurately requires
expert knowledge and
thoughtful consideration
of contributing
influencing factors

Outcome: time from pended referral to book and attended visit, and wait list number
Process: time from referral to triage to booking
Balancing: measures of referral number, waitlist number, referring clinician survey, informal team feedback

BEFORE

45

LESSONS LEARNED

PROCESS MAPPING Create a clear map of the steps in the process from referral received to pended to patient booked for appointment

MEASURES

Days to booked

Figure 2

PROJECT DESIGN & STRATEGY

PDSA
CYCLES

Figure 1

RESULTS

Understanding
Variation

Data that is easily
collected and recorded
on a piece of paper is
sometimes the easiest to
interpret and the most
powerful

NEXT STEPS
Baton: Recruit pain team member or incoming fellows to carry on project in Cohort 5
PDSA 1: Review how the process change is holding up, do we have a sustained change?
PDSA 2: Analyze survey results to review the current referral process and how it has impacted referring clinicians. Are
there other improvements we can make?
PDSA 3: Start sampling delays due to incomplete referrals. Can we increase the complete charts on first fax?

TEAM

Physician Lead: Dr. Aaron Rizzardo

MOA Lead: Sherry Lukes
Volunteer Partner: Dave Borrel
PQI Coach: NP Ruth Ringland
PQI Team: Tracey Biles, Janice Eng, Bev Saumer

RETURN TO TABLE OF CONTENTS

Figure 3
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Contact: aaron.rizzardo@alumni.ubc.ca

Sponsors:
Dr. Aaron Macinnes – Division Head, Pain Medicine
Leane Sutton – Director, Surgical Services

Improving timely access to service in the Chronic Pain Clinic

Strengthening Medical Management
Reviews for Patient Safety

RESULTS

Shauna Scotland (Consultant, Quality Improvement and Patient Safety)

AIM

Figure 1. Outcome Measure
Interval (Days) from MMR
Request to MMR Meeting
Completed.

We will ensure that 60% of physician-related medical management reviews are
conducted effectively and within established timelines by June, 2019.

BACKGROUND
The medical management review (MMR) process is aimed towards improving patient safety and the quality of health service
delivery within Fraser Health through structured review of critical patient safety incidents related to the delivery of care by
individual medical staff. The learnings and recommendations stemming from these reviews are directed towards improving clinical
practice and preventing the recurrence of similar incidents. Previously, there was no documented framework to guide the conduct
of Medical Management Reviews, and as such there was a lack of clarity and consistency regarding when and how reviews are
conducted. This project is focussed on developing a Medical Management Review Policy and Toolkit with the purpose of
establishing a timely and consistent process for conducting MMRs; with accountabilities for investigating, reporting, following up
and learning from these reviews.

PROJECT DESIGN & STRATEGY
PRIMARY DRIVERS

AIM
We will ensure that 60% of physicianrelated medical management
reviews are conducted effectively
and within established timelines by
June, 2019.

LEADERSHIP

Strengthen guidance
and oversight to the
MMR process

CULTURE

OUTCOME MEASURES
1. % of MMR Meetings that are conducted within 2
months from date MMR requested.
2. % of recommendations from reviews that are
implemented (partially or fully) within 3 months
3. % of recommendations with effectiveness score
>10 as assessed by PSLS effectiveness scoring
tool

PROCESS MEASURES

1. Ensure respectful interactions and
discussions during review of safety
incident
2. Utilize a consistent, fair, and balanced
process in analyzing incidents
3. Ensure legislative privilege and
confidentiality are
maintained/protected

Foster a supportive,
safe and just
environment for open
discussion among
staff

COMMUNICATION

1. Days between patient safety incident and medical
management review commissioning
2. Days between MMR request and MMR meeting
3. Days from MMR request to recommendations fully
implemented
4. % of level 4 and 5 patient safety incidents
undergoing MMRs
5. # of MMRs commissioned by site and regional
department/month

CHANGE IDEAS

SECONDARY DRIVERS
1. Clearly defined and documented
organizational approach to process
2. Clearly defined and enforced
reporting structure and mechanism
to track all MMRs conducted, as well
as recommendations from these
reviews

Strengthen awareness
MMR process among
staff and leadership

1. Ensure MMR Policy is readily
accessibly to FH staff

1. Availability of QI staff to directly
support medical management
reviews
2. Access to templates for
commissioning, conducting, and
reporting MMRs

RESOURCES

Ensure availability of
resources to support
MMR

BALANCING MEASURES
1. # of quality reviews being commissioned/month
2. Satisfaction with review process

Figure 2. Process Measure
Length of Time (Days)
between Patient Safety
Incident and Medical
Management Review
Commissioning.

Develop a FH Medical Management
Review Policy and toolkit
Utilize PSLS platform to house and
track MMRs conducted
Distribute monthly reports on MMRs
to leadership

Develop standardized presentation
template for MMRs, which includes
information on Section 51 protection
and outlines ground rules, including
respectful communication
Ensure all processes and
documentation are properly aligned
with Section 51 and ensure
confidentiality of information shared.

Figure 3. Process Measure
Number of PSLS Level 4 and 5
(Critical) Incidents between
Medical Management
Reviews.

Disseminate policy and toolkit to all
regional department heads, site
medical directors, site executive
directors, clinical quality staff, and
other staff as appropriate
Ensure policy and toolkit accessible
through FH Pulse and on physician
website

QI Consultant assigned to provide
support to MMRs
Develop Templates to support MMRs,
including commissioning request
letter, assessments tool, PowerPoint
template for MMR meeting, and
reporting form

LESSONS LEARNED

CHANGES MADE

1

Development of
MMR Policy and
Toolkit (Draft) which
includes the MMR
process algorithm
and Timelines.
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2

Utilisation of
MMR process
algorithm and
supporting tools
for MMRs
currently
commissioned.

3

Quality
Improvement
Consultant
(Physician) assigned
to provide support
to MMR process.

4

18 medical management reviews have been commissioned from September
13, 2018 – May 5, 2019.
Most (72%) of the MMRs conducted are triggered by a critical patient safety
incident reported in PSLS.
50% of completed reviews have resulted in system level recommendations.
Overall average time from MMR Request to MMR Meeting completed is 64
days. For reviews commissioned from Jan-May, 2019, average time is 50 days.

System level
recommendations
housed in PSLS
Recommendation
Module.
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NEXT STEPS
1. Approval of MMR Policy and Process
Algorithm by HAMAC.
2. Implementation of MMR Policy across Fraser
Health.

Shauna Scotland Consultant, Quality Improvement and Patient Safety
Dr. Dave Williams Executive Medical Director, Quality and Safety

Strengthening Medical Management Reviews for Patient Safety

Time is Gold in Sepsis

RESULTS

Dr. Mehrnoosh Shamsi, MD

AIM

Figure 1: Outcome Measure:
Time from physician order IV
antibiotics to administration

Reducing the time of IV antibiotics order to administration for hospitalist
septic patients by 50% by June 2019 at RMH

BACKGROUND
Sepsis is one of the major mortality and morbidity causes of hospitalized patients. About 30,000
Canadians are affected by sepsis every year. Mortality is about 30%. Early treatment of sepsis with IV
antibiotics reduces mortality about 8% every hour. Survival rate is 79.9% if effective treatment
administered within 1 hour of documented hypotension. Rapid completion of 3 hour bundle of
lactate measurement, blood culture, and IV antibiotics reduce mortality and morbidity for
hospitalized patients. Hospitalized sepsis is one of the six patient safety priorities for FHA. This QI
project is focusing on improving the process of delivering IV antibiotics as a main treatment for
septic patients at RMH.

PROJECT DESIGN
& STRATEGY
The project was designed based on the
flow process from the time of sepsis
diagnosis and IV antibiotics are ordered
by hospitalist to the time that IV
antibiotics are administered to the
patient by the nurse.
1. Writing order as stat with red flag
2. Direct communication between
physician and unit clerk, pharmacist
and nursing staff
3. Processing order in pharmacy as
stat
4. Using night cabinet at evening and
night with essential IV antibiotics
available at all times
5. Delivering IV antibiotics to the ward
by pharmacy tech or nursing staff
6. Administration of IV antibiotics by
nursing staff

Figure 2: Process Measure:
Time between physician order IV
antibiotics to administration without
time indication on the chart

CHANGES MADE

LESSONS
LEARNED

Writing the order as stat with red flag
Direct communication with nursing or unit
clerk to prioritize the order
Use of sepsis pre-printed order (PPO) when a
septic patient is suspected

Education and teamwork is the key component of diagnosis and treatment of sepsis
Engaging physicians about importance of time, using STAT orders and use of PPO has been challenging (eg. engaging
physicians to write time of order). Physician engagement is a very important part of process improvement
Nurse administration of the antibiotics in a timely fashion in septic patients is also a challenge, especially in the evening
or night. Education about sepsis and availability of a broad spectrum of antibiotics at night is important.

Below is a survey of 30 staff (hospitalists, nurses, unit clerks,
pharmacist, unit manager) showing the five most important
steps to improve the process are: writing or verbally indicating
stat order, using red flag as stat, writing the time of order and
time the antibiotics should be given, using sepsis PPO,
availability of broad-spectrum antibiotics and IV access.

NEXT STEPS
1. Continue to work with health care team to expand the current PDSA cycle to more patients
2. Involvement of RMH MSA directors who are very supportive to expand and continue the project
3. Provide teaching materials to Clinical Nurse Educator and nursing staff re: importance of diagnosis and treatment of sepsis
4. Report findings of the PDSA cycles with hospitalist group at RMH and regional sepsis group; sharing new knowledge with all
Fraser Health sites
5. Work on new Sepsis PPO with regional sepsis group

STAT
Red Flags
Time

TEAM

PPO

Dr. Joseph Lee MSA RMH
Katie Leganger PCC
Jennifer Hightower, PCC

Zora Bolileau, UC
Carlie Robb, UC

Susan Tiku, Pharmacist
Janice Munroe, Pharmacist

Mavis Nordstrom, CNE
Arian Sasani, Volunteer

IV
0

RETURN TO TABLE OF CONTENTS

25

50

75

100

125

REFERENCES

63

1. Delahanty, R.J., Alverez, J., Flynn, L.M., Sherwin R.L., & Jones, S. S. (2018). Development and evaluation of a machine learning
model for the early identification of patients at risk for sepsis. Annals of Emergency Medicine, 1-11.
2. Morris, A., & Hare, K. (n.d.). Sepsis Fact Sheet [PDF]. Fraser Health Sepsis Group.
3. Sweet, D. (n.d.). Sepsis and Septic Shock Update [PPT]. Vancouver.
4. Zhang, D., Micek, S.T., & Kollef, M. H. (2015). Time to appropriate antibiotic therapy is an independent determinant of
postinfection ICU and hospital lengths of stay in patients with sepsis. Critical Care Medicine, 43(10), 2133-2139.

Time is Gold in Sepsis

Optimizing Mental Health of Parents of
Infants Admitted to the NICU
Dr. A. Somani, MD

AIM

Augment resiliency of parents of infants of children admitted to the RCH NICU
by providing 80% of parents "resiliency packages" by September of 2019.

BACKGROUND
Adverse mental health is a known issue affecting parents of children in the NICU and PICU
Rates of post partum depression have been estimated at 10-15% of mothers (Leonard et al., 1998)
It is believed these rates are higher in mothers of babies in the NICU (Beck, 2003; O'Hara & Swain, 1996)
One study found that between 26% and 41% of the mothers who experienced a premature birth reported
PTSD symptoms compared with 4% of mothers who had full-term deliveries (Pierrehumbert et al.)

PROJECT DESIGN & STRATEGY
AIM
To improve mental health
resiliency (as defined by
providing mental health
resiliency package) in parents
of children in the RCH NICU
by 80% by September 2019

PRIMARY DRIVERS
Existing workflow that
includes delivering
mental health support
to parents
Parent willingness to
be accessed

OUTCOME MEASURES
1. % parents provided with
resiliency package
2. Parent satisfaction
3. Parents attending Mental
Health support sessions
PROCESS MEASURES
1. Number ER refs
2. Staff satisfaction

BALANCING MEASURES
1. Patient satisfaction scale
2. Staff feedback form score
3. (Screen for personality
disorder to improve screen
validity)
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Staff time to deliver
resources is available

Validated and evidence
informed resiliency
tools
MRP awareness of
increased risk of
adverse mental health
outcomes in parents

SECONDARY DRIVERS
1. Workflow has screening
built in with pathway for
management of parents in
distress
2. Parental consent process

1. Informed consent process
2. Parental insight into risk

1. Staff aware of importance of
screening thus improve buy in
2. Clear education re process
3. Resource lists and referral
pathway accessible in a timely
manner
4. Delineate clear responsibilities
and referral pathway for
parent at risk
5. Clear location for recording
parental data when required

1. Time available for education
regarding PTSD risk

1. Evidence informed design of
mental health resiliency
package
2. Consultation with experts in
this field

CHANGES MADE
Team members and involved RCH NICU staff have a clearer understanding and appreciation of the potential burden of
mental health risk in parents of infants in the NICU. Lines of communication between paediatricians, allied health
professionals and managements are better defined so that going forward all parents have a clear understanding of roles
and responsibilities with respect to this issue.

RESULTS
Outcome Measures: We were unable to provide resiliency packages to any of the parents. We were unable to reach
agreement with NICU management and social work allied health staff to move forward with this endeavour.
Process Measures: We were unable to provide patient satisfaction surveys to any of the parents of children of the infants
in the NICU. To do so would alter the existing work flow of allied health professionals working in the NICU; this was not
possible.

LESSONS LEARNED
CHANGE IDEAS
Create a workflow / process
diagram for all staff
Staff education re workflow
and package

Hand out for parents re
education re ptsd and
psychosocial risk factors

Efficient workflow in place
Staff education re importance
of mental health in this
population

Screening for mental health in parents of infants in the NICU is complex as parents are not patients. Unless medical staff
are directly involved, there is no place to appropriately record medical information obtained in this way. Initially we hoped
to record this information in the social work records of the respective infant; however, this proved to be impossible.
Regular closed loop communications is vital among team members to ensure that all team members and staff agree
on objectives, goals, and time lines.
Timely mitigation of identified barriers during PDSA cycles to ensure project momentum and progress
Avoid altering existing work flow of health professionals
Clear communication and solid working relationship with all team members and all staff whether directly or indirectly
involved

NEXT STEPS
1. Involve community family physicians who would receive discharged NICU children and their parents
2. Obtain direct parental feedback and perspectives on resources for ongoing quality improvement

Staff educations session
either formal or on paper

Involvement of psychiatry

TEAM

A. Somani: Project Lead
A. Stavel: Sponsor
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SMART Travel: Saving Money is an ART

PDSA CYCLES

Neil Tong (Physician Quality Improvement Staff)

AIM

COLLECT
DATA

To reduce the travel cost (includes meal, hotel, and transportation) for Physician
Quality Improvement (PQI) staff to $15,000 by May, 2019

BACKGROUND
Based on the Physician Quality Improvement (PQI) 2017/18 Invoice Q4 Report, the budget for staff
travel was $20,000. The total staff travel expenditure was $24,343 at that year, which was 122% of the
travel budget. The staff traveling budget on 2018/19 is $15,000, which means PQI staff need to reduce
their travel cost. The travel cost includes three aspects: meal, hotel and transportation. The SMART
Travel project is focusing on reducing the transportation cost for PQI staff.

PROJECT DESIGN & STRATEGY
AIM

PRIMARY DRIVERS

To reduce the travel cost for
PQI staff to $15,000 by May,
2019

SECONDARY DRIVERS

1. Meeting location
2. Meeting method (In
person/T-con)

Non-standardized
meeting process

OUTCOME MEASURE

TEST

DEVELOP

A CHANGE

A CHANGE

IMPLEMENT
A CHANGE

Cycle 1

Cycle 2

Cycle 3

Cycle 4

Gather feedback from
staff on using the
hanger for parking

Review feedback, create
a parking hanger
reference guide, and
request rest of staff
members to trial

Gather feedback from
staff. Review feedback
and revise the reference
guide as necessary

All staff will use the
hanger for parking.
Gather and review
feedback and revise the
reference guide as
necessary

RESULTS
CHANGE IDEAS
Hold the meeting at Central
City (or meet after PQI
training sessions)
Use tele-conference instead
of in person meeting

Travel cost per month/period

PROCESS MEASURES
1. # of regular submissions of parking
2. # of travels per month
3. Time cost for travel per month

Lack of travel
guideline/education

1. Mileage cost
2. Parking cost
3. Hotel cost

Shuttle service
Carpooling
Public transportation
Hanger (multi-site parking
pass)
Use a consistent travel
booking service

BALANCING MEASURES

Figure 1: Travel Cost per period (Outcome Measure)

Figure 2: Parking Hanger Reference Guide

1. Physician engagement
2. Staff Satisfaction

CONCLUSION & NEXT STEPS
CHANGES MADE

$14,462

Meeting Location & Mileage Cost

Parking Cost

Parking Cost

Reduce the number of traveling by
holding physician meetings at
Central City (during the break of
the training session or after the
training session)

Create and revise
the Parking Hanger
Reference Guide

Encourage staff to
use parking hanger
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The total expenditure of PQI
staff travel in 2018/19

TEAM
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The team was under budget in this fiscal year
We plan to spread the change to PQI faculty so they can save the travel cost as well
The parking hanger reference guide will be included in the new employee
orientation package

Project Lead: Neil Tong
Consultant: Janice Eng
Team Members: Angela Tecson, Tonya Lynch
SMART Travel: Saving Money is an ART

We are all going to die sometime

Integrating a Palliate Approach to Care in Home and Community Family and Caregiver Survey (n=20)
Total Counts

Mrs. Michel M. White

AIM

Willing to complete a questionnaire while waiting for doctor

To discover and optimize patient involvement in their care and patient investment in
the healthcare teams as an ADVOCATE of ADVOCATES

Support Groups are needed for individuals with life-limiting illness

BACKGROUND

Desire to know future expect and the illness progression

I am a Patient & a Caregiver
I have been living with multiple rare conditions for over 35 years
I am a Wife, a Mother, and a Grandmother
I love to swim, read, sew & do photography
I am a trained Legal Secretary, Medical Transcriptionist, and Aboriginal TA, as well as having a home-based
sewing business

Desire to know my life expectancy

Palliative approach to care would replace current treatment
0

PALLIATIVE CARE QI PROJECT

50

75

100

LESSONS LEARNED

I am not my medical condition
My name is Michel and I have a life-long chronic medical condition
I do. not have a complaint! I have medical issues
Don't ask me what normal is, because normal is a setting on a dryer

Before being a part of a Palliative Care Team, I did not know the meaning of these definitions:
PALLIATIVE CARE: Reducing the severity of or alleviation of symptoms without curing the underlying disease.
In other words, therapy that alleviates symptoms but does not cure the disease.
HOSPICE: An institution that provides a centralized program of palliative and supportive services to dying
patients and their families in the form of physical, psychological, social and spiritual care; such services are
provided by an interdisciplinary team of professionals and volunteers who are available to provide assistance
at home and in specialized inpatient settings.
PATIENT: One who is suffering from disease, injury, an abnormal state or a mental disorder and is engaged in
related treatment.
PALLIATIVE CARE IS continuous and actually applies to many, many patients. It is for patients with life-limiting,
life-altering medical conditions.

Think of the cell phone. How many had a phone that was bulky, heavy and had to be flipped open? Compare this
analogy to when the doctor was the one with the say and decided what would happen to/with the patient.
Now think about your cell phone today. Think how small it is today, but how much more you can do with it now,
compared to when they first came out. This is like the Patient being a partner in their health care. The patient
has much more say now than they did years ago

I believe that 95% of healing is our attitude; 5% is medical. I want to improve my quality of
life, not just delay death.

My takeaway: How do you know if you fit this definition? Who do you contact?

NEXT STEPS

PROBLEM

1. Teach other patient advocates the value of being on a Quality Improvement Team
2. Be a voice for Patient Involvement in health care teams
3. Be an advocate for WHAT MATTERS TO YOU?
4. Be part of THE team –Doctors, Nurses, Patients

93% of health care partners agreed that the patient voice and perspective added value to the initiative
91% of patient partners agreed that they were able to express their views freely
87% of health care partners agreed that involving patients was an effective use of their time
89% of patient partners felt that their voices were heard
Research shows that if a patients leaves a doctor’s office with even ONE unanswered question, they had the
lowest level of improvement with their symptoms
Patients who ask questions and become more involved in their health care are more likely to follow the
physician's instructions and have better health care
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Optimizing Handovers Between Hospitalists

CHANGES MADE

Dr. Vandad Yousefi, MD

AIM

By April 2019, all hospitalist patients at ERH with a stay of >5 days will have
completed, standard handover notes at the time of rotation change

Currently, chart audits are still being done retrospectively to assess changes in handover quality. Baseline data from
September 2017 and August 2018 showed little change in performance, despite ongoing discussions about handovers
and the first PDSA cycle of draft templates.

Discontinuity of care is a built-in feature of the hospitalist model of care. Hospitalists work shifts of
varying durations and frequently “handover” patients to their colleagues at the end of their clinical
rotations. Handover points (also known as “handoffs”) can be associated with communication
breakdowns, which are a major root cause of adverse patient events. Additionally, communication
breakdowns are a leading cause of medico-legal concerns for practicing physicians and can have a
negative impact on the overall efficiency of care. Given that FH hospitalists look after 1400 patients on
any given day, it is important to ensure robust handover practices. However, department surveys and
audits have shown that 45% of department members believe the current handover practices at their site
are insufficient. No formal handover note is available at the time of rotation changes in 11% of the time,
and 17% of notes are illegible. The top 5 necessary elements of a proper handover note (as determined
by a survey of department members) are only present in 45% of instances.

100%

75%

50%

25%

PROJECT DESIGN & STRATEGY
This project strives to:
1. Develop a more consistent presence of formal handover notes at the time of rotation shift
2. Establish a standardized documentation system that contains the most important elements of a
handover
3. Improve physician satisfaction with the quality of handover notes

By April 2019, all hospitalist
patients at ERH with a stay of
>5 days will have completed,
standard handover notes at
the time of rotation change

OUTCOME MEASURES

PRIMARY DRIVERS
Physician
Engagement

SECONDARY DRIVERS
Knowledge & Workflow
Improvement

0%

CHANGE IDEAS

Standardization

Standard Template

Electronic Medical
Records

Standard Template

Develop an electronic tool

1. Legibility
2. % of patients with top 5 elements
3. % of patients with each of 14 important
elements of a good handover note

Ticagrelor

DOACs

Warfarin

Figure 2: Run chart of top 5 essential elements missing from handover
notes Given the manual nature of audits, we do not yet have enough
data points to observe clear trends. However, in the early phase of our
first PDSA cycle, we see some stable trends for some aspects of the
handover template documentation while a worsening trend for other
elements.

Developing an implementing a standard handover template across multiple sites is possible, but
requires a significant degree of engagement from frontline physicians.
Clinical chart audits to measure progress on handover quality are time-consuming and require internal
validation of audit methodology and on-going training of auditors.
Anecdotal evidence and qualitative feedback from hospitalists at ERH suggest an uptake in use of
templates, but need to be validated with retrospective chart audits (in progress).
Continue to refine the handover templates and complete audits to measure progress.

BALANCING MEASURES

TEAM

1. Time to complete handover note

Yandad Yousefi
Tiffany Barszczewski
Silvia Brunner
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Clopidogrel

LESSONS LEARNED & NEXT STEPS

Education session on need
for change & survey results

Develop and implement a
standard template

ASA

Figure 1: Top 5 essential elements missing from handover
notes During the early stages of the first PDSA cycle, we
continued to see a high defect rate in the documentation of the
top 5 key elements of handover notes. We observed variability
in the rates among the 5 elements, with the documentation of
pending tests showing highest missed opportunity.

1. % of patients with handover template
present in chart

PROCESS MEASURES

Multiple iterations to derive a
common acceptable template

RESULTS

BACKGROUND

AIM

Created Standardized template
available on FormImprint

Education session at National
Hospitalist Conference
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Optimizing Handovers Between Hospitalists

Decreasing Midazolam and/or Morphine in
Intubated Patients at Langley ICU

CHANGES
MADE

Dr. Saeed Zavareh, MD

RESULTS

AIM

We were able to decrease use of Midazolam by 40%
We were not as successful at reducing use of Morphine in our intubated patients
After providing education on alternatives to M±M, weekly physician and full-time
nurses showed a decrease in use of M±M

Decrease use of Midazolam and/or Morphine ("M±M") by 50% in intubated
patients at Langley Memorial Hospital (LMH) Intensive Care Unit by June 1, 2019.

BACKGROUND
The majority of intubated patients need sedation and analgesia (1). Midazolam and/or Morphine (M±M)
are used frequently in ICU patients (2,3) for sedation and analgesia (due to cheaper cost, accessibility,
culture and probably the sweet name!) (4). There is a growing body of evidence that shows increased use
of M±M leads to more frequent Ventilator-Associated Events (VAE), longer periods of intubation and ICU
length of stay (5). M±M remains in the system longer than other medications, especially with patients
who have a decline in kidney and liver function (common among critically ill patients)(6). Despite this
evidence, better alternatives (e.g. Propofol, Dexmedetomidine, Fentanyl, Hydromorphone) are not used
as frequently, likely due to higher cost, unfamiliarity of staff and lighter sedation (7,8).

PROJECT DESIGN & STRATEGY
Meeting with team members; Manager, Pharmacist, Head of ICU and Patient Care Coordinator
Gathering baseline data, analyzing data from 2018 with support from volunteer
Initial survey of staff about their knowledge regarding sedation drugs
Education session for: physicians, registered nurses, respiratory therapists, and pharmacist
Feedback survey post education
Continuous education

PLAN

DO

Review use of M±M
among intubated ICU
patients at LMH (one
year of baseline data
collected)
Create current
knowledge survey and
education tool to roll
out across LMH ICU

TEAM

STUDY

Educate stakeholders
in the care of
intubated patients in
ICU at LMH
Collect ongoing data
and track changes over
time to see if
improvements made
after education
provided

REFERENCES
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Reevaluate aim, focus on
reducing use of Midazolam
moving forward (there is
stronger evidence against its
use due to negative side
effects, compared toMorphine)
Continue providing ongoing
education to new and existing
staff

Figure 2. Process Measure:
RNs Educated about M&M use and alternative for
vented ICU patients

LESSONS LEARNED
Weekly ICU physician played a positive role in using less M±M consistently, because they were able to track patients
and carry forward decision to use alternatives to M±M throughout the week
Difficult to engage locum physicians and casual nurses, who were not receiving ongoing education like regular staff
at LMH ICU
Reducing use of two different medications (from different classes of drugs and with two different purposes) can not
easily be assessed or improved effectively in one QI project; important to keep scope small

ACT

Analysis of data
before and after
education shows
we have been
successful in
reducing use of
Midazolam but
not Morphine

Dr Zuheir Abraham Department Head, LMH ICU
Ravi Paul CNE and Director, LMH ICU
Terry Satchwill Director, LMH ICU
Gaurav Kumar Head of Respiratory Therapy, LMH
Jennifer Atchison, Coordinator, PQI

Figure 1. Outcome Measure
Number of M& M cases between vented
patients at LMH ICU

NEXT STEPS
1. Continue project with emphasis on further reducing use of Midazolam, due tosupportive evidence against using
Midazolam as sedation in intubated patients
2. Create a continuous alarm system for every mechanically ventilatedpatient who is on Midazolam to allow:
a. Pharmacists to flag patients on Midazolam for MD
b. MD can review in the morning, make applicable changes, anddiscuss with care team
3. Consider creating an email reminder for all new/temporary staff to engage andeducate them in limiting use of Midazolam
4. Spread initiative to other ICUs in the region

Chris Lo Pharmacist, LMH
Amanda Hogewoning Charge Nurse, LMH ICU
Raemone Friesen Charge Nurse, LMH ICU
Tova Dang Volunteer
Janice Eng Data Analyst, PQI
5.JAMA. 2012 Mar;307(11):1151-60.
6.JAMA. 2009;301(5):489. Epub2009 Feb 2.
7.Crit CareMed.2006;34(5):1326.
8.Am J RespirCritCare Med.2014;189(11):1383.
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COHORT 5

CHANGES
MADE

Stop the Drop!
Atussa Behnam-Shabahang, RN
By June 2020, improve the pre-procedural intubation process at Burnaby Hospital
Intensive Care Unit to decrease intubation induced hypotension in patients by 50%.

AIM

Developed a checklist.
Incorporated “Pause”
into pre-procedural
process.

Extra considerations to optimize
hemodynamics.
More prepared for possible low BP.
Trialed Shock Index.

RESULTS

51

BACKGROUND
Given the tenuous respiratory and hemodynamic state of ICU patients, the endotracheal intubation (ETI) procedure is often
not tolerated well and poses a further physiological risks to patients. Although adverse events are multifaceted, post
intubation hypotension is among the most common complication in ICU which can lead to detrimental cardiovascular
collapse (1). Complications of hypotension may be associated with higher in-hospital mortality and longer length of stay in
the ICU (2). Furthermore, research cites these adverse events can be preventable with changes in current practice to negate
poor patient outcomes. This project prioritizes patient safety during healthcare delivery and is committed to improving
patient outcomes of our most critically ill.

Total number of
intubations reviewed
for hypotension

9

PROJECT DESIGN & STRATEGY
Identified opportunity for a QI project and scoping with QI team

ICU team engaged in fishbone diagram root cause analysis

We aim to reduce the occurrence of hypotension caused during and
post intubation. By improving the pre-procedural process we
developed a intubation checklist to address the identified contributing
factors:
Standardizing the intubation process
Incorporate “Pause” before intubation
Optimizing patient hemodynamics, and
Enhancing team communication

Developed checklist based on root causes

PDSA cycles with draft checklist and team

Continuous reviews with BH ICU QI committee

Final checklist initiated in team mock practice huddles

Implemented at real intubations and continued PSDA’s

Concepts from the operating room procedural checklist were
incorporated. We also considered the Shock Index (SI) tool to predict
patient hemodynamic stability for intubation. Rates of procedural
hypotension mean arterial pressure (MAP) were collected through
retrospective chart scans and live data collection.

Reliable IV/IO access
- Infusing IV line

Prepare the Equipment

Preoxygenation
- Nasal prongs with ETCO2
- Consider NIV

Cardiac monitor
- BP q3 mins; SpO2

Position Patient
PCC to Allocate RN Roles
- Drugs administrator
- Monitoring patient
- Documenter
- Runner
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Our team’s initiative identified the need to improve patient safety during ETI by enhancing pre-procedural processes. Many of our proactive
checklist concepts were later validated and echoed in the COVID-19 regional critical care guidelines for the pandemic response.
Positively introduced and generated the teams interest in QI processes.
Multidisciplinary team collaboration in this QI project.

LESSONS LEARNED

4P's of INTUBATION Checklist
Pre-procedural pause with whole team at bedside

PPC plants with primary RN

Optimize Hemodynamics
- Fluid resuscitation?
- Recent BP trends?

Baseline data Dec 2018 –Oct 2019 indicates ETI procedural hypotension rates at 31%. Data gap caused by the pandemic.
COVID-19 pandemic hindered data collections required for the outcome measures.

Final drafts of the checklist was initiated in practice huddles and
meetings then applied to patient cases starting with our ICU lead team.

Prepare the Patient

Airway Assessment
- Awake intubation option?

Intubations completed
Feb-Mar 2020 using 4 P's
checklist (before pandemic
changed guidelines) with no
significant BP changes after
checklist implementation.

In future, we will spend more time on root cause analysis and be liberal with re-scoping as needed.
Despite some affirming ICU literature, after a retroactive data analysis, we concluded there was no correlation in the shock index predictive score
and hypotensive incidents in our ICU patient population.

PPC plants with primary RN

Preparing Medication
- Patient's Weight
Phenylephrine
-RSI medication
- Aware of drug allergy
RT Equipment check & available
- BVM
- Suction & yaunker
- 2 ET tubes
- Laryngoscope
- Glidescope
- Difficult airway kit
- Bougie

PAUSE
to Prepare the Team
PCC Checklist Lead:

TEAM

Prepare for Difficulty
Physician Lead

Verbalise:
- "We are initiating the pause."
- "Are hemodynamics
optimized?" (BP trends)
- "What is the airway plan?"

If PCC is unable to be Checklist
Lead delegate role

Verbalise:
- "Airway plan is..."
- "Plan B/C..."
- "Who do we call for if help
intubation falls?"

Atussa Behnam-Shabahang RN
Dr. Ishtiaq Ahmed MD
Christine Thomas RN (CNE)
Dr. Vincent Mabasa PharmD
Michele Arnesen MSN (Manager)
Angel Kennedy Student Partner

REFERENCES

- "Does anyone have questions
or concerns with the plan?"
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Appreciation for the great team at BUH ICU and PQI!
Special thanks to BUH ICU physicians, nurses, PCCs and RTs.
QI consultant Maryam Eltawil
QI Coaches Dr. Sarah Ostler, Dr. Lawrence Yang and Tonya Lynch
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2.) Trivedi, S., Demirci, O., Arteaga, G., Kashyap, R., & Smischney, N. J. (2015). Evaluation of preintubationshock index and modified shock index as
predictors of postintubation hypotension and other short-term outcomes.Journal of critical care,30(4), 861.e1 –e7.

Stop the Drop!

CHANGES MADE

Physical Restraint Reduction at The Mayfair
AIM

Education
modules created
and shared

New beds with
safest side-rails
introduced

Dr. Alfred Chafe

Sensory
equipment and
tools trialed

Reduce the use of bed side-rails as a form of restraint by 20% for older adult
residents at the Mayfair by June 2020.
Cycle 1 Education Module 1 for Leadership and QI Nurse

BACKGROUND

Cycle 2 Education Module 2 for Day Staff

The use of physical restraints in older adults is associated with poor outcomes:
Cardiovascular stress
Incontinence
Muscle atrophy
Pressure ulcers

Infections
Agitation
Social isolation

PDSA
CYCLES

Cycle 3 Education Module 2 for Night Staff

Psychiatric morbidity
Serious Injuries
Death

Cycle 4 Module 3 Families
Cycle 5 Alternative Therapies

Older adults with dementia have the highest risk of all patients for being restrained when
institutionalized. Patients may feel lost and afraid and try to escape or resist care, yet language deficits
associated with dementia limit their ability to clearly express these concerns.

RESULTS

PROJECT DESIGN & STRATEGY

Reduction of Physical Restraints at The Mayfair
The P-Chart below illustrates a consistent reduction in the
use of bed side-rails through 2019 and into 2020. This
reduction exceeded our aim of 20%. The endpoint
approximately reaches 500/4 before leveling off. Arrows and
boxes represent times of education module presentation to
staff or families at The Mayfair.

In initiating and designing this project QI methodologies such as Total Quality Management and Six Sigma were utilized.
After appropriate review of the literature, the project lead engaged The Mayfair's leadership to purchase the safest bed siderails. These bed side-rails are one quarter upper units.
We were very fortunate that there was interest in this project from the DOC level down to bedside clinical staff.
The project membership then utilized current literature to develop teaching modules for facility staff and families.

AIM

Alternative
therapies
introduced

Reduce the use of bed side-rails as a form of restraint by 20% for older adult residents at the Mayfair by June 2020.

PRIMARY DRIVERS
Establish
Engagement
Adapt and
Change the
Environment

Assess and Change
Culture

Assess and Adapt
Processes

Provide Education
with Clear
Communication

SECONDARY DRIVERS
1. Physicians
2. Family
3. Director of Care
4. LPN's, RN's and Allied Health Staff

CHANGE IDEAS
Introduce physicians, residents and family to PQI Project it's Aim and Goals
Engage physicians, residents and family to trial of least restrain to or no
restraint when possible

1. Equipment selection looking at
safest forms of physical restraints
2. Activities
3. Space

Use activities, aromatherapy, tactile objects, etc.
If restraint used, choose equipment and technique that optimizes safety
Minimize physical restraint use

1. Staff behaviour and approach
2. Respect law and policies
3. Staff safety
4. Resident safety

Review the restraint requests and process
Assess those using restraints
Assess new admissions and transfers from acute care
Provide education modules for facility staff and families

1. Review process whereby a
resident receives a restraint
2. Assure that FHA Least Restraint
Policy is being followed

Perform surveys for physicians, staff and families to measure "buy in" and
compliance
Perform surveys to identify barriers or lack of confidence in project

1. Develop standardized education
modules

Introduce physicians, residents and family to PQI project, its Aims and goals
Assure education modules provide clarity

RETURN TO TABLE OF CONTENTS

NEXT
STEPS
1. Provide ongoing access to
education modules
2. Continue data collection by facility
QI Nurse
3. Encourage Director of Care and
Medical Director to regularly
monitor data as function of facility
quality improvement.
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LESSONS
LEARNED
Facility leadership participation was a
fundamental component for successful
change and improvement
Education of facility staff and families became
the basis for change and improvement
Teamwork was successfully encouraged and
became a framework for sustainability.

TEAM
Dr. Alfred Chafe, Project Lead
Dr. Akber Mithani
Dr. N. Moodley
Marilyn Smart RN
Monica Abraham RN
Gita Rafiee, Clinical Nurse Specialist
Angela Tecson, QI Coach

Physical Restraint Reduction

Anesthesia / Maternity Joy of Work

RESULTS
Anesthesia Satisfaction with Consult

Dr. Sean Rose, MD

AIM

LESSONS LEARNED

Crucial Conversation Anesthesia

New Midwife

To improve the joy of work by 30 percent by March 2020 at Peach Arch Hospital.

BACKGROUND
This goal of this project is to improve the joy of work on the maternity floor for all team members at
Peach Arch Hospital . This aligns with Fraser Health Priorities in the provider experience goals by
improving medical staff engagement, accountability, and leadership. Patient care will also be improved.
The problems identified at Peace Arch were that the staff were unengaged, did not feel part of a team,
and burnout was increasing with resultant absenteeism and increased turnover. Impediments to joy
were psychological safety, fear of reaching out to doctors, and speaking up, and feeling harassed. A
sense of camaraderie was needed.

JOY OF WORK Team Satisfaction Score

Due to poor relationships with staff, MRP’s were intimidated to request an epidural. This lead to job
dissatisfaction and poor patient analgesia.

RN Crucial Conversation

Anesthesia Crucial Conversation

PROJECT DESIGN & STRATEGY
Educate
RN/Midwives

Epidural
Seminar
Nov 19

Better
team
work

Survey
Increase Joy
of Work

CHANGES
MADE

Crucial
Conversation

Improved
Consults

Surveys

NEXT STEPS

Job
Satisfation

Respectful
communication

Survey

Comfortable bringing up problems and issues moving forward (all groups)
Epidural Procedural Guideline

Increase Joy
of Work

RN Crucial
Conversation
Anesthesia Crucial Conversation

METHODS
Surveys – Continuous Variable Data
Your Role:

Develop a team protocol for
epidurals
Decrease frustrating calls to
anesthesia
Decrease reluctance of MRP to
call anesthesia
RN education
Crucial conversation

Team Epidural
Guideline
Implement

Health
Providers

☐ Anesthesia

☐ RN

☐ Obstetrician

☐ Midwife

Midwife Crucial
Conversation

☐ GP

1. Balancing measure - patient satisfaction
and informed consent and knowledge of
analgesia in labor via prenatal zoom
classes. I have joined the Maternity Clinic
prenatal class which will see 100 people
once every three months.
2. Burnaby Hospital has expressed interest in
the same project , with the sustainability of
this project it will hopefully allow expansion
to the entire health authority.
3. Evaluate during Covid times.

Date of Service: _________________________________

TEAM

I was satisfied with the interaction from anesthesia.
☐ Strongly Disagree ☐ Disagree
☐ Agree
☐ Strongly Agree
I was satisfied with the interaction from MRP.
☐ Strongly Disagree ☐ Disagree
☐ Agree
I was satisfied with the interaction from RN.
☐ Strongly Disagree ☐ Disagree
☐ Agree

☐ Strongly Agree

REFERENCES
1. Adams, LY. Workplace Mental Health Manual for Nurse Managers. Springer Publishing Company; 2014.
2. Ball J, Pike G, Griffiths P, Rafferty A, Murrells T. RN4CAST nurse survey in England [Internet]. National Nursing Research Unit; 2012. Available from: http://tinyurl.com/d5dunaj
3. Watts, J, Robertson, N, Winter, R. Evaluation of organizational culture and nurse burnout: A study of how perceptions of the work environment affect morale found that workplaces
considered by employees as innovative and supportive had a positive effect on their wellbeing. Jenny Watts and colleagues report. Nursing Management. 2013: 20(6), 24-29.
4. Bilsker, D, Gilbert, M, Myette, TL, Stewart-Patterson, C. Depression and Work Function: Bridging the Gap between Mental Healthcare and the Workplace [Internet]. 2005 [cited 2014
September 16]. Available from: http://site.ebrary.com/lib/sfu/docDetail.action?docID=10222632
5. Shernoff, NW. Assessing the impact of the workplace social climate on the job satisfaction levels of hospital nurses. Dissertation Abstracts International Section A. 2004: 64, 4646.
6. Quine, L. Workplace bullying in nurses. Journal of Health Psychology. 2001: 6(1), 73-84.
7. How Better Behavioral Health Integration Helps Patients and Clinicians
8. Nursing Burnout:We are not doing enough –

☐ Strongly Agree

I was satisfied with the interaction from obstetrician.
☐ Strongly Disagree ☐ Disagree
☐ Agree
☐ Strongly Agree
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Using leadership skills and engaging all
parties, especially the the maternity
manager of clinical services, allowed the
project to be expedited.
Developing a mutually agreed epidural
procedural guideline engaged all health
care providers which increased the joy of
work. Consultations were well received.
Speaking with each group of health care
providers collectively or separately
regarding crucial conversations created a
respectful workplace and improved job
satisfaction.
Team huddles allowed me to reward staff
for participating and informed them of
our progress. Not only through my words
but through graphs I was able to visually
show the increased joy of work and the
success of various changes. The huddles
allowed staff education, and celebration of
the teams success.
I felt rewarded to give purpose, reward
performance and bring us all together.
Hopefully inspiring people for their work,
leads to overall happiness in life.
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Amandeep Gill – Volunteer
Anesthesiologists, Midwives, General
Practitioners, Obstetricians, Nurses, Medical
Director, and Clinical Services Administrators
Anesthesia / Maternity Joy of Work

Deprescribing in Residential Care

RESULTS
Bevan Village, LTCAL Home, Abbotsford Polypharmacy

Dr. Adriaan Windt, MD
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.

UCL = 14

Mean = 11
# Residents on 9 or more meds

AIM

Individuals

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.

LCL = 9

Define criteria for meds

Explore scale up opportunities

Team meeting

Physician readiness to change
Consult expert regarding
alternatives

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)

LESSONS LEARNED
Building multidisciplinary teams in LTCAL homes can produce significant outcomes.
It is essential to involve residents and family members/caregivers as team members to avoid negative trends in
balance measures.
Electronic medical records are not designed to provide useful information for quality improvement projects without
significant time investment.
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
1. The project is currently being repeated at another facility (Maplewood House) with the goal to simplify
2. the process as much as possible, especially the data extraction process. Following that, the initiative will
3. be introduced to the facility medical directors across Fraser Health to consider broader implementation.

TEAM
Adriaan Windt, Project Lead
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Simran Dhadda, Volunteer

Deprescribing in Residential Care

Index

Using this interactive resource

Access

Improving Access to Specialized Care at BC Cancer Surrey
“We Can’t Wait Forever!”: Improving Access to the Specialized Senior’s Clinic
Waiting is Painful…
Addiction Medicine Follow-up: Improving Access to Life Saving Treatments
Improving timely access to service in the Chronic Pain Clinic of JPOCSC

Addiction

Opioid Use Disorder: An Emergency Worth Treating
Addiction Medicine Follow-up: Improving Access to Life Saving Treatments

Agitation

Improving Documentation of Pain, Agitation and Delirium (PAD)
Vascular Lab Project

Anesthesia

Prevention of Intraoperative Hypothermia
Anesthesia / Maternity Joy of Work

Blood
Transfusion

Increasing Compliance with Blood Transfusion Legal Requirements

Cancer

Improving Access to Specialized Care at BC Cancer Surrey
Rapid Access Oncology: Improving the referral to consult wait-times for FHA in-patients
Lung Mass – Rapid Autopilot Program (RAP)
Pancreas Cancer Wait times in Fraser Health

Cardiology

In Search of Appropriateness: Improving Quality of Echo Referrals
Reduction in Post-PCI Medication Error with a Standardized Communication Tool
Reducing Congestive Heart Failure (CHF) Decompensation
Optimal timing of Pre-Admission Clinic Appointments before Cardiac Surgery
Improving Dual Antiplatelet Therapy (DAPT)/ Antithrombotic Therapy (AT) Adherence by
Education

COPD

Please Help Me Go Home Early

Clinic

Care of Diabetic Foot - Much Needed Change!
Vascular Limb Preservation Clinic
The Fraser Health Complex Wound Centre
Optimal timing of Pre-Admission Clinic Appointments before Cardiac Surgery

Complex
Wounds

The Fraser Health Complex Wound Centre

CHF

Reducing Congestive Heart Failure (CHF) Decompensation
Please Help Me Go Home Early

Consultation

Rapid Access Oncology: Improving the referral to consult wait-times for FHA in-patients
Better Care with Faster Reporting
Lung Mass – Rapid Autopilot Program (RAP)
"Something is wrong and I know it"

Critical Care

Improving Critical Care through Telehealth

Click on any underlined item to access that page or project
Click on "Return to Table of Contents" to return to table of contents
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Access - Critical Care

Delirium

Deprescribing

Deprescribing in Residential Care
Reducing Statin Use Amongst Elderly Long Term Care Facility Patients

Discharge

Discharge from the Emergency Department: Improving the Experience for Geriatric Patients
Psychiatric Inpatient Post-Discharge Follow Up Improvement Project
Prevention of Intraoperative Hypothermia
Please Help Me Go Home Early
Efficient Planned Discharges

Diabetes
Diagnosis

Documentation

Drug Use

Opioid Use Disorder: An Emergency Worth Treating
Reducing Congestive Heart Failure (CHF) Decompensation
Home is Best: Minimizing ER Transfers from a Long Term Care Facility
Reducing Door-to-Needle Times for Acute Ischemic Stroke at ARHCC-ER

Improving Documentation of Pain, Agitation and Delirium (PAD)
Vascular Lab Project
Early Delirium Detection at Delta Hospital
The ERH Delirium Collective
Delirium: Decreasing the Distress

Care of Diabetic Foot - Much Needed Change!
Type 2 Diabetes Care: South Asian Engagement
One Breath At A Time: Improving Access To Spirometry Services At Fraser Health
Early Delirium Detection at Delta Hospital
Lung Mass – Rapid Autopilot Program (RAP)
Improving Documentation of Pain, Agitation and Delirium (PAD)
Early Delirium Detection at Delta Hospital
Safer Opioid Prescribing in Family Physicians in Fraser Health
Opioid Use Disorder: An Emergency Worth Treating
Reducing Statin Use Amongst Elderly Long Term Care Facility Patients
Better Care with Faster Reporting
Addiction Medicine Follow-up: Improving Access to Life Saving Treatments
Decreasing Midazolam and/or Morphine in Intubated Patients at Langley ICU
Deprescribing in Residential Care

Echocardiogram In Search of Appropriateness: Improving Quality of Echo Referrals

Education &
Engagement

Type 2 Diabetes Care: South Asian Engagement
Improving Dual Antiplatelet Therapy (DAPT)/ Antithrombotic Therapy (AT) Adherence
by Education

Error
Reduction

Reduction in Post-PCI Medication Error with a Standardized Communication Tool

Family
Medicine

Improving Timely Access to Inpatient Care and its Effects on Hospital Flow
Safer Opioid Prescribing in Family Physicians in Fraser Health
Increase Chilliwack Family Physician Engagement with Attaching Orphaned Patients
Through a Central Patient Attachment Program (PAM)

Follow-up

Psychiatric Inpatient Post-Discharge Follow Up Improvement Project

Hospital
Flow

Improving Timely Access to Inpatient Care and its Effects on Hospital Flow

Hospitalist
Medicine

Hospitalist Stroke Management Improvement Project
Reducing Congestive Heart Failure (CHF) Decompensation
Clinical Practice Guideline Rounds: Improving practice at SMH, one topic at a time
Efficient Planned Discharges
Time is Gold in Sepsis
Optimizing Handovers Between Hospitalists

Hypothermia

Prevention of Intraoperative Hypothermia

Intensive
Care

Improving Documentation of Pain, Agitation and Delirium (PAD)
Decreasing Midazolam and/or Morphine in Intubated Patients at Langley ICU
Stop the Drop!

Intubation

Decreasing Midazolam and/or Morphine in Intubated Patients at Langley ICU
Stop the Drop!

Joy of Work

Anesthesia / Maternity Joy of Work

Length of
Stay

Improving Timely Access to Inpatient Care and its Effects on Hospital Flow
Hospitalist Stroke Management Improvement Project
Improving the Postoperative Course of Knee Arthroplasty Patients at Surrey Memorial Hospital
Vascular Limb Preservation Clinic
Improving Critical Care through Telehealth
Please Help Me Go Home Early

What the ECHO!

Elderly

Emergency

Discharge from the Emergency Department: Improving the Experience for Geriatric Patients
Reducing Statin Use Amongst Elderly Long Term Care Facility Patients
“We Can’t Wait Forever!”: Improving Access to the Specialized Senior’s Clinic
The ERH Delirium Collective
Delirium: Decreasing the Distress
Home is Best: Minimizing ER Transfers from a Long Term Care Facility
Improving Pneumococcal Pneumonia Immunizations in Long-Term Care
Physical Restraint Reduction at The Mayfair
Deprescribing in Residential Care
Cut it SHORT! A Battle to Reduce Decision To Incision Time of Emergency C-Sections!
The Red Dot Project: Analysis of Post-Operative Visits to the Emergency Room
Discharge from the Emergency Department: Improving the Experience for Geriatric Patients
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Delirium - Length of Stay

Long Term
Care

Reducing Statin Use Amongst Elderly Long Term Care Facility Patients
Home is Best: Minimizing ER Transfers from a Long Term Care Facility
Improving Pneumococcal Pneumonia Immunizations in Long-Term Care
Physical Restraint Reduction at The Mayfair
Deprescribing in Residential Care

Prescription

Safer Opioid Prescribing in Family Physicians in Fraser Health
Reducing Statin Use Amongst Elderly Long Term Care Facility Patients
Deprescribing in Residential Care

Psychiatry

Psychiatric Inpatient Post-Discharge Follow Up Improvement Project
Better Care with Faster Reporting

Quality of
Life

Integrating a Palliative Approach to Care in Home and Community (iPAC-HC)
We are all going to die sometime

Maternal
Medicine

Cut it SHORT! A Battle to Reduce Decision To Incision Time of Emergency C-Sections!
"Something is wrong and I know it"
Anesthesia / Maternity Joy of Work

Mental
Health

Psychiatric Inpatient Post-Discharge Follow Up Improvement Project
Better Care with Faster Reporting
Delirium: Decreasing the Distress
Optimizing Mental Health of Parents of Infants Admitted to the NICU

Referral

In Search of Appropriateness: Improving Quality of Echo Referrals
The Fraser Health Complex Wound Centre
“We Can’t Wait Forever!”: Improving Access to the Specialized Senior’s Clinic
Improving timely access to service in the Chronic Pain Clinic of JPOCSC

NICU

Optimizing Mental Health of Parents of Infants Admitted to the NICU

Reporting

Oncology

Improving Access to Specialized Care at BC Cancer Surrey
Rapid Access Oncology: Improving the referral to consult wait-times for FHA in-patients
Lung Mass – Rapid Autopilot Program (RAP)
Pancreas Cancer Wait times in Fraser Health

Incident Reporting - One Physician at a Time
Better Care with Faster Reporting
Strengthening Medical Management Reviews for Patient Safety

Rounds

Clinical Practice Guideline Rounds: Improving practice at SMH, one topic at a time
Efficient Planned Discharges

Safety

Incident Reporting - One Physician at a Time
Safer Opioid Prescribing in Family Physicians in Fraser Health
Strengthening Medical Management Reviews for Patient Safety

Sepsis

Surviving Sepsis at Eagle Ridge Hospital
Time is Gold in Sepsis

Smoking
Cessation

The BuTTOut QI Project: Perioperative Smoking Cessation

Specialized
Care

Improving Access to Specialized Care at BC Cancer Surrey
Vascular Limb Preservation Clinic
“We Can’t Wait Forever!”: Improving Access to the Specialized Senior’s Clinic

Spirometry

One Breath At A Time: Improving Access To Spirometry Services At Fraser Health

Standard of
Care

Increasing Compliance with Blood Transfusion Legal Requirements
Improving Dual Antiplatelet Therapy (DAPT)/ Antithrombotic Therapy (AT) Adherence by
Education
Clinical Practice Guideline Rounds: Improving practice at SMH, one topic at a time

Stroke/TIA

Hospitalist Stroke Management Improvement Project
Reducing the Use of Inappropriate Carotid Ultrasound in Stroke in Burnaby Hospital
Reducing Door-to-Needle Times for Acute Ischemic Stroke at ARHCC-ER

Opioids

Safer Opioid Prescribing in Family Physicians in Fraser Health
Opioid Use Disorder: An Emergency Worth Treating
Addiction Medicine Follow-up: Improving Access to Life Saving Treatments

Palliative
Care

Integrating a Palliative Approach to Care in Home and Community (iPAC-HC)
We are all going to die sometime

Pathology

Anatomical Pathology Gross Examination Improvement

Patient
Attachment

Increase Chilliwack Family Physician Engagement with Attaching Orphaned Patients Through a
Central Patient Attachment Program (PAM)

Pain

Improving Documentation of Pain, Agitation and Delirium (PAD)
Vascular Lab Project
Waiting is Painful…
Improving timely access to service in the Chronic Pain Clinic of JPOCSC

Physical
Restraint

Physical Restraint Reduction at The Mayfair

Postoperative
Care

Improving the Postoperative Course of Knee Arthroplasty Patients at Surrey Memorial Hospital
The Red Dot Project: Analysis of Post-Operative Visits to the Emergency Room

RETURN TO TABLE OF CONTENTS

76

Long-Term Care - Stroke/TIA

Surgery

Time
Reduction/
Optimization

PROJECTS BY SITE

Improving the Postoperative Course of Knee Arthroplasty Patients at Surrey Memorial Hospital
The BuTTOut QI Project: Perioperative Smoking Cessation
Optimal timing of Pre-Admission Clinic Appointments before Cardiac Surgery

Abbotsford Regional Hospital
Incident Reporting - One Physician at a Time
Care of Diabetic Foot - Much Needed Change!
Reducing Door-to-Needle Times for Acute Ischemic Stroke at ARHCC-ER
Efficient Planned Discharges

Cut it SHORT! A Battle to Reduce Decision To Incision Time of Emergency C-Sections!
Rapid Access Oncology: Improving the referral to consult wait-times for FHA in-patients
The Fraser Health Complex Wound Centre
Better Care with Faster Reporting
Optimal timing of Pre-Admission Clinic Appointments before Cardiac Surgery
Reducing Door-to-Needle Times for Acute Ischemic Stroke at ARHCC-ER
Improving timely access to service in the Chronic Pain Clinic of JPOCSC
Time is Gold in Sepsis

Transfers

Home is Best: Minimizing ER Transfers from a Long Term Care Facility

Travel

SMART Travel: Saving Money is an ART

Ultrasound

Reducing the Use of Inappropriate Carotid Ultrasound in Stroke in Burnaby Hospital
"Something is wrong and I know it"

Unnecessary
Testing

Reducing Unnecessary Urine Cultures at Royal Columbian Hospital
Vascular Lab Project
Reducing the Use of Inappropriate Carotid Ultrasound in Stroke in Burnaby Hospital
What the ECHO!

Urine
Cultures/
Retention

Reducing Unnecessary Urine Cultures at Royal Columbian Hospital
Improving the Postoperative Course of Knee Arthroplasty Patients at Surrey Memorial Hospital

Vaccination

Improving Pneumococcal Pneumonia Immunizations in Long-Term Care

Vascular

Vascular Lab Project
Vascular Limb Preservation Clinic

Wait Times

One Breath At A Time: Improving Access To Spirometry Services At Fraser Health
Rapid Access Oncology: Improving the referral to consult wait-times for FHA in-patients
“We Can’t Wait Forever!”: Improving Access to the Specialized Senior’s Clinic
Waiting is Painful…
Pancreas Cancer Wait times in Fraser Health

Burnaby Hospital
Discharge from the Emergency Department: Improving the Experience for Geriatric Patients
Opioid Use Disorder: An Emergency Worth Treating
Reducing the Use of Inappropriate Carotid Ultrasound in Stroke in Burnaby Hospital
What the ECHO!
Stop the Drop!

Chilliwack General Hospital
The Red Dot Project: Analysis of Post-Operative Visits to the Emergency Room
Increase Chilliwack Family Physician Engagement with Attaching Orphaned Patients Through a Central Patient
Attachment Program (PAM)
Improving Critical Care through Telehealth
Please Help Me Go Home Early

Delta Hospital
Better Care with Faster Reporting
Early Delirium Detection at Delta Hospital

Eagle Ridge Hospital
Surviving Sepsis at Eagle Ridge Hospital
Increasing Compliance with Blood Transfusion Legal Requirements
The ERH Delirium Collective
Delirium: Decreasing the Distress
Prevention of Intraoperative Hypothermia
Optimizing Handovers Between Hospitalists

Jim Pattison Outpatient Care & Surgery Centre
Safer Opioid Prescribing in Family Physicians in Fraser Health
"Something is wrong and I know it"
Improving timely access to service in the Chronic Pain Clinic of JPOCSC
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Clinical Setting

PROJECTS BY SITE (CONTINUED)

The Fraser Health Complex Wound Centre
Type 2 Diabetes Care: South Asian Engagement
“We Can’t Wait Forever!”: Improving Access to the Specialized Senior’s Clinic
Waiting is Painful…
Integrating a Palliative Approach to Care in Home and Community (iPAC-HC)
We are all going to die sometime

Langley Memorial Hospital
Cut it SHORT! A Battle to Reduce Decision To Incision Time of Emergency C-Sections!
Decreasing Midazolam and/or Morphine in Intubated Patients at Langley ICU

Peace Arch Hospital

Long Term/Residential Care

Improving Timely Access to Inpatient Care and its Effects on Hospital Flow
Reducing Congestive Heart Failure (CHF) Decompensation
Anesthesia / Maternity Joy of Work

Reducing Statin Use Amongst Elderly Long Term Care Facility Patients
Home is Best: Minimizing ER Transfers from a Long Term Care Facility
Improving Pneumococcal Pneumonia Immunizations in Long-Term Care
Physical Restraint Reduction at The Mayfair
Deprescribing in Residential Care

Royal Columbian Hospital
Improving Documentation of Pain, Agitation and Delirium (PAD) at RCH Intensive Care Unit
Hospitalist Stroke Management Improvement Project
Reducing Unnecessary Urine Cultures at Royal Columbian Hospital
Vascular Lab Project
Vascular Limb Preservation Clinic
The BuTTOut QI Project: Perioperative Smoking Cessation
Optimal timing of Pre-Admission Clinic Appointments before Cardiac Surgery
Addiction Medicine Follow-up: Improving Access to Life Saving Treatments
Pancreas Cancer Wait times in Fraser Health
Optimizing Mental Health of Parents of Infants Admitted to the NICU

Other
Rapid Access Oncology: Improving the referral to consult wait-times for FHA in-patients
Strengthening Medical Management Reviews for Patient Safety

Ridge Meadows Hospital
One Breath At A Time: Improving Access To Spirometry Services At Fraser Health
Psychiatric Inpatient Post-Discharge Follow Up Improvement Project
Time is Gold in Sepsis

Surrey Memorial Hospital
Improving the Postoperative Course of Knee Arthroplasty Patients at Surrey Memorial Hospital
Improving Access to Specialized Care at BC Cancer Surrey
In Search of Appropriateness: Improving Quality of Echo Referrals
Reduction in Post-PCI Medication Error with a Standardized Communication Tool
Lung Mass – Rapid Autopilot Program (RAP)
Anatomical Pathology Gross Examination Improvement
Improving Dual Antiplatelet Therapy (DAPT)/ Antithrombotic Therapy (AT) Adherence by Education
Clinical Practice Guideline Rounds: Improving practice at SMH, one topic at a time
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Projects by Site

A
Rebecca Adams
Ali Akbar-Zadeh
Melissa Allan
Abdul Al-Tourah
Nigel Aspinall
Valerie Athaide

Alumni

E
Emergency Medicine
Hospitalist
Emergency Medicine
Oncology
Emergency Medicine
Emergency Medicine

B
Gaurav Bahl
Amarjit Bajwa
Atussa BehnamShabahang
James Bond
Wendy Bowles
Chris Bozek

Oncology
Orthopedics
Critical Care
Surgery
Nurse Practitioner
Neurology

C

AC
ARH
BH
CC
CGH
DH
ERH
JPOCSC
LC
LMH
PAH
RCH
RMH
SC
SMH

Abbotsford Community
Abbotsford Regional Hospital
Burnaby Hospital
Central City Office Towers (PQI Team)
Chilliwack General Hospital
Delta Hospital
Eagle Ridge Hospital
Jim Pattison Outpatient Care and Surgery Centre
Langley Community
Langley Memorial Hospital
Peace Arch Hospital
Royal Columbian Hospital
Ridge Meadows Hospital
Surrey Community
Surrey Memorial Hospital
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Alf Chafe
Mildred Chang
Annapurna Chavali
Audrey Chen
Marshall Cheng
Ivy Chow
Pamela Colley
Madeleine
Csillag-Wong

General Medicine
Hospitalist
Facility Engagement
Pain Clinic
Anesthesia
Medicine
Surgery
Clinical Operations

D
Ruth Demian
Raymond Dong

Diala El-Zammar
Frank Ervin
Shruthi Eswar

Emergency
Respirology
Psychiatry/Mental Health

G
Peter Gajecki
Hirekatur
Gopinath
Anata Gurung

Anesthesia
Psychiatry/Mental Health
Pathology

H
Lalji Halai
Reza Haleem
Guangming Han
Monica Herrera
Sharon Hickin
Neil Hilliard
John Hwang

Hospitalist
PQI Staff
Laboratory Medicine/
Pathology
Addictions Medicine
Critical Care
Palliative Care
Surgery

J
Jasbir Jaswal
Raj Johal

Radiation Oncology
Family Medicine

K
Family Medicine
Cardiac Services

Navraj Kahlon
Eda Karacabeyli
Sean Keenan
Reena Khurana
John Koehn
Martha Koehn

Anesthesia
Maternal Fetal Medicine
Critical Care
Internal Medicine
Addiction Medicine
Emergency
LETTER A - K

L
Queenie Lai
Martin Lebl
Dana Lee
Susan Lee
Ursula Lee
Vivian Lee
Greg Lewis
Carmen Li
Steve Ligertwood
Rassamee Ling
Ling Low

NICU
Family Medicine
Cardiac Services
Anesthesia
Oncology
Emergency
Surgery
Hospitalist
Hospitalist
Anesthesia
Family Medicine

M
Ryan Mackay
Shawn Mackenzie
Caroline Mariano
Lee Ann Martin
Cobus McCallaghan
Susan McDonald
Rumi McGloin
Neil McLean
Perseus Missirlis
Goldis Mitra
Alison Morris
Earl Morris
Travis Musgrave

Sarah Ostler

Ashdin Tavaria
Neil Tong

Hospitalist

P

Medicine
Surgery
Ongology
Oncology
Psychiatry/Mental Health
Surgery
Pharmacy
Critical Care
Anesthesia
Family Medicine
Hospitalist
Hospitalist
Hospitalist

Erica Phelps
Obstetrics/Gynecology
Shafique Pirani
Orthopedics
Ryan Punambolam Neurology

Hospitalist
Internal Medicine
Family Medicine
Internal Medicine
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Hina Qamar

Marietta Van Den
Berg
Jane Van Den
Biggelaar
George Vrabec

Jean Warneboldt
Dave Williams
Adriaan Windt
Gigi Wong
Patrick Wong

Nurse Practitioner
Pain Clinic
Anesthesia

Jit Singh
Sonia Singh
Alysalim Somani
Todd Sorokan
Diana Stancu
Miroslav Stavel
Donna Sue

Emergency Medicine
Vascular Surgery

Family Medicine
Internal Medicine
Family Medicine
Pharmacy
Internal Medicine

Y

S
Jeevan Sangha
Shauna Scotland
Mehrnoosh Shamsi
Carolyn Shiau

Psychiatry/Mental Health

W

Internal Medicine

R
Ruth Ringland
Aaron Rizzardo
Sean Rose

Frail Elderly/Older Adult
PQI Staff

V

Q

N
Muni Nazerali
Daniel Negash
Sujatha Nilavar
Brice Nouthe

T

O

Felix Yang
Lawrence Yang
Vandad Yousefi

PQI Staff
Quality & Patient Safety
Hospitalist
Laboratory Medicine/
Pathology
Hospitalist
Hospitalist
Family Medicine
Pediatrics
Hospitalist
Pediatrics
Emergency Medicine

Family Medicine
Family Medicine
Hospitalist

Z
Saeed Zavareh
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