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Introduction

The Physician Quality Improvement & Spread (PQI&S) initiative is a province wide initiative and a partnership betweearVancouv
Coastal Health (VCH), Providence Health Care (PHC), and the Specialist Services Committee (SSC). The vision of PQI&S is to
GSYLI2ZGSNI LIKEAAOALFYya (2 SylFroftS | O2yUAydzzdza AYLINROSYSg i Od
./ A& | Y2RSt T2N K&PQI&SR/IisibonyMissienSvaltiey Saa It 20 € € & ¢

¢ KA A @& SPORMEbEDklet sheweases the effort and results of 19 Cohort projects, 15 Alumni/Open More Door (OMD)
projects, and 1 Spreading Quality Improvement (SQI) project completed or near completion this year.

Congratulations to all the physicians and their team members who dedicated their time and effort to improving care fds patien

Iy

Above: Cohort 7 class photo



Supporting Medical Staff to be
Powerful Health System Partners

Physician Quality Improvement (PQI)

PQI provides training and project support

to Ldfeptidldadihg apfolit QI F 2 NJ A

theory and tools, and an opportunity to
conduct their own QI project. Training
opportunities range for sefbaced online
learning (Level 1), clatmsed half day zoom
sessions (Level 2), to cohdrased learning
with full project support (Level 3). We also
offer QI coaching as needed and Quality
Quest for tearbased learning.

Alumni & Open More Doors

This strategy was formally created this year
to continue supporting physicians in their QI
journey (alumni) and create an opportunity
for more physicians to be involved in quality
(open more doors). The key components we
offer are project funding, program advisor
support, and data analytics. We continually
strive for physicians to become QI leaders
within their team and their organization.

PQI Website

Quality
Improvement

o]

SQI Website

Spreading Quality Improvement (SQI)

SQIl is an initiative that aims to foster
collaborative relationships at the provincial,
regional/ organizational and local levels
resulting in the spread of QI work funded by
the SSC and Shared Care Committee. The
goal is to spread successful QI projects to
accelerate the impact and transformation
for our health care system within the
Institute for Health Care Improvement (IHI)
Modified Triple Aim framework. SQI
provides support to sending and receiving
sites in the form of physician funding, QI
education, data support, project/change
management, and system navigation.



Cohort 7 Projects

Institute for Healthcare Improvement (ligiModified Triple Aim

Project Titles

Patient Population Cost of Carn Provider

Chow, Bryan Improving the Efficiency of Determining Dispositional Capacity on the VGH ACE Unit

Experience Health Satisfaction

Dingee, Carol Increasing Preoperative Imaging Access at First Surgical Consult at Providence Breast Center

Lee, Darren Reducing Time to Physiatry Consultation for Traumatic Brain Injuries

To, Fergus Best Practice: Physiotherapy for All Myositis Patients

Pai, Jay Improving Access to Outpatient Therapeutic Paracentesis for Symptomatic Ascites at Vancouver General Hospital

Segedi, Maja Improve DelIVERy of Care: Decreasing Delays in Transplant Work up for Hepatocellular Carcinoma

Rose, Peter An Initiative to Reduce Delays in Pain Management for Chest Trauma Patients at VGH

Gilbert, Richard Reducing Surgical Site Infections in Patients Undergoing Pancreatic Resection

Peermohamed, Shaqil Automatic Syphilis Screening for Hospitalized Patients at Vancouver General Hospital

Tran, Victor Decreased Repeated Investigations in the Pre-Operative Patient — Cardiac Surgery (DRIPP —C)

Tang, Betty [mproving Consistency in Psychiatric Assessment of ADHD in Adults in Community Mental Health Care

Baxter, Jennifer Bringing Joy to the Workplace: Enhancing Physician Wellness in the Sechelt ER

Shnurr-Howsam, Rebecca Opitimizing Medication Reconciliation at the Geriatric Assessment Program in Richmond, BC

Drury, C. Taylor St. Paul’s Hospital Emergency Department (ED) Low Risk Pulmonary Embolism Pathway

Perron, Evelyne Enhancing Family Preparation and support at 5t. Paul’s Maternity Care Clinic

Jansen, Kara Improving Postpartum Breasifeeding Support at St Paul’s Hospital

Lupton, Keeva Reducing Urinary Catheterization on the St. Paul’s Hospital Acute Care for the Elderly (ACE) Unit

Chakrabarti, Shantabhanu Physician Wellness Project, Division of Cardiology, Providence Health

Shertzer, Robert Enhancing the Selective Laser Trabeculoplasty (SLT) Experience

Patient Experience Population Health
LYLINE A Y 3 LI U fmprfvihgHalth in the
0AYRADARIZ t Q&0 popiiatidn MddRssikyS

of health care cause of illness)

Provider Satisfaction

Improving the
experience of those
working in health care



Cohort7

Highlights
10

13 Ql TRAINING
SESSIONS

MONTHS

COHORT 7
PROJECTS

Dr. Jennifer Baxter and Dr.
Santabhanu Chakrabarti each lead
a project on physician wellness. Ideas
tested include a 5-minute check-in,
Kudos Project, and retirement
planning

19

Dr. Betty Tang
implements standardized
rating scales to streamline

assessments, save time
during appointment, and
assist patients in organizing
their thoughts.

=7

Dr. Keeva Lupton
aims to reduce length of \ /
urinary catheterization
through awareness and
communication

Dr. Richard Gilbert
improves antibiotics usage to reduce
surgical site infection rates for patients
undergoing pancreatic resection

Y

-

. 2

Dr. Darren Lee

Dr. Rebecca Schnurr-Howsam
optimizes medication
reconciliation with patient
communication and reminders

aims to shorten the
time from
admission to

Dr. Evelyne Perron enhances
families’ preparation and
support for birth with an

education package designed

by patients

physiatry consult
for traumatic brain

%% ’ a0

injury patients

Dr. Bryan Chow
improves the
efficiency of
determining

patients’ capacity to
return home

Dr. Kara Jansen
enhances postpartum
breastfeeding support by
promoting access to a
hospital drop-in clinic

oo
oo

Dr. Jay Pai creates an
outpatient paracentesis
clinic and reduces ED
visits and admissions
for cirrhosis and ascites

Jb o,

Dr. Peter Rose
reduces delays in pain
management for chest trauma

Dr. Maja Sagedi introduces a
surgeon review process to
reduce wait times for liver
transplant consultation and

decision-making

Dr. Taylor Drury
is keeping pulmonary
embolism out of hospital
with an outpatient care
pathway

v
\O,

Dr. Victor Tran
aims to decrease repeated

. investigations in pre- Dr. Shaqil
patients operative patients Peermohamed
aims to increase
Dr. Fergus To aims to increase access to syphilis

Dnl PHYSICIAN
QUALITY
| I IMPROVEMENT

Spedalist Services Committee

physiotherapy services for myositis patients
through same day assessments

screening for
patients




This year, we prioritized incorporating planetary health impacts into our QI projects to ensure that our initiative not only
improves patient care but also contributes positively to environmental sustainability. Under the guidance of our PQI alumni
Dr. Andrea MacNeill (VCH Regional Medical Director for Planetary Health) and her team, we've approached our QI projects

from a fresh perspective. A few examples include:

Breastfeeding, when
possible, is more
environmentally
preferable than
formula since it

avoids the resource

use, emissions, and
waste associated
with producing,
shipping, and
preparing formula
(see Dr. Kara Jansen)

Shorter hospital stays reduce the
environmental impacts of acute
inpatient care because they lower
the consumption of resources
such as energy, water, and
medical supplies, which
contributes to a smaller carbon
footprint and less environmental
strain from healthcare services.
(see. Dr. Bryan Chow)

Preventing infections
helps the environment by
reducing the need for
medical treatments and
hospital stays.

(see Dr. Keeva Lupton, Dr.
Richard Gilbert)

Integrated IT systems
enable seamless
coordination of care
across different
providers and systems,
benefiting the
environment by
reducing unnecessary
duplication of tests.
(see Dr. Carol Dingee, Dr.
Victor Tran)

Reviewing and
managing medications
can help reduce the "
environmental impact \ ’

caused by taking <
multiple drugs and
treating problems from
drug interactions or
inappropriate
prescriptions.
(see. Dr. Rebecca
Schnurr-Howsam)

A

:
%
\

Moving care from inpatient to
outpatient or less resource-
intensive settings saves a
significant amount of resources
and can reduce the carbon
footprint of those visits
(see Dr. Taylor Drury, Dr. Jay Pai,
Dr. Darren Lee)

Planetary Health Framework

O
% 9 £

Social Health

Determinants  Promotion
of Health

Disease
Prevention

Chronic
Disease
Management

@ Match Supply of Health Services to Demand

= &

[ : J LY
Primary and Ensure Stewardship
Community Appropriateness Programs
Care Services of Care

Reduce Emissions from Supply of Health Services
{4 & 5
Green Decarbonised Circular Economy
Infrastructure Transport in Supply Chains
and Operations
i} = <

Coordinated

Integrated Virtual
Care Delivery

Technology Care
Systems

Reference: MacNeill, Andrea & McGain, Forbes &
Sherman, Jodi. (2021). Planetary health care: a
framework for sustainable health systems. The

Lancet Planetary Health. 5. e66-e68.
10.1016/52542-5196(21)00005-X.
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Improving the Efficiency of Determining Dispositional

Capacity on the VGH ACE Unit

Dr. Bryan Chow, Dr. Justin McGinnis, Jefferson Xu

CONTEXT

A Elderly patients presenting with complex acute medical issues are often admitted Watieuver General 120

Hospital Acute Care for Elderly unit (VGH T11A/D)

PHYSICIAN
QUALITY
I IMPROVEMENT

Specialist Services Committee

Vancouver /7"
CoastalHealth W

ﬂ Providence
\‘, Health Care

, How you want to be treated.

Days from identifying complex disposition to
determining ultimate disposition

A The ACE unit is run by amerdisciplinary teamwith Clinical Teaching Unit/CTU (Internal Medicine) social 100 A . —Median

workers, occupational therapist, physiotherapist, dieticians, Care Management Leaders (CML) and

Transition Services (TST) nurses.

A Geriatric Psychiatrys often consulted for patients with complex psychiatric and cognitive presentations

80 1

Days % |
PROBLEM [
A One common consult to Geriatric Psychiatry isfad I LJ- OA (i & dis@ knad askspoyit®sabecapacity “1 * . 34 days
AcKAA A& 27FaS yeonpezdmedical and pdydihasdcidl giicumatantesding to uncertainty wl® " - .
about their ability to return home. i . . o P
A The existing process to determine dispositiondsplicated and timeconsuming o : i 17 ‘?'ays
A causes include: F 8 R § 8§ 8 R 8EOROEOZRORIERE oG OG
A 1) knowledge gapsaround the concepts around capacity and relevant legislgit@CFA, AGA, MHA) g & ¢ = oz =z " T @& z T =2 Ch;n e‘;dea: a4
A 2) delaysin recognition of complexity, in timing of assessments, and in psychiatric consultation Date ,-mp,e‘?,,e,,,ed

A 3)inconsistentassessment process

AIM STATEMENT

MEASURES OF IMPROVEMENT

A To reduce the average duration of time between identifying complex disposition to the determination” Data collected via manual chart review _ o _
of disposition by 3 days in 12 months on the Vancouver General Hospital Acute Care for Elderly unit™ Days from identifying complex disposition to when disposition is ultimately determined

INTERVENTION OR STRATEGY FOR CHANGE

1. Educational session® ACE unit about capacity and disposition
2. Early consultatiorto Geriatric Psychiatry
3. Checklisiof recommended assessments to determine capacity

A Implementation
A Faceto-face time on the wards with teams

A Frequent informal meetings with CML and TST
A Changes first implemented in February 2024, ongoing process

EFFECTS OF CHANGE

I_ Improved team experience (clarity of process and roles) |
BEES |mproved patient experience (appropriate disposition, quicker) | ——————
BEES | owering costs (duration of hospitalization) ——

Unanticipated effects

*+  More informal
consultations/patient
discussions
Reliance on individual
clinicians and team
members

A From 34 days down to 17 days
A Days from identifying complex disposition to geriatric psychiatry consultation
A From 16 days down to 8 days

LESSONS LEARNED

A Improving efficiencyof complex processes like disposition planning is possible

A Potential use orany other medical/surgical unit

A Value inbuilding connectiongo improve personal and team understanding of complicated proces
A Value intaking the timeto reflect, think and learn about problems

SUSTAINABILITY

A Ongoing education (CTU rounds, Consultatitaison Psychiatry rounds)
A Cerner implementation of checklist @werPlan
A Ongoing working relationships

Acknowledgements Glossary of acronyms

All the CTU attendings and residents, Sarah DunlopyGH: Vancouver General Hospital; ACE: Acute Care
Matthew Zhiss, Candadeegart Shelley Goodwin,  for Elderly; CTU: Clinical Teaching Unit; HCCFA:
Robert Bush, Pam Papp, Scott Hobson, Dr. JJ Sidhijdatth Care Consent and Facilities Act; AGA: Adult
ShaeHua Lu, PQI Cohort 7 Guardianship Act; Mental Health Act

For questions contact Bryan Chow diryan.chow@vch.ca
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Increasing Preoperative Imaging Access at First
Surgical Consult at Providence Breast Center

A Problem Surgeons often do not have access to externally generated preop imaging at point of
first PBC consult

20%

= Providence PHYSICIAN
Ms. Lillian Chen, Mr. Jefferson Xu, Dr. Stephen van Gaal, Ms. Sarah MacDonald, ~ Vancouver A m Health Care QUALITY
: \V/ I IMPROVEMENT
r. Carol D|ngee Coa stal Health QA Howyou want to be treated. Specialist Services Committee
CONTEXT MEASURES OF IMPROVEMENT
This project was based at tlirovidence Breast Center (PBC)
A Established in 2009 at Mt St Joseph Hospital (MSJH) in Vancouver Percentage of Initial Consultations Supported by Radiologic Images
A Multidisciplinary surgical unit with a centralized referral system o
A More than 1000 surgeries performed annualB0% for a malignant diagnosis PD?A e PDTQ'A}DiZ PD‘SA 3
MSJH has an active breast radiology unit, but as the PBC serves patients of BC (with most from lower o | | |
mainland) patients have breast imaging at large number of radiology facilities. ) i mi i I
80% 73% e " %

PROBLEM i o o i 67% e 7o i e 67% 7o 1% T2 67%
Historically mammograms were analog and therefore straightforward to access 0% s | oo \ L % e 5% v
All breast imaging is now digital: Imaging is stored in a PACS system (Picture Archiving and a/ N\ L NS o .
Communication System), and every facility that offers imaging has their own PACS o W }T

|

|

|
AIM STATEMENT e e e e e e s e ae e
To increase by 50% the percentage of patients for whom externally generated mammogram images R e
are available in Care Connect or PACS at point of first in person/virtual consultation at PBC % avalable = = - - median ine

LESSONS LEARNED
A Achieving the goal of 50% improvement, and developing a strategy to allow access to non federz
AYF3IAYy3I GKFEFG A& 0SGASNI F2NJ LX FySaGFrNE KSIFf GK
A Any breast clinic with a similar catchment area could benefit from adopting an external PACS acc
wProvide instructions to all PBC WorkﬂOW/p rocess
SIS TS & PQI training is enjoyable, and results can be seen by following a QI framework

imaging sites

SRR A |t takes significant support to do these projects and the PQI team works hard to help you succeec

behalf of PBC surgeons SUSTAI NABI LITY

Mechanisms in place to ensure improvements will be sustained over time:
A Word document circulated to surgeons with contact addresses for external PACS

1. Process Map 2. Change ldeas

PDSA #1 PDSA #2

PDSA #3
wldentify access pathways for external wProvide instructions to all PBC

PACS systems surgeons on Greig Associates PACS
wTest access to preop imaging for Grei access

Associates with 1 PBC surgeon

Key partners involved in PDSAs: breast surgeons, clerical staff, radiology clerks, radiologists A External PACS ad_dresses are b00kr_nar_keq on desktop
A Need for burned discs for surgeons is significantly less
In Progress:
EFFECTS OF CHANGE A Address Xray offices for which PACS is not compatible
A The goal 060% improvemenin imaging access was achieved A For some external imaging facilities, images will still have to be downloaded to CDs an
A Since images were access electronically, there was no surgeon generated increase in delivered to MSJH
environmental footprint
. Lee . Acknowledgements
A Surgeonsan now better assess the extent/location of masses/calcification . . ) .
. . . . . MsBarbLangoigProgram Director Surgery PHEIs Amy Hamill (Patient For questions contact Carol Dingee at:
A Allows for a comprehensive discussion around surgical planning Care Manager PBC), Dr Enrique Fernandez Ruiz (Program Advisor, Medical cdinqeeZ@ rovidencehealth bcgca :
A More accurate data for collaboration with the other partners in patient care (radiologist, Quality Leadership and Practicts Priscilla So (Clerk PB®)s Josie 9 P ad
; ; Remedios (Screening Mammogram Clerk MSJBlJenni Wong (Head
i anesthetist, pIaStIC Surg_eons' nurses) . . . Diagnostic Imaging Clerk, MSJHN&) Eakjot Kang (PQI Project
A Patientshave a better understanding of the extent of cancer in the breastveimat surgical options Coordinator), Dr R Warburton (Medical Director PBC), Dr Jessica Farrell
are therefore possible (Head of Breast Imaging MSJH), Dr Amy Bazzarelli, Dr M Deban, Dr Elaine
A Addresses patient expectations the images will be available, and surgeon will have McKevitt, Dr JS Pao, Dr Jieun NewrBaemang(Breast Surgeons, PBC), Dr

. . Oliver Gagne (Orthopedic Surgeon PHC), PQI Staff
reviewed prior to consult

A Were there any unanticipated or negative effects?
A Uploading tomosynthesis CD is tirnensuming for radiology clerical staff 16



Reducing Time to Physiatry Consultation for Traumatic

Brain Injuries
Dr. Darren Lee, MD, FRCPC

CONTEXT

A Moderate and severe traumatic brain injuries (TBIs) require complex care and are associated with poor long
Ql Intervention

term outcomes 1500
A Patients with TBI admitted to Vancouver General Hospital (VGH) are usually followed by the trauma serviee l
and most cases transfer to trauma as the most responsible provider (MRP) during their admission. & *°

A TBI patients are located in various wards throughout the hospital including the ICU, Burns, Trauma, Highon{,
Acuity (BTHA) ward, trauma unit, and other locations at VGH. 2

o

PROBLEM

A A multidisciplinary review of TBI management revealedcerns about optimal management of
agitation, patient and provider safety concerns, and the potential importance of early physiatry
consultationto optimize management of TBIs and to expedite appropriate rehabilitation of this
complex patient population.

A Although clinical practice guidelines exist for management of complex TBls, these require nuanced
interpretation and clinical experience often only available through specialist providers.

A Manual chart review of recent cases reveals relatively low numbers of moderate to severe TBI
admissions (46 per month).

PHYSICIAN
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Providence
Health Care

How you want to be treated.
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Admission Date

Direct Trauma Admissit Time from Admission to

PM&R consult

ICU Admissions - Time from Admission to PM&R It

Ql intervention

|

Ql intervention

|

Days to PM&R Consult
Days to PM&R Consult
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Admission Date

EFFECTS OF CHANGE

AIM STATEMENT A No clear change in outcome measure on run charts, although the aim statement was achieved

A The aim of this project was to reduce the time from VGH admission to physiatry consultation for (physiatry consultations <10 days for moderate and severe TBIs)
moderate to severe TBIs age 65 o less from a median 6188lays to less than 10 days by Apri 2024}& Iden\}\i/fiﬁd a significant difference in time to consultation for direct trauma MRP admissions

A Aim developed after discussions with multidisciplinary care team regarding the challenges of TBI care, pgred t0 notrauma admissions (primarily ICU admissions)

as a journal article indicating improved long term functional ou icomes and decreased length of St""y}f{nAIthough no significant clinical metrics were collected, the relationship between the physiatry an
moderatesevere TBIs who received early physiatry consultation trauma services was strengthened '

INTERVENTION OR STRATEGY FOR CHANGE
A Following a multidisciplinary discussion and individual conversations with members of the trauma LESSONS LEARNED

service screening criteria for moderatesevere TBWere developed with the aim dfiggering automatic A Obtaining baseline data is critical to assessing if an intervention is warranted and if the

physiatry consultsvhen these cases were admitted to trauma MRP. intervention is effective

A Criteria included: age 65 or less (due to logistical constraints of the physiatry service), abndrdrabrtunately, the complexities of hospital logistics and the incomplete integration of the EHR wi
findings on intracranial imaging (CT or MRI), and a traumatic mechanism of injury. other health systems can make seemingly simple systematic changes challenging

A The intervention was initially implemented withsaminute weekly briefing by a physiatrigtDr. Darren SUSTAINABILITY

Lee) to the trauma service, requesting that all admissions meeting the above criteria be referred for g The referral protocol is now included in the resident orientation for the trauma service

physiatry consults as soon as possible.

MEASURES OF IMPROVEMENT
A Measures were obtained by manual chart review and individual feedback/interviews as no
automated processes were available for the desired measures

- Process Measures . Balancing Measure

* Time from trauma service * Verbal feedback fromthe
MRP admission to physiatry trauma service and brain
consultation injury physiatry consultants

2.42 days over 12 cases » Trauma service

post-intervention, no reported early

pre-intervention data consultations were
% qualifying patients seen helpful. Physiatrists
by physiatry prior to reported no significant
i increase inwork.
k_dlscharge )

* Time from VGH admissionto
physiatry consultation
» Pre-intervention median
13-18 days dependingon
data set, post-
intervention9.5days
with significant variance,
no cleartrend or shifton
run chart

Vs
Fs

J _J

A Physiatry has been invited to present at the trauma fellow orientation in order to reinforce the
importance of early TBI referrals and review the role of physiatry in trauma patients
A This project will be presented to trauma council to consider spread to the ICU and neurosurgery
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Best Practice: Physiotherapy for All Myositis Patients _
4 2 y CoastalHealth W2 Hedthcare BEroveENT

Dr. Fergus To, Ruby Xie, Kei Nishikawa, Shirin von Mende

CONTEXT MEASURES OF IMPROVEMENT

tFGASyda 6AGK AYFEFYYF(I2NE Yeée2LIl 0KASA odaYe2aAhdAiKunber af pateatsittaRvere fully BskeSsedtbly phipttegaByNth sénte @ay bppointm@rits
Myositis Clinic were included in this project. These are patients referred from rheumatologists to this 2. Number of patients receiving 20 minutes introductory assessments on the same day as the
guaternary care clinic for a second opinion on diagnosis and management. These patients are seen by myositis appointment.

a rheumatologist subspecialized in myositis as well as nurses with myositis expertise. This clinicruns 3. Number of internal referrals made that resulted in actual physiotherapy assessments (for

out of the Mary Pack Arthritis Centre (MPAC) once weekly by two rheumatologists.

PROBLEM

A Best practice guidelines suggest all patients with myositis should be assessed by a specialist
physiotherapist(PT) and included in an exercise program.

A On chart review of patients previously seen at our myositis clinic, only approximately 1/3 of
patients had been referred. Some of the common barriers to referral included physician and/or
patient assessment that they were minimally weak, had been seen by-ayosiits specialized
PT, or had access issues traveling to Vancouver.

AIM STATEMENT

A All patients with a true diagnosis of myositis reviewed at the VCH Myositis Clinic be referred to the

Fishbone Diagram Fish out the root of the problem.

MPAC Physiotherapy Program.

STRATEGY FOR CHANGE

A The team gathered a brainstormed all th
reasons for patients not being assessed
PT. A fishbone diagram was created (se
right)

A Change ideas:

A Patient flyerwith infographics
highlighting the rationale for
physiotherapy to educate patients

Not all myositis
patients are being
assessed by
physiotherapists

A Reminder on nursing forms where
progress notes normally are taken tc
automatically refer patients for PT

A On the day of the clinic appointment

Myositis
Physiotherapy Service
in with myositis.

patients would receive aame day PT|
full 1 hour assessmer(or 20-minute
introductory meet and greet session
they were limited for time)
A staff involved: RN, MD, PT staff
A This project started a few months after
iKS O2K2NIiQa adl NI
meetings commenced only in
approximately November 2023. PDSA
cycles started February 2024.

those who are not fully assessed on the same day as their regular myositis appointment).
A Note: Only five clinics had occurred from February 2024 until the end of this cohort year, so
data is still being collected. We will be continuing our project onwards.

Preliminary data reflecting 5 clinics from February 2024ril 2024

1 hour session
(same day as

20 min session . Patient accepted Patient
internal PT referral

(same day as Dr. declined PT| Total
for future

appointment) appointment referral

D]
appointment)

No. of
patients

EFFECTS OF CHANGE

A Of the 15 patients that were identified who had definitive myositis and had not already been seen by
physiotherapy, 12 patients were interested in being assessed. 2 of these were able to receiv
hour for assessment on the same day as their myositis appointment. 4 patients opted for a 2(
minute intake session (these will also be seen in future appointments by PT). 6 have been
internally referred and are pending assessments.

A 12/15 patients will have received full PT assessment

LESSONS LEARNED

A PDSA cycles take longer if the number of patient visits are small. This does mean it takes ol
collect data and reflect change.

A Same day PT appointments are patient centred. They increase accessibility to PT and signif
reduce commuting time for many patients.

SUSTAINABILITY

A From the outset, we have continually improved on each PDSA cycle to simplify the process o
day PT appointment. This immensely reduces workload on the team to increase sustainability
the projects. For example, we have eliminated the number of staff and steps involved in book
PT appointments to eliminate delays in booking.

Glossary of acronyms

&QI: Physician Quality Improvement; SSC: Specialist Services
Committee; VCH: Vancouver Coastal Health; MPAC: Mary Pack
Arthritis Centre; PT: physiotherapy
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Improving Access to Outpatient Therapeutic Paracentesis

for Symptomatic Ascites at Vancouver General Hospital

Dr. Jay Pai (Lead Physician); Enrique Fernandez Ruiz (PQI Advisor)

CONTEXT AND PROBLEM

A Symptomatic ascites is a major driver of acute care utilization and hospital eatimission (< 30

PHYSICIAN
QUALITY
I IMPROVEMENT

Specialist Services Committee

Providence
Health Care

How you want to be treated.

Vancouver /7"
CoastalHealth @

Pre-Intervention Post-Intervention
N=17 Apr ‘23 -Sep '23 Oct 23 -Apr ‘24
Total (Median per Patient) | Total (Median per Patient)

days) amongst patients with decompensated cirrhosis. e o
Atd +DI 2@m@ww GKSNBE ¢SNBE myd SYSNHSYO& RSLIuww N Arxrfx A s Ra g Ax e Lado oo
requiring admission to hospital, and 17% with recurrent ED visits for ascites within 30 days. for pachns Nov 1, 2022 to Apr 11, 2024 —EDVisits for ASCITES OR
At GASYGQa NBILdANRY 3T | 00Saa G2 2dziLI GASY G 0 K S seanen N [ Intervention CIRRHOSS ra
or (2) via interventional radiology. R Mediﬂﬂ“‘ﬂ/‘”\«s’%\(ﬂ/\"\/ ' —Median
LD ’ 13 “
Pre-Intervention Post-Intervention o 0
AIM STATEMENT o s | T P
A To reduce the 3@ay ED representation rate by 50% for patients with decompensated cirrhosis v et o TN
and ascites at VGH by April 2023. L) N R S T R R S >
— & F ¢ F @ @ & @@
o] v
INTERVENTION OR STRATEGY FOR CHANGE —
A An outpatient paracentesis clinic was created within the Medical Infusion Clinic (MIC) at VGH, in  torasctes ~ 100% 2% (n=3)
collaboration with the MIC staff and Internal Medicine PadfCare Ultrasound Team (POCUS). e
A We created a CST ambulatory paracentesis power plan.
AwWSTSNNI fa GAlF om0 DI 95 LIKEAAOALFYAT O6HU LVLJEIEI._Z\E%)li_g%:EH\Iﬁ\I\éE/ fAYAOFE ¢SIFOKAYy3 !'yAada o/ ¢! 0

Internal Medicine/Gastroenterologists/Hepatologist physicians at VGH.
A Patients were followed longitudinally by Dr. Jay Pai for hepatology care.

Nov 2023 - Jan 2024 March 2024
June 2022 - Sep 2023 Advertisement to ED Coordinating
MIC Paracentesis staff/Inpatient with BCCA for
space planning + CST CTU/Outpatient Malignant
PowerPlan creation Hepatology Ascites

PDSA Cycles @ (1)

Sep - Oct 2023

Feb - April 2024

(+)

Go Live Increase MIC
Sep 19th capacity to 3
spots
ED Posters

MEASURES OF IMPROVEMENT

A Outcome Measures(1) ED/Hospital admission rate for ascites; (2189 ED revisit for ascites.

A Process Measureg1) # of referrals via ED, Inpatient CTU, Outpatient; (2) # of paracentesis ;(3) #
Etiology of ascites; (4) Time from referral to first contact; (5) Patient satisfaction/QOL.

A Balancing Measures(1) Adverse procedural events; (2) # of missed appointments; (3) Workload
burden on physicians/MIC staff/nurses.

A Within the first 6 months of the MIC paracentesis clinic operating:
(1) 17 patients with ascites were seen; 49 paracentesis performed; 288L ascites drained.
(2) These 17 patients had significant reduction in aseiésted ED and hospital admissions.
(3) The median # of ED visits for ascites/cirrhosis per month at VGH decreased from 18 to 5.
(4) The early (< 30ay) recurrent ED visit for ascites decreased from 17% to 11%.

LESSONS LEARNED

A A small # of patients with decompensated cirrhosis + ascites contributing to disproportionately
high acute care use at VGH.

A This project is a successful praaficoncept of outpatient ascites management pathway at VGH.

A There is potential to significantly reduce acute care utilization and improve patient QOL.

SUSTAINABILITY

A We will be working on a business case to establish ongoing funding and expand the clinic capac
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Glossary of acronyms
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Improve DeLIVERY of Care: Decreasing Delays in
Transplant Work up for Hepatocellular Carcinoma

Dr. Maja Segedi, Vanessa Kong (student), Germain Ho (student), Octavian Turner

(student), Thresha Wanaththaiya (advisor)

CONTEXT

A VGH is the provincial referral center for all patients in need of liver transplant, with nearly 1000

liver transplants performed since 2010
A HCC is a progressive disease, requiring multidisciplinary care
A Transplant criteria for HCC depend on tumor size and extent
A Longer wait leads to disease progression and missed opportu
A Expeditious evaluation and care are important

PROBLEM

Pre transplant period is a time of anxiety, and stressors on patieatsl their families are great.

Lack of access to timely work uy Obstacle to quality patient card Delay in referral for transplant
A Cost and sustainability: long wait times, expired tests, burden on the system +

A Issue of access, equity I

AIM STATEMENT

A Streamline the evaluation process for patients with hepatocellular carcinoma referred for liver
transplant evaluation

A 80% patients referred with HCC will receive first consult within 30 days and decision regarding
candidacy 60 days

INTERVENTION OR STRATEGY FOR CHANGE

PHYSICIAN
QUALITY
I IMPROVEMENT

Specialist Services Committee

Providence
Health Care

How you want to be treated.

Va ncouver

CoastalHealth

o

Pn

PDSA Tracker PARETO Analysu;scauses of delay

PDSA StartDate End Date  Plan: Theory & Prediction Bn Study: ACT: E—
Prediction  Abandon/Adapt/Adopt 1w e
supported? ——

e
1 |Aug2023 | Now2023 | Delays from referral to Collect patients referred Aug | Yes Adapt: Repeat data b
B

‘evaluation are significant 2023 collection and analysis
with earlier patient sample

2 |Dec2024 |Feb2024 | CTchest is unnecessary for Yes and No

staging, CXR sufficient

Systematic review Adapt; Low level evidence

X8 rmasonable for low I
i

Significant causes of delay:
1. Wait to 1st clinic consultation
2. Wait to complete tests (CT, MRI)..

risk patients with small
disease burden

3 | Aug2023 | Mar2024 Al referred HCC patients Yes

should underga surgeon
chart review

Surgeon review Adopt

Battlenecks of care are
imaging and wat for clinic
consultation

EFFECTS OF CHANGE

A Surgeon review resulted lecrease in wait time, time to consult, and time for decision making

A Improved data collection that will be sustained through Liver Transplant IPU

A Identified bottlenecks: Significant delay in time to consult and tests, outdated ¢gstbe addressed

A Change in culture: Increased engagement of physicians, allied staff, care coordinators, management teams

Referral to Decision Interval

4 | Feb2024 (Apr2024 | Value streaming exercise Adapt our change (deas to

include additional
measures

0 N
Waltfor Cline forct eview  Waltfor Tumer Wk for dechsion
‘Consuit nard

Tringe

Referral to 1st Consult

0
A Improve data collection by liaising with VGH IPU Liver Transplant team and collecting wait time data@o P PPE PP PP pﬁ;, PELEE Y ﬂ\bﬁ\o @qﬁ»&y\?@@ﬁ@ﬁ 2 &f’\h“:\yo‘_m
A Early surgeon chart review by surgeon to ensure tests are up to date and patients have no TSI e S R T
contraindications Time interval Referral to it =s=e Median efernal o ecion el eeee o
A Identify bottlenecks in evaluation process LESSONS LEARNED

Meet stakeholders:
nursing coordinator,
planetary health
team Oct-Dec 23

Value Stream
Mapping Mar 2024

Surgeon review
begin Aug 23

Data collection and
analysis phase Il
Mar-Apr/23

Add wait times and
HCC diagnosis to
Transplant IPU data
collection Oct-Dec 23

Baseline data
collection Oct 23

BASELINE DATA

Wait times are far from our aim targef30 days for first consult) average wait is 128 days
A Outpatient wait times (242 days) are significantly longer than inpatient wait times (47 days)

@

it

Wait times are far from our aim

Outdated tests are many target (30 days for first consult)

A 28 (87.5%) patients had outdated CT scans at first con

Clean Chart Data Time interval Referral to clinic visit
- Run Chart

“ \—‘ﬁ./““-v"\ A

?1701"
& o
@&14,&4‘9'&##0‘;&;.* s

Drop off during evaluation
A 3 patients (9.3%)
A One patient passed, one declined, one went for transplant abroad

1650 1Fb 13

A Improvement in wait times can improve efficiencies and decrease wasted and expired tests

A This translates into improved patient access and decreased patient stress,

A Data collection using IPU resource can be a valuable resource in tracking wait times

A Engagement of all members of transplant team is key, and improving small steps can result in a bigger cha

SUSTAINABILITY

A Addressing bottlenecks by engaging leadership (increase clinic capacity, align test timing with clinic
visits, admit for expedited evaluation patients who are higher risk, eliminate unnecessary tests)

A Create a template for improving clinic workflow for all patients referred to the transplant clinic

A Continue wait time data collection via IPU

A Continue to engage clinic staff in value streaming mapping to look for bottlenecks
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An Initiative to Reduce Delays in Pain Management for

Chest Trauma Patients at Vancouver General Hospital A R Providence PHYSICIAN

QUALITY
Health Care I IMPROVEMENT

Vancouver _——
\\ ,, How you want to be treated. Specialist Services Committee

Dr. Peter Rose, Dr. Ray Tang, Jenni Sakai, Winnie Au, DrJaasil&ngie Brisson, Dr.
AndrewKestler Jefferson Xu, Vicky Mai CoastalHealth

CONTEXT

Vancouver General Hospital is a trauma referral centre that recei®®88 patients per year with

traumatic chest injuries

A Approximately one third of these patients have severe injuries requiring acute pain specialist
intervention to adequately manage pain and reduce morbidity.

A There is currently a chest trauma referral pathway for the admitting trauma service to consult the
anesthesia perioperative pain service (POPS) fortigltpatients.

PROBLEM . o , ,
There is often a delay between the time the trauman® resultis that some higirisk patients may waitan H
patient is assessed, and the time POPS team is irl}BRRIgPriately long time (at times >24hrs) to receive optimal v

; ; care leading to:
n patl_ent care: A Inadequate pain control, avoidable opioid side effects,
Baseline Data:

increased delirium risk and avoidable pulmonary

Excessive delay (at times >24hrs) in optimal care: . :
o . ) promise. EFFECTS OF CHANGE
A Admission to POPS consult interv:2 hrs Potential drivers of the problem: Timeliness of care:

A POPS consult to POPS intervention inte@&:rs 4 Trauma house staff familiarity with chest trauma algorithig - - - - - - :
ALVOISNDIE 06Sis8s YATHKE & Roar e X A ARV Reduced amount of time that patients with traumatic chest injury are waiting for pain mgmt.

’ ! R Poe o e o raupal™ atent experience ofcare: - L o

Aa{KS gla IofS (2 gAGKAGFIYR (G4KS LIAY S6AGK 0
AIM STATEMENT KSFHf a2 YdzOK a2 GKFd w 6SS1a FFGSNI GKS | OO0
X¢ 2 NB RideiServalfr&n trauma INTENDED RESULTS -tFGASYydQa Fryate YSYoOoSN]
consultation to POPS assessment or Outcome measures: )
intervention in highrisk chest trauma patients A 15% reduction in Admission to POPS Consult interval (hrs) LESSONS LEARNED
1

. . A 15% increase in interval between missed consults (weeks . . . . . . . . .
admitted under trauma services at VGH. Balancing measure: ( ) Including all points of view is essential for developing an effective and sustainable change ide:

| PDSA 1: Chest Trauma Video

Charts, graphics

A Stable number of consults per week 2. Utilization of accessible multimedia to convey messages is important for adoption
3. Earlier patient access to optimal care and improved patient satisfaction are things we can acti
INTERVENTION OR STRATEGY FOR CHANGHEASURES OF improve
IMPROVEMENT

SUSTAINABILITY

Outcome Measures:
A Admission to POPS Consult interval
A Pre-15.2 hrs, Post4.2 hrs
A POPS Consult to Intervention interval:
A Pre 3.5hrs, Post4.1 hrs
A Admission to POPS Intervention interval:
A Pre-18.0 hrs, Post8.2 hrs
A Missed consults since intervention (>24hrs)
A *None

Balancing Measure:
A Consult frequency
A Unchanged (1.9/week)

A Established an ongoing data collection process
A Continuing to hold regular team meetings
A Plans for future PDSA cycles:

A Trauma team handover checklist for overnight patients

A Cerner customized documentation for POPs referral pathway
Acknowledgements  Glossary of acronyms
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