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Introduction

The Physician Quality Improvement & Spread (PQI&S) initiative is a province wide initiative and a partnership between Vancouver 
Coastal Health (VCH), Providence Health Care (PHC), and the Specialist Services Committee (SSC). The vision of PQI&S is to 
άŜƳǇƻǿŜǊ ǇƘȅǎƛŎƛŀƴǎ ǘƻ ŜƴŀōƭŜ ŀ Ŏƻƴǘƛƴǳƻǳǎ ƛƳǇǊƻǾŜƳŜƴǘ ŎǳƭǘǳǊŜΣ ǘƻ ŀŎƘƛŜǾŜ ŜȄŎŜƭƭŜƴŎŜ ƛƴ ŎŀǊŜ ŦƻǊ ǇŀǘƛŜƴǘǎ ŀƴŘ ŦŀƳƛƭƛŜǎΣ ǿƘŜǊe 
./ ƛǎ ŀ ƳƻŘŜƭ ŦƻǊ ƘŜŀƭǘƘ ŀƴŘ ǿŜƭƭƴŜǎǎ Ǝƭƻōŀƭƭȅέ ς PQI&S Vision, Mission, Values 

¢Ƙƛǎ ȅŜŀǊǎΩ нлно-2024 booklet showcases 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 for patients. 

Above: Cohort 7 class photo 
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Supporting Medical Staff to be 
Powerful Health System Partners
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Physician Quality Improvement (PQI)

Spreading Quality Improvement (SQI)

PQI

Alumni
SQI

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. 

Quality 
Improvement

PQI provides training and project support 
to ǇƘȅǎƛŎƛŀƴǎ ŦƻǊ ƛƴ-depth learning about QI 
theory and tools, and an opportunity to 
conduct their own QI project. Training 
opportunities range for self-paced online 
learning (Level 1), class-based half day zoom 
sessions (Level 2), to cohort-based learning 
with full project support (Level 3). We also 
offer QI coaching as needed and Quality 
Quest for team-based learning.

SQI 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.

Alumni & Open More Doors

SQI WebsitePQI Website



Cohort 7 Projects
Institute for Healthcare Improvement (IHI) ς Modified Triple Aim
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LƳǇǊƻǾƛƴƎ ǇŀǘƛŜƴǘǎΩ 
όƛƴŘƛǾƛŘǳŀƭΩǎύ ŜȄǇŜǊƛŜƴŎŜ 

of health care

Patient Experience

Improving health in the 
population (addressing 

cause of illness)

Population Health
Improving cost efficiency in 

health without reducing 
efficacy

Cost of Care

Improving the 
experience of those 

working in health care

Provider Satisfaction
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AIM STATEMENT
ÅTo reduce the average duration of time between identifying complex disposition to the determination 

of disposition by 3 days in 12 months on the Vancouver General Hospital Acute Care for Elderly unit.

CONTEXT
ÅElderly patients presenting with complex acute medical issues are often admitted to the Vancouver General 

Hospital Acute Care for Elderly unit (VGH T11A/D)
ÅThe ACE unit is run by an interdisciplinary team with Clinical Teaching Unit/CTU (Internal Medicine) social 

workers, occupational therapist, physiotherapist, dieticians, Care Management Leaders (CML) and 
Transition Services (TST) nurses.
ÅGeriatric Psychiatry is often consulted for patients with complex psychiatric and cognitive presentations

PROBLEM
ÅOne common consult to Geriatric Psychiatry is for άŎŀǇŀŎƛǘȅ ǘƻ Ǝƻ ƘƻƳŜέΣ also known as dispositional capacity
Å¢Ƙƛǎ ƛǎ ƻŦǘŜƴ ŘǳŜ ǘƻ ŀ ǇŀǘƛŜƴǘΩǎ complex medical and psychosocial circumstances leading to uncertainty 

about their ability to return home.
ÅThe existing process to determine disposition is complicated and time-consuming

ÅCauses include: 
Å1) knowledge gaps around the concepts around capacity and relevant legislation (HCCFA, AGA, MHA)
Å2) delays in recognition of complexity, in timing of assessments, and in psychiatric consultation
Å3) inconsistent assessment process

INTERVENTION OR STRATEGY FOR CHANGE 
1. Educational sessions to ACE unit about capacity and disposition
2. Early consultation to Geriatric Psychiatry
3. Checklist of recommended assessments to determine capacity

ÅImplementation
ÅFace-to-face time on the wards with teams
ÅFrequent informal meetings with CML and TST
ÅChanges first implemented in February 2024, ongoing process

MEASURES OF IMPROVEMENT
ÅData collected via manual chart review
ÅDays from identifying complex disposition to when disposition is ultimately determined
ÅFrom 34 days down to 17 days

ÅDays from identifying complex disposition to geriatric psychiatry consultation
ÅFrom 16 days down to 8 days

EFFECTS OF CHANGE

LESSONS LEARNED
ÅImproving efficiency of complex processes like disposition planning is possible

ÅPotential use on any other medical/surgical unit
ÅValue in building connections to improve personal and team understanding of complicated process
ÅValue in taking the time to reflect, think and learn about problems

SUSTAINABILITY
ÅOngoing education (CTU rounds, Consultation-Liaison Psychiatry rounds)
ÅCerner implementation of checklist as PowerPlan
ÅOngoing working relationships

For questions contact Bryan Chow at: bryan.chow@vch.ca

Glossary of acronyms
VGH: Vancouver General Hospital; ACE: Acute Care 
for Elderly; CTU: Clinical Teaching Unit; HCCFA: 
Health Care Consent and Facilities Act; AGA: Adult 
Guardianship Act; Mental Health Act

Improving the efficiency of determining dispositional 
capacity on the VGH ACE unit
Dr. Bryan Chow, Dr. Justin McGinnis, Jefferson Xu

Acknowledgements
All the CTU attendings and residents, Sarah Dunlop, 
Matthew Zhiss, Candace Tegart, Shelley Goodwin, 
Robert Bush, Pam Papp, Scott Hobson, Dr. JJ Sidhu, Dr. 
Shao-Hua Lu, PQI Cohort 7

Improving the Efficiency of Determining Dispositional 
Capacity on the VGH ACE Unit
Dr. Bryan Chow, Dr. Justin McGinnis, Jefferson Xu
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CONTEXT
This project was based at the Providence Breast Center (PBC)
Å Established in 2009 at Mt St Joseph Hospital (MSJH) in Vancouver
Å Multidisciplinary surgical unit with a centralized referral system
Å More than 1000 surgeries performed annually - 80% for a malignant diagnosis
MSJH has an active breast radiology unit, but as the PBC serves patients of BC (with most from lower 
mainland) patients have breast imaging at large number of radiology facilities.

PROBLEM
Historically mammograms were analog and therefore straightforward to access 
All breast imaging is now digital: Imaging is stored in a PACS system (Picture Archiving and 
Communication System), and every facility that offers imaging has their own PACS
Ą Problem: Surgeons often do not have access to externally generated preop imaging at point of 
first PBC consult

EFFECTS OF CHANGE
Å The goal of 50% improvement in imaging access was achieved 

Å Since images were access electronically, there was no surgeon generated increase in 
environmental footprint

Å Surgeons can now better assess the extent/location of masses/calcification
Å Allows for a comprehensive discussion around surgical planning
Å More accurate data for collaboration with the other partners in patient care (radiologist, 

anesthetist, plastic surgeons, nurses)
Å Patients have a better understanding of the extent of cancer in the breast andwhat surgical options 

are therefore possible 
Å Addresses patient expectations the images will be available, and surgeon will have 

reviewed prior to consult
ÅWere there any unanticipated or negative effects?

Å Uploading tomosynthesis CD is time-consuming for radiology clerical staff

LESSONS LEARNED
Å Achieving the goal of 50% improvement, and developing a strategy to allow access to non federated 
ƛƳŀƎƛƴƎ ǘƘŀǘ ƛǎ ōŜǘǘŜǊ ŦƻǊ ǇƭŀƴŜǘŀǊȅ ƘŜŀƭǘƘκŜƴǾƛǊƻƴƳŜƴǘŀƭ ǎǳǎǘŀƛƴŀōƛƭƛǘȅ  ƛǎ ŘƻŀōƭŜ ǿƛǘƘ vL

Å Any breast clinic with a similar catchment area could benefit from adopting an external PACS access 
workflow/process

Å PQI training is enjoyable, and results can be seen by following a QI framework
Å It takes significant support to do these projects and the PQI team works hard to help you succeed

SUSTAINABILITY
Mechanisms in place to ensure improvements will be sustained over time:
ÅWord document circulated to surgeons with contact addresses for external PACS
Å External PACS addresses are bookmarked on desktop
Å Need for burned discs for surgeons is significantly less
In Progress: 
Å Address Xray offices for which PACS is not compatible

Å For some external imaging facilities, images will still have to be downloaded to CDs and 
delivered to MSJH

MEASURES OF IMPROVEMENT

For questions contact Carol Dingee at: 
cdingee2@providencehealth.bc.ca

Increasing Preoperative Imaging Access at First 
Surgical Consult at Providence Breast Center
Ms. Lillian Chen, Mr. Jefferson Xu, Dr. Stephen  van Gaal, Ms. Sarah MacDonald, 
r. Carol Dingee

Acknowledgements

AIM STATEMENT
To increase by 50% the percentage of patients for whom externally generated  mammogram images 
are available in Care Connect or PACS at point of first in person/virtual consultation at PBC

Ms Barb Langois (Program Director Surgery PHC), Ms Amy Hamill (Patient 
Care Manager PBC), Dr Enrique Fernandez Ruiz (Program Advisor, Medical 
Quality Leadership and Practice), Ms Priscilla So (Clerk PBC), Ms Josie  
Remedios (Screening Mammogram Clerk MSJH), Ms Jenni Wong (Head 
Diagnostic Imaging Clerk, MSJHMs), Ms Eakjot Kang (PQI Project 
Coordinator), Dr R Warburton (Medical Director PBC), Dr Jessica Farrell 
(Head of Breast Imaging MSJH), Dr Amy Bazzarelli, Dr M Deban, Dr Elaine 
McKevitt, Dr JS Pao, Dr Jieun Newman Bremang (Breast Surgeons, PBC), Dr 
Oliver Gagne (Orthopedic Surgeon PHC), PQI Staff 

PDSA #1

ωIdentify access pathways for external 
PACS systems

ωTest access to preop imaging for Greig 
Associates with 1 PBC surgeon

PDSA #2

ωProvide instructions to all PBC 
surgeons on Greig Associates PACS 
access

PDSA #3

ωProvide instructions to all PBC 
surgeons on PACS access for additional 
imaging sites

ωOffer to submit access applications on 
behalf of PBC surgeons

1. Process Map 2. Change Ideas

Key partners involved in PDSAs: breast surgeons, clerical staff, radiology clerks, radiologists

PDSA #1 PDSA #2 PDSA #3
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AIM STATEMENT
ÅThe aim of this project was to reduce the time from VGH admission to physiatry consultation for 

moderate to severe TBIs age 65 or less from a median of 13-18 days to less than 10 days by April 2024.
ÅAim developed after discussions with multidisciplinary care team regarding the challenges of TBI care as well 

as a journal article indicating improved long term functional outcomes and decreased length of stay in 
moderate-severe TBIs who received early physiatry consultation1

CONTEXT
ÅModerate and severe traumatic brain injuries (TBIs) require complex care and are associated with poor long-

term outcomes
ÅPatients with TBI admitted to Vancouver General Hospital (VGH) are usually followed by the trauma service 

and most cases transfer to trauma as the most responsible provider (MRP) during their admission.
ÅTBI patients are located in various wards throughout the hospital including the ICU, Burns, Trauma, High 

Acuity (BTHA) ward, trauma unit, and other locations at VGH.

PROBLEM
ÅA multidisciplinary review of TBI management revealed concerns about optimal management of 

agitation, patient and provider safety concerns, and the potential importance of early physiatry 
consultation to optimize management of TBIs and to expedite appropriate rehabilitation of this 
complex patient population.
ÅAlthough clinical practice guidelines exist for management of complex TBIs, these require nuanced 

interpretation and clinical experience often only available through specialist providers.
ÅManual chart review of recent cases reveals relatively low numbers of moderate to severe TBI 

admissions (4-6 per month).

INTERVENTION OR STRATEGY FOR CHANGE 
ÅFollowing a multidisciplinary discussion and individual conversations with members of the trauma 

service, screening criteria for moderate-severe TBI were developed with the aim of triggering automatic 
physiatry consults when these cases were admitted to trauma MRP.

ÅCriteria included: age 65 or less (due to logistical constraints of the physiatry service), abnormal 
findings on intracranial imaging (CT or MRI), and a traumatic mechanism of injury.

ÅThe intervention was initially implemented with a 5-minute weekly briefing by a physiatrist (Dr. Darren 
Lee) to the trauma service, requesting that all admissions meeting the above criteria be referred for 
physiatry consults as soon as possible.

EFFECTS OF CHANGE
ÅNo clear change in outcome measure on run charts, although the aim statement was achieved 

(physiatry consultations <10 days for moderate and severe TBIs)
ÅIdentified a significant difference in time to consultation for direct trauma MRP admissions 

compared to non-trauma admissions (primarily ICU admissions)
ÅAlthough no significant clinical metrics were collected, the relationship between the physiatry and 

trauma services was strengthened

MEASURES OF IMPROVEMENT
ÅMeasures were obtained by manual chart review and individual feedback/interviews as no 

automated processes were available for the desired measures

LESSONS LEARNED
ÅObtaining baseline data is critical to assessing if an intervention is warranted and if the 

intervention is effective
ÅUnfortunately, the complexities of hospital logistics and the incomplete integration of the EHR with 

other health systems can make seemingly simple systematic changes challenging

SUSTAINABILITY
ÅThe referral protocol is now included in the resident orientation for the trauma service
ÅPhysiatry 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
ÅThis project will be presented to trauma council to consider spread to the ICU and neurosurgery teams

For questions contact Dr. Darren Lee at darren.lee@vch.ca 

Glossary of acronyms
PQI: Physician Quality Improvement; SSC: Specialist 
Services Committee; VGH: Vancouver General 
Hospital; TBI: traumatic brain injury; GFS: GF Strong 
Rehabilitation

Reducing Time to Physiatry Consultation for Traumatic 
Brain Injuries
Dr. Darren Lee, MD, FRCPC

Acknowledgements
Jeff Xu, PQI Program Advisor
Andrea Brovender, PQI Mentor
Derry Dance, GFS medical lead, and the GFS ABI physiatrists
Trauma service: Nasira Lakha, Angie Brisson, Glen Purcell,  Dr. Phil Dawe, 
Dr. David Evans, all the trauma service residents and fellows

References
1Wagner et al. Physical medicine and rehabilitation consultation: relationships with acute functional outcome, length of stay, and 
discharge planning after traumatic brain injury. Am J Phys Med Rehabil. 2003 Jul;82(7):526-36. doi: 
10.1097/01.PHM.0000073825.09942.8F. PMID: 12819540.

mailto:darren.lee@vch.ca


18

AIM STATEMENT
ÅAll patients with a true diagnosis of myositis reviewed at the VCH Myositis Clinic be referred to the 

MPAC Physiotherapy Program.

CONTEXT
tŀǘƛŜƴǘǎ ǿƛǘƘ ƛƴŦƭŀƳƳŀǘƻǊȅ ƳȅƻǇŀǘƘƛŜǎ όάƳȅƻǎƛǘƛǎέύ ŀǎǎŜǎǎŜŘ ŀǘ ǘƘŜ ±ŀƴŎƻǳǾŜǊ /ƻŀǎǘŀƭ IŜŀƭǘƘ ό±/Iύ 
Myositis Clinic were included in this project. These are patients referred from rheumatologists to this 
quaternary care clinic for a second opinion on diagnosis and management. These patients are seen by 
a rheumatologist subspecialized in myositis as well as nurses with myositis expertise. This clinic runs 
out of the Mary Pack Arthritis Centre (MPAC) once weekly by two rheumatologists.

PROBLEM
ÅBest practice guidelines suggest all patients with myositis should be assessed by a specialist 

physiotherapist(PT) and included in an exercise program. 
ÅOn 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 a non-myosiits specialized 
PT, or had access issues traveling to Vancouver.

STRATEGY FOR CHANGE 
ÅThe team gathered a brainstormed all the 

reasons for patients not being assessed by 
PT. A fishbone diagram was created (see 
right)
ÅChange ideas:
ÅPatient flyer with infographics 

highlighting the rationale for 
physiotherapy to educate patients
ÅReminder on nursing forms where 

progress notes normally are taken to 
automatically refer patients for PT
ÅOn the day of the clinic appointment, 

patients would receive a same day PT 
full 1 hour assessment (or 20-minute 
introductory meet and greet session if 
they were limited for time)

ÅStaff involved: RN, MD, PT staff
ÅThis project started a few months after 
ǘƘŜ ŎƻƘƻǊǘΩǎ ǎǘŀǊǘ ŘŀǘŜΣ ǎƻ ǘƘŜ ǘŜŀƳ 
meetings commenced only in 
approximately November 2023. PDSA 
cycles started February 2024.

EFFECTS OF CHANGE
ÅOf 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 receive 1 
hour for assessment on the same day as their myositis appointment. 4 patients opted for a 20-
minute intake session (these will also be seen in future appointments by PT). 6 have been 
internally referred and are pending assessments. 
Å12/15 patients will have received full PT assessment

MEASURES OF IMPROVEMENT
1. Number of patients that were fully assessed by physiotherapy with same day appointments. 
2. Number of patients receiving 20 minutes introductory assessments on the same day as their 

myositis appointment.
3. Number of internal referrals made that resulted in actual physiotherapy assessments (for 

those who are not fully assessed on the same day as their regular myositis appointment).
ÅNote: 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.

LESSONS LEARNED
ÅPDSA cycles take longer if the number of patient visits are small.  This does mean it takes longer to 

collect data and reflect change. 
ÅSame day PT appointments are patient centred.  They increase accessibility to PT and significantly 

reduce commuting time for many patients.

SUSTAINABILITY
ÅFrom the outset, we have continually improved on each PDSA cycle to simplify the process of the 

day PT appointment. This immensely reduces workload on the team to increase sustainability of 
the projects. For example, we have eliminated the number of staff and steps involved in booking 
PT appointments to eliminate delays in booking.

For questions contact: Fergus.to@vch.ca

Glossary of acronyms
PQI: Physician Quality Improvement; SSC: Specialist Services 
Committee; VCH: Vancouver Coastal Health; MPAC: Mary Pack 
Arthritis Centre; PT: physiotherapy

Acknowledgements
Ruby Xie, Kei Nishikawa, Shirin von Mende, 
Kamaljeet Guram, Kam Shojania, Allison 
Chiu, Dr. Stephen Van Gaal.

Best Practice: Physiotherapy for All Myositis Patients
Dr. Fergus To, Ruby Xie, Kei Nishikawa, Shirin von Mende 

Preliminary data reflecting 5 clinics from February 2024-April 2024

1 hour session 
(same day as 

Dr. 
appointment)

20 min session
(same day as Dr. 
appointment)

Patient accepted 
internal PT referral 

for future 
appointment

Patient 
declined PT 

referral
Total

No. of 
patients

2 4 6 3 15
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AIM STATEMENT
ÅTo reduce the 30-day ED re-presentation rate by 50% for patients with decompensated cirrhosis 

and ascites at VGH by April 2023.

CONTEXT AND PROBLEM
ÅSymptomatic ascites is a major driver of acute care utilization and hospital early re-admission (< 30 

days) amongst patients with decompensated cirrhosis.
Å!ǘ ±DI όbƻǾΩнн ς {ŜǇΩноύ ǘƘŜǊŜ ǿŜǊŜ муф ŜƳŜǊƎŜƴŎȅ ŘŜǇŀǊǘƳŜƴǘ ό95ύ Ǿƛǎƛǘǎ ŦƻǊ ŀǎŎƛǘŜǎΣ ǿƛǘƘ пл҈ 

requiring admission to hospital, and 17% with recurrent ED visits for ascites within 30 days.
ÅtŀǘƛŜƴǘΩǎ ǊŜǉǳƛǊƛƴƎ ŀŎŎŜǎǎ ǘƻ ƻǳǘǇŀǘƛŜƴǘ ǘƘŜǊŀǇŜǳǘƛŎ ǇŀǊŀŎŜƴǘŜǎƛǎ ƘŀǾŜ ƻƴƭȅ ǘǿƻ ƻǇǘƛƻƴǎΥ όмύ ¢ƘŜ 95Σ 

or (2) via interventional radiology.

INTERVENTION OR STRATEGY FOR CHANGE
ÅAn outpatient paracentesis clinic was created within the Medical Infusion Clinic (MIC) at VGH, in 

collaboration with the MIC staff and Internal Medicine Point-of-Care Ultrasound Team (POCUS).
ÅWe created a CST ambulatory paracentesis power plan.
ÅwŜŦŜǊǊŀƭǎ Ǿƛŀ όмύ ±DI 95 ǇƘȅǎƛŎƛŀƴǎΤ όнύ LƴǇŀǘƛŜƴǘΩǎ ŦǊƻƳ /ƭƛƴƛŎŀƭ ¢ŜŀŎƘƛƴƎ ¦ƴƛǘǎ ό/¢¦ύ όоύ hǳǘǇŀǘƛŜƴǘ 

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

EFFECTS OF CHANGE
ÅWithin 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 ascites-related 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 (< 30-day) recurrent ED visit for ascites decreased from 17% to 11%.

MEASURES OF IMPROVEMENT
ÅOutcome Measures: (1) ED/Hospital admission rate for ascites; (2) 30-day ED re-visit for ascites.
ÅProcess Measures: (1) # 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.
ÅBalancing Measures:  (1) Adverse procedural events; (2) # of missed appointments; (3) Workload 

burden on physicians/MIC staff/nurses.

LESSONS LEARNED
ÅA small # of patients with decompensated cirrhosis + ascites contributing to disproportionately 

high acute care use at VGH. 
ÅThis project is a successful proof-of-concept of outpatient ascites management pathway at VGH. 
ÅThere is potential to significantly reduce acute care utilization and improve patient QOL.

SUSTAINABILITY
ÅWe will be working on a business case to establish ongoing funding and expand the clinic capacity. 

For questions contact Dr. Jay Pai at: jayaram.pai@vch.ca

Glossary of acronyms
PQI: Physician Quality Improvement; SSC: Specialist 
Services Committee; VGH: Vancouver General 
Hospital; QOL: Quality of life.

Improving Access to Outpatient Therapeutic Paracentesis 
for Symptomatic Ascites at Vancouver General Hospital
Dr. Jay Pai (Lead Physician); Enrique Fernandez Ruiz (PQI Advisor)

Acknowledgements
PQI Team: Drs. Penny Tam & Iain McCormick
VGH POCUS Staff: Drs. Katie Wiskar, Shane Arishenkoff, Barry Chan, Nathan 
Chan, Stephanie Morrison, & Michael Cheung.
MIC Staff: Tom Ying, David Ehlen, Daniella Mitchel, & Sharlene Johnson

PDSA Cycles
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AIM STATEMENT
ÅStreamline the evaluation process for patients with hepatocellular carcinoma referred for liver 

transplant evaluation 
Å80% patients referred with HCC will receive first consult within 30 days and decision regarding 

candidacy 60 days

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

liver transplants performed since 2010
ÅHCC is a progressive disease, requiring multidisciplinary care
ÅTransplant criteria for HCC depend on tumor size and extent 
ÅLonger wait leads to disease progression and missed opportunity
ÅExpeditious evaluation and care are important 

PROBLEM
Pre transplant period is a time of anxiety, and stressors on patients and their families are great.
Lack of access to timely work up Ą Obstacle to quality patient care Ą Delay in referral for transplant

Á Cost and sustainability: long wait times, expired tests, burden on the system
Á Issue of access, equity

INTERVENTION OR STRATEGY FOR CHANGE
Å Improve data collection by liaising with VGH IPU Liver Transplant team and collecting wait time data
Å Early surgeon chart review by surgeon to ensure tests are up to date and patients have no 

contraindications
Å Identify bottlenecks in evaluation process

EFFECTS OF CHANGE
ÅSurgeon review resulted in decrease in wait time, time to consult, and time for decision making
ÅImproved data collection that will be sustained through Liver Transplant IPU
ÅIdentified bottlenecks: Significant delay in time to consult and tests, outdated tests ς to be addressed
ÅChange in culture: Increased engagement of physicians, allied staff, care coordinators, management teams

BASELINE DATA

Wait times are far from our aim target (30 days for first consult) ς average wait is 128 days
ÅOutpatient wait times (242 days) are significantly longer than inpatient wait times (47 days)

Outdated tests are many
Á 28 (87.5%) patients had outdated CT scans at first consult

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

LESSONS LEARNED
ÅImprovement in wait times can improve efficiencies and decrease wasted and expired tests
ÅThis translates into  improved patient access and decreased patient stress,
ÅData collection using IPU resource can be a valuable resource in tracking wait times
ÅEngagement of all members of transplant team is key, and improving small steps can result in a bigger change

SUSTAINABILITY
ÅAddressing 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)
ÅCreate a template for improving clinic workflow for all patients referred to the transplant clinic
ÅContinue wait time data collection via IPU
ÅContinue to engage clinic staff in value streaming mapping to look for bottlenecks

For questions or comments, contact Maja Segedi 
at: Maja.Segedi@vch.ca

Glossary of acronyms
PQI: Physician Quality Improvement; SSC: 
Specialist Services Committee; VGH: Vancouver 
General Hospital; HCC: Hepatocellular Carcinoma; 
CT: computed tomography; XR: x-ray; IPU:  
integrated practice units
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AIM STATEMENT
Χ¢ƻ ǊŜŘǳŎŜ ǘƘŜ time interval from trauma 
consultation to POPS assessment or 
intervention in high-risk chest trauma patients 
admitted under trauma services at VGH. 

CONTEXT
Vancouver General Hospital is a trauma referral centre that receives >250 patients per year with 
traumatic chest injuries.
Å Approximately one third of these patients have severe injuries requiring acute pain specialist 

intervention to adequately manage pain and reduce morbidity. 
Å There is currently a chest trauma referral pathway for the admitting trauma service to consult the 

anesthesia perioperative pain service (POPS) for high-risk patients. 

PROBLEM
There is often a delay between the time the trauma 
patient is assessed, and the time POPS team is involved 
in patient care.
Baseline Data:
Excessive delay (at times >24hrs) in optimal care: 
ÅAdmission to POPS consult interval: 15.2 hrs
ÅPOPS consult to POPS intervention interval: 3.5 hrs
ÅLƴǘŜǊǾŀƭ ōŜǘǿŜŜƴ ƳƛǎǎŜŘ Ŏƻƴǎǳƭǘǎ όҗнпƘǊǎύΥ 2.7wks

INTERVENTION OR STRATEGY FOR CHANGE 

EFFECTS OF CHANGE
Timeliness of care:
Å Reduced amount of time that patients with traumatic chest injury are waiting for pain mgmt.
Patient experience of care:
Åά{ƘŜ ǿŀǎ ŀōƭŜ ǘƻ ǿƛǘƘǎǘŀƴŘ ǘƘŜ Ǉŀƛƴ ǿƛǘƘ ǘƘƛǎ ǘǊŜŀǘƳŜƴǘ ŀƴŘ ǿŀǎ ŀōƭŜ ǘƻ ŎƻǳƎƘ ŀƴŘ ōǊŜŀǘƘŜ ŀƴŘ 
ƘŜŀƭ ǎƻ ƳǳŎƘ ǎƻ ǘƘŀǘ н ǿŜŜƪǎ ŀŦǘŜǊ ǘƘŜ ŀŎŎƛŘŜƴǘ ǎƘŜ ƛǎ ƻǳǘ ƻŦ ǘƘŜ L/¦ ŀƴŘ ƛƴ ƎƻƻŘ ǎǇƛǊƛǘǎέ 

      - tŀǘƛŜƴǘΩǎ ŦŀƳƛƭȅ ƳŜƳōŜǊ 

MEASURES OF 
IMPROVEMENT

Outcome Measures:
Å Admission to POPS Consult interval

ÅPre- 15.2 hrs, Post- 4.2 hrs
Å POPS Consult to Intervention interval: 

ÅPre- 3.5hrs, Post- 4.1 hrs
Å Admission to POPS Intervention interval: 

ÅPre- 18.0 hrs, Post- 8.2 hrs
ÅMissed consults since intervention (>24hrs)

Å *None

Balancing Measure: 
Å Consult frequency

ÅUnchanged (1.9/week)

LESSONS LEARNED
1. Including all points of view is essential for developing an effective and sustainable change idea
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 actively 

improve

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

Å Trauma team handover checklist for overnight patients
Å Cerner customized documentation for POPs referral pathway

Charts, graphics

For questions contact Dr. Peter Rose at: peter.rose3@vch.ca

Glossary of acronyms
PQI: Physician Quality Improvement; SSC: 
Specialist Services Committee; VGH: Vancouver 
General Hospital
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PDSA 1: Chest Trauma Video 

The result: is that some high-risk patients may wait an 
inappropriately long time (at times >24hrs) to receive optimal 
care leading to:
Å Inadequate pain control, avoidable opioid side effects, 

increased delirium risk and avoidable pulmonary 
compromise.

Potential drivers of the problem:
ÅTrauma house staff familiarity with chest trauma algorithm
ÅTrauma house staff understanding of POPS availability
ÅAccess to POPS consult process for chest trauma

INTENDED RESULTS
Outcome measures:
Å 15% reduction in Admission to POPS Consult interval (hrs)
Å 15% increase in interval between missed consults (weeks)
Balancing measure:
Å Stable number of consults per week


