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In order to enable strong medical staff

representation, collaboration, and two-way

communication among physicians and

leadership around Providence Health Care’s

strategic priorities, Providence Health Care

(PHC) and the PHC Physicians and Surgeons

Association (PASS) hired four Consultant

Physicians and their associated Physician

Advisory Committees (PACs) to activate and

advance PHC’s strategic pillars.

The strategic pillar of Exceptional Quality,

Safety and Value centers on PHC’s

commitment to continually strive toward

provision of exceptional, high quality and

safe care to the patients and families we

serve while achieving outcomes that matter

most to our patients.

While PHC has several existing mechanisms

to promote and facilitate quality

improvement (QI) initiatives, 

Introduction

Dr. Adrienne Melck 
Exceptional Quality, Safety, & Value

Physician Lead 

my PAC saw an opportunity for groups

across the organization to share and

celebrate their work with each other,

with patient partners, and with non-

clinical PHC leadership and staff. We

wanted to provide a networking

opportunity for healthcare providers

passionate about QI to inspire innovative

change ideas among each other. 

While our inaugural “Celebrating

Quality Improvement at PHC” event took

place virtually, this year's event took

place in person at St. Paul's Hospital.

Here we showcase the poster

presentations featured at the June 23,

2022 event. Enjoy! 



Department of Pathology and Laboratory Medicine1 and Department of Radiology2

Increasing Adequacy of Medical Renal Biopsies in BC
Patricia Hutchinson1, Henry Ng1, Gloria Ho1, Justin Lo1, Reginald Naidu1, Ricardo Ortiz1, Ivan Tsang1, Michael Leung1, Anna Finley1, Elizabeth Ladds1, James Nugent, MD2, 

Alison Harris, MD2, Bobby Grewal1, Mei Lin Z. Bissonnette, MD, PhD1

Background
Every kidney biopsy performed in BC for 
non-neoplastic disease is processed and 
interpreted at the BC Provincial Renal 
Pathology Laboratory (BCPRPL) located at 
St. Paul’s Hospital. There have been many 
biopsies province-wide with too few 
glomeruli sampled, and full diagnostic and 
prognostic information cannot be determined 
by the renal pathologists when the biopsy 
tissue does not contain enough glomeruli. 
The incomplete diagnoses and absence of 
prognostic information makes it difficult for 
nephrologists to know how to optimize 
immunosuppression and how to predict long-
term kidney function and outcomes for their 
patients.

There are no established guidelines for 
medical renal biopsy adequacy. In 
collaboration with radiology, we created 
provincial medical renal biopsy adequacy 
categories based on total number of 
glomeruli sampled:
• Ideally adequate (≥25 glomeruli)
• Minimally adequate (15-24 glomeruli)
• Suboptimal (<15 glomeruli)
• Inadequate (no diagnosis)

Aim
To increase the percent of ideally adequate 
medical renal biopsies to at least 80% at all 
biopsy collection sites in BC.

Root Cause Analysis
Adequacy data for all native kidney biopsies 
was collected retrospectively through 2019 
and prospectively for all sites in BC. Practice 
surveys were sent to radiology site leads and 
pathology laboratory sites in BC. A driver 
diagram was created to determine potential 
issues contributing to poor adequacy and to 
produce possible change ideas.

Change Ideas by Site –
Prince George
Every health authority and biopsy collection 
site also have area-specific quality drivers 
that were determined after individual site 
visits. Prince George did not have in-suite 
assessment of tissue during a biopsy and 
lacked a dissecting microscope necessary 
for tissue assessment and allocation.

Pathology, radiology, and nephrology 
collaborated to develop a new system where 
the radiology ultrasound technicians 
evaluate the biopsy tissue for the collecting 
radiologist in real-time during biopsy 
collection. The BCPRPL provided a 
dissecting microscope and lead several days 
of on-site training for the ultrasound 
technicians. The BCPRPL continues to offer 
virtual  technical assistance and is 
developing online training modules and 
image references for continuing education. 
These tools will be used as we travel to all 
health authorities and visit each site.

Acknowledgement 
We thank PHSA PQI for their assistance in 
learning concepts and methods of analysis in QI. 
We also thank BC Renal and Provincial 
Laboratory Medicine Services for their support of 
this project.

Driver Diagram
Confidence in biopsy assessment was prioritized because 
our laboratory has the ability to more easily implement 
changes in this area.
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P-chart of Province-wide Adequacy by Month
Analysis shows sustained increase in percent ideally 
adequate biopsies after including adequacy category in 
the pathology report and providing radiology with 
adequacy feedback. 

Province-wide Biopsy Adequacy by Site
Native biopsy adequacy percentages by biopsy collection 
site, 2019-2021. All individual sites are de-identified.
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Change Ideas – Provincial 
Survey results showed radiologists at each 
collection site were not receiving enough 
feedback on quality of biopsy collection. 
Adequacy categories were added to the final 
pathology reports, which the collecting 
radiologist also receive. Additionally, 
anonymous quarterly updates on adequacy 
will be provided to each health authority.

To create uniformity in biopsy collection and 
evaluation, a provincial medical renal biopsy 
kit was created with instructions on tissue 
evaluation and handling.

Provincial Renal Biopsy Collection Kit
Provincial renal biopsy kits with colour-coded fixatives 
and instructional insert to support uniform renal biopsy 
collection and allocation practices across BC.

Tori  Christianson
2022 People’s Choice Winner



Department of Anesthesiology and Perioperative Medicine

Goal-directed fluid therapy in ERAS patients 
Dr. Steven Wang, Dr. Jill Osborn

Background
Enhanced Recovery After Surgery (ERAS) is 
an evidence-based, multidisciplinary initiative 
to improve recovery time for patients after 
major intra-abdominal surgeries. Initially for 
colon surgeries, there are now guidelines for 
a wide range of general, orthopedic, 
gynecological, urological surgeries.

ERAS protocols focus on multiple aspects of 
surgical patients’ perioperative care, 
including but not limited to pre-operative 
education, fasting, postoperative pain and 
nausea vomiting management, nutrition, and 
early mobilization1.

An important aspect of ERAS is to maintain 
optimal perioperative fluid status in patients. 
Too much fluids can result in delayed return 
of bowel function and higher respiratory 
complications, but too little fluids risk 
decreased perfusion and oxygen delivery to 
vital organs.  Assessing the optimal fluid 
requirement can be dynamic and complex 
process, depending on each patient’s 
physiological factors (age, sex, etc.), medical 
co-morbidities, invasiveness and durations of 
surgeries.

In addition to standardized restrictive fluid 
protocols, many hemodynamic monitors (eg. 
esophageal doppler, bioimpedence 
monitors) have been studied but no 
conclusive benefits have been identified.

Technology
The Flotrac or Clearsight are minimally 
invasive hemodynamic monitoring systems 
developed by Edwards Lifesciences 
Corporation. It uses information from arterial 
pressure waveform from a non-invasive 
finger cuff or arterial line to calculated 
hemodynamic parameters such as stroke 
volume (SV), stroke volume variation (SVV), 
cardiac output (CO), and systemic vascular 
resistance (SVR) for individual patient in real 
time. 

Our QI Design
We aim to implement the Flotrac or 
Clearsight hemodynamic monitoring 
technology intraoperatively for moderate to 
high risk surgical patients undergoing major 
intra-abdominal surgeries. These higher risk 
patients could potentially benefit most from 
an individualized perioperative fluid therapy. 
We will compare the outcomes of the target 
patient population pre vs. post 
implementation of goal-directed fluid therapy 
intervention by matching both groups for 
similar patient characteristics, surgical 
procedures, and medical co-morbidities.

Outcomes and Future 
Directions 
We are interested in assessing whether the 
intervention improves perioperative patient 
care and shortens recovery time to justify the 
cost of using them. We will also assess 
additional outcomes including lengths of stay 
in hospital, organ dysfunctions, and 
incidence of post-operative complications.

In the future, if there is significant benefit for 
the patient, we hope to extend the use of this 
technology in our surgical high acuity unit 
(SHAU) for continuing care of high risk 
patients in the immediate post-operative 
phase.

Reference
1. Gustafsson, U.O., Scott, M.J., et. Al, Guidelines for 

perioperative care in elective colonic surgery: Enhanced 
Recovery After Surgery (ERAS) Society 
recommendations. Clinical Nutrition. 31(2012) 783 - 800.

Acknowledgement 
Edwards Lifesciences Corporation
Perioperative division, Department of Anesthesiology

Monitor screen

Clearsight finger-cuff

Flotrac sensor

System in use in Operating Room
*photo consent obtained from patient 



Problems
• Undocumented or poorly documented PSLS events in 

TMS lead to incomplete medical device records 
(inaccurate device history)

• Biomed staff is unable to track and trend (and 
potentially forecast) medical device incident data

• Missed opportunities to improve patient safety

Background
• The majority of Biomed staff does not have access to 

BC PSLS due to privacy concerns

• Several frontline Biomedical Technologists cannot use 
PSLS to search for past patient safety events involving 
medical devices that Biomed supports

• Biomed staff prefers to visualize the entire history of a 
device in a single database

• Biomed’s database is called TMS, and any work done 
on a device is documented as a Work Order (WO)

Lower Mainland Biomedical Engineering

Documentation of PSLS Events in Biomed’s Database (TMS)
Alice Casagrande Cesconetto, Rafif Hakimi, Tony Hsieh, Yalda Ingham

Specific Aims
• By the end of 2021, Biomed shall use the new PSLS procedure

for incident investigations for at least 90% of PSLS events 
documented in TMS

• By the end of 2021, 90% of PSLS events documented in TMS shall 
have the correct PSLS ID and WO type associated with them

• By January 31st, 2022, Biomed shall document in TMS 100% of 
Biomed-related PSLS events as PSLS WOs

Above and Beyond
• Closing the loop with clinical staff

Fully investigated

Partially investigated/located

Unable to locate
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Department of Pathology and Laboratory Medicine1 and Department of Radiology2

Increasing Adequacy of Medical Renal Biopsies in BC
Patricia Hutchinson1, Henry Ng1, Gloria Ho1, Justin Lo1, Reginald Naidu1, Ricardo Ortiz1, Ivan Tsang1, Michael Leung1, Anna Finley1, Elizabeth Ladds1, James Nugent, MD2, 

Alison Harris, MD2, Bobby Grewal1, Mei Lin Z. Bissonnette, MD, PhD1

Background
Every kidney biopsy performed in BC for 
non-neoplastic disease is processed and 
interpreted at the BC Provincial Renal 
Pathology Laboratory (BCPRPL) located at 
St. Paul’s Hospital. There have been many 
biopsies province-wide with too few 
glomeruli sampled, and full diagnostic and 
prognostic information cannot be determined 
by the renal pathologists when the biopsy 
tissue does not contain enough glomeruli. 
The incomplete diagnoses and absence of 
prognostic information makes it difficult for 
nephrologists to know how to optimize 
immunosuppression and how to predict long-
term kidney function and outcomes for their 
patients.

There are no established guidelines for 
medical renal biopsy adequacy. In 
collaboration with radiology, we created 
provincial medical renal biopsy adequacy 
categories based on total number of 
glomeruli sampled:
• Ideally adequate (≥25 glomeruli)
• Minimally adequate (15-24 glomeruli)
• Suboptimal (<15 glomeruli)
• Inadequate (no diagnosis)

Aim
To increase the percent of ideally adequate 
medical renal biopsies to at least 80% at all 
biopsy collection sites in BC.

Root Cause Analysis
Adequacy data for all native kidney biopsies 
was collected retrospectively through 2019 
and prospectively for all sites in BC. Practice 
surveys were sent to radiology site leads and 
pathology laboratory sites in BC. A driver 
diagram was created to determine potential 
issues contributing to poor adequacy and to 
produce possible change ideas.

Change Ideas by Site –
Prince George
Every health authority and biopsy collection 
site also have area-specific quality drivers 
that were determined after individual site 
visits. Prince George did not have in-suite 
assessment of tissue during a biopsy and 
lacked a dissecting microscope necessary 
for tissue assessment and allocation.

Pathology, radiology, and nephrology 
collaborated to develop a new system where 
the radiology ultrasound technicians 
evaluate the biopsy tissue for the collecting 
radiologist in real-time during biopsy 
collection. The BCPRPL provided a 
dissecting microscope and lead several days 
of on-site training for the ultrasound 
technicians. The BCPRPL continues to offer 
virtual  technical assistance and is 
developing online training modules and 
image references for continuing education. 
These tools will be used as we travel to all 
health authorities and visit each site.

Acknowledgement 
We thank PHSA PQI for their assistance in 
learning concepts and methods of analysis in QI. 
We also thank BC Renal and Provincial 
Laboratory Medicine Services for their support of 
this project.

Driver Diagram
Confidence in biopsy assessment was prioritized because 
our laboratory has the ability to more easily implement 
changes in this area.
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P-chart of Province-wide Adequacy by Month
Analysis shows sustained increase in percent ideally 
adequate biopsies after including adequacy category in 
the pathology report and providing radiology with 
adequacy feedback. 

Province-wide Biopsy Adequacy by Site
Native biopsy adequacy percentages by biopsy collection 
site, 2019-2021. All individual sites are de-identified.
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Change Ideas – Provincial 
Survey results showed radiologists at each 
collection site were not receiving enough 
feedback on quality of biopsy collection. 
Adequacy categories were added to the final 
pathology reports, which the collecting 
radiologist also receive. Additionally, 
anonymous quarterly updates on adequacy 
will be provided to each health authority.

To create uniformity in biopsy collection and 
evaluation, a provincial medical renal biopsy 
kit was created with instructions on tissue 
evaluation and handling.

Provincial Renal Biopsy Collection Kit
Provincial renal biopsy kits with colour-coded fixatives 
and instructional insert to support uniform renal biopsy 
collection and allocation practices across BC.



Urban Health and Infection Unit

Partial Oral Antibiotic Therapy for Persons who Inject Drugs
Dr. Adrianna Gunton, Dr. Quynh-Dao Dinh, Michelle Gnyra, Dr. Mary Kestler, Dr. Victoria Weaver,  Michelle Wong

Background
• Traditionally, serious bacterial infections 

have been treated with prolonged course 
of IV antibiotics

• Recent literature highlights success of 
using partial oral antibiotic therapy, 
however these studies have included very 
few persons who inject drugs (PWID) 1,2

• There has been increasing interest in 
demonstrating oral regimens are 
equivalent, safer and cheaper

Methods
• Objective: Improve antibiotic treatment 

completion rates and show that partial 
oral antibiotics were feasible to use in 
PWID

• Inclusion criteria: Age > 18 with current 
injection drug use, serious bacterial 
infection outside the CNS, received at 
least 2 weeks of appropriate IV 
antibiotics, clinically improving, 
appropriate oral antibiotic option

• Exclusion criteria: any condition affecting 
the efficacy of oral antibiotics, treating 
Infectious Diseases physician discretion

• Patients needed to remain in hospital for 
the entire treatment period

Next Steps
• Advocating for changes to the admission 

criteria for the CTCT to include patients 
on oral antibiotics

• Including patients with infections involving 
the CNS

• Re-evaluating study continuation 

Conclusions
• Recent literature suggests success with 

treating serious bacterial infections with 
partial oral antibiotics

• Our study highlights the possibility of 
success in treating PWID with partial oral 
therapy and in the right context and with 
adherence support we feel oral switch is 
feasible and effective

• There are provider barriers identified

• Further studies in PWID are needed to 
demonstrate safety and efficacy of this 
practice

References
1. Li H-K, Rombach I, Zambellas R, Walker AS, McNally 

MA, Atkins BL, et al. Oral versus intravenous 
antibiotics for bone and joint infection. New England 
Journal of Medicine. 2019 Jan 31;380(5):425–36.

2. Iversen K, Ihlemann N, Gill SU, Madsen T, Elming H, 
Jensen KT, et al. Partial oral versus intravenous 
antibiotic treatment of endocarditis. New England 
Journal of Medicine. 2019 Jan 31;380(5):415–24.

Figure 2. 
Outcomes for study participants
Yes = antibiotics completed in hospital

Figure 3. 
Provider barriers identified to switching patients to oral 
antibiotics 

36%

27%

9%

27%

Figure 1. 
Fishbone diagram for process factors resulting in low IV 
to oral switch

Figure 2. 
Current treatment landscape in Vancouver

Results
• Over a 1-year period, 23 patients eligible 

and 11 patients enrolled 

Discussion
• Enrollment was low à only 23 patients 

eligible over a year (initial goal for 20 over 
3-months)

• Low numbers of eligible patients, many 
with infections involving the CNS where 
orals are not well studied

• Identified provider barriers to this practice 
including concerns regarding infection 
relapse, patient adherence and inability to 
transfer patients to CTCT on orals

• Reasons for failed partial oral therapy are 
multifactorial, possibilities include 
differences in infection type and 
adherence and more studies are needed 
in more patients to draw conclusions



Department of Surgery

Reducing Patient Day of Surgery Wait Times in Non-palpable Breast Surgery
Amy Bazzarelli, MSJ Breast Clinic and Surgical and Radiology Programs

Context
•Patient Population:  Patients with non-
palpable or vaguely palpable breast 
lesions requiring excision
•Currently, these lesions are localized 
with wires placed in radiology on the 
day of surgery
•Work completed at Mount Saint Joseph 
Hospital involving the Breast Clinic, 
Surgical Department and Radiology 
Department

Problem
•Operative start delays and long patient 
wait times for surgery occur in patients 
undergoing surgery for non-palpable 
breast lesions.
•The placement of a fine wire in the 
radiology department on the day of 
surgery requires patients to arrive early 
in the day.  Wire placements vary in 
complexity and may take longer than 
expected, resulting in delays.

Aim Statement
•To decrease surgical pre-operative wait 
times for lumpectomy patients 
requiring localization in day care 
surgery on the day of surgery by 50% 
by May 31, 2022.
•Surgical start times will occur earlier in 
the day in 50% of cases. 

Intervention
•Replace same day wire localization with 
magnetic seed localization placed days 
ahead of surgery
•Decouple the localization date from the 
surgery date
•Change involved approval and 
prioritization by management in surgery 
and medical device and reprocessing 
departments, a plan to deliver the new 
device, and approval to use
•Radiology and surgery department 
desire for change
•Change idea rolled out March 7 to April 
1, 2022

Measure of Improvement
•Outcome Measure:  
•Amount of time patients wait in 
peri-operative environment on day 
of surgery
•Patient and practitioner satisfaction

•Process measures
•Time of entry to hospital
•Time of OR and block start
•Patient reported outcomes

•Balancing measures
•Travel for additional procedure

Effects of Change
•Patients waited 50% less time on the 
date of surgery
•Patients reported less discomfort and 
less inconvenience with magnetic seeds 
compared to wires
•Practitioner satisfaction improved

Sustainability
•St. Paul’s Hospital foundation has made 
breast non-wire localization as a 
fundraising priority
•Findings of this study have been 
disseminated to department and 
regional heads of surgery, as well as to 
local stakeholders
•Further data collection will be upcoming 
regarding specimen margin status, as 
well as analysis of changes to OR slates, 
and translation to a business case

Lessons Learned
•Seed localization improved patient care 
as well as practitioner satisfaction, and 
reduced idle time
•Multiple steps are required for 
implementing change, as well as 
sustaining it, and there are unexpected 
events that inevitably occur

Acknowledgement 
•Physician Led Quality Improvement 
Program
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Holy Family Hospital Rehabilitation 

Reduce Readmissions between Holy Family Hospital Rehabilitation and Emergency 
Departments
Dr. Bonnie Law, Dr. Evan Kwong, Allison Chiu

Context
Holy Family Hospital Rehabilitation is a 
subacute care unit which provides inpatient 
rehabilitation services to the older adult 
population after events such as stroke, 
orthopedic surgeries, and prolonged 
hospitalizations. We are also a provincial 
program comprising of prosthetic training and 
rehabilitation for amputees. Patients are 
medically stable in order to participate in an 
active intensive rehabilitation program. We 
have lab work weekday mornings only. We do 
not have diagnostic imaging or oxygen 
therapy available. We refer patients with acute 
care needs to Emergency Departments 
primarily in VCH and PHC sites. 

Problem
There have been incidences wherein the 
patients’ medical concerns were not being 
addressed prior to their return to Holy Family 
Hospital Rehabilitation. This may be a result of 
not having a standardized form of 
communication to clearly state the reason for 
patient transfer to ED.

Aim Statement
We were looking for ways to improve 
communication between Holy Family Hospital 
Rehabilitation and Emergency Departments to 
provide ED with easily accessible patient 
information and to ensure patients’ return in 
stable condition. Improved communication will 
result in preventing future repeated ED visits 
and adverse events by 50% in 2022.

Intervention or Strategy for 
Change
We had the opportunity to engage with VGH 
ED QI Council. Through our collaboration, we 
concluded that we can achieve our goal by 
creating a standardized form with pertinent 
information. The form includes important 
information such as reason for transfer, 
physician and charge nurses’ contact 
information, code status, patient stability 
criteria and goals of care documentation.

Measures of improvement
• Number of patient transfers to ED range 

from 0 to 12 in any given month.
• From January to August, 2021, there were 

2 readmissions to ED and 1 notable event.
• Since September 2021, there were no 

documented readmissions to ED or notable 
events.

• The use of the new transfer form was 
implemented in December 2021. 

Effects of Change
It is difficult to assess the exact impact with 
preventative measures such as improved 
communication through the use of a new tool; 
however, it is encouraging to note that the 
data showed there has not been any 
readmissions or adverse events immediately 
before and after the form was implemented. 
There is an overall sense that our efforts to 
improve information transfer has led to better 
patient care and experience. In add-on, HFH 
nursing has reported positive responses to 
using the new form. 

Lessons Learned
• Strong and supportive working 

relationships are key to success for 
implementing positive changes and impact 
in the healthcare setting.

• Small changes are important first steps to 
set the stage for further meaningful quality 
improvement. 

Sustainability
• Evaluation of ongoing use of the form 

pending CST implementation throughout 
the health authorities. 

• The new form has been incorporated 
alongside the existing workflow.

Acknowledgement 
This project was funded by the SSC through the PLQI 

initiative.
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Glossary of acronyms
ED: Emergency Departments; HFH: Holy Family Hospital; PHC: Providence 
Health Care;PLQI: Physician-led Quality Improvement; SSC: Specialist 
Services Committee;VCH: Vancouver Coastal Health;
VGH: Vancouver General Hospital;
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MSJ Department of Internal Medicine 

Improving Internal Medicine Consult Response Times at MSJ ED 
Dr. Nora Cummins (she/her/hers), MSJ Associate Head of Medicine 

Bruce Kung, Performance Improvement Consultant (PIC)

Ishaan Gupta, Data Analytics Lead, Data Analytics

Shannyn Sainiuk,  Patient Care Manager, MSJ Emergency/ICU/Access

Data extraction / Analysis:
- Extracted target Cerner time stamps for all “completed”

ED to IM consult orders from Jan 1, 2020- April 28,2022

(N=3605). Orders labelled “discontinued” and “ordered”

were excluded

- 10/159 MD during the study period initiated 48% of all

admissions (1726/3605). For this reason and others, the

team decided to focus its analysis and improvement

efforts on the 10 core IM team members.

Baseline findings (10 core IM physicians):

1. Avg. response time from consult order to admit decision

(entered in Cerner) = 121.8 mins.

2. Avg. response time from consult order to pt. leaves ED =

217 mins

3. Significantly longer response times for consult request

placed earlier in the day

4. Significant variation in response times between
providers

Intervention(s):
Beginning June 2021, the IM Physician lead and PIC met

with members of the core team to…

1) Establish a safe and non judgmental/threatening environment for transparent and

honest discussion, 2) share findings and seek genuine feedback 3) invite physicians to

share / discuss any insights into individual practices, departmental, practices, or

interdepartmental/organizational factors potentially influencing current outcomes, 4) invite

the group to continue to self-reflect on their own practices, and 5) commitment to monitor

variability over time.

Feedback from core team about the process:

• “Presenting relevant data to both ED and IM helped create change…”

• “…it was interesting to see how I compared to the group, and also if I changed over
time. Numbers for me didn't change as much as I expected, which gave me even
more impetus to change how I was doing things”

• Critical to find the balance between enabling flow and patient safety

Examples of changes made / tested:

• Expediting the admission order in Cerner:“I used to write my full note, submit then

write admitting order. Now I do the opposite…”

• Structuring my daily schedule less on geography /patient location. I used to wrap up

all ward issues first m till noon, then would head down to ER.”

• Adjusting workflow when with students - quickly seeing pts. and putting in basic orders

first rather than having the students see the patient first and then doing admission

orders after reviewing.

Outcomes / Impact:

Future Considerations:
• Continued work with the core team to monitor response times and tests of change

• Inclusion of balancing metric: D/C from Medicine… “I thought getting discharges done 
was more important but now that I know ED's workflow and spatial issues, I prioritize 
the ED admissions when I receive them.” 

• Hardwiring successful practices into training and Education  

Introduction/Summary:
In response to feedback from frontline clinical leaders at

MSJ ED experiencing variation in MSJ Internal Medicine

(IM) consult response times, IM physician leadership

assembled a team to explore for presence of inter-provider

variability, and other opportunities, within the control of the

IM team, to further enhance ED flow through.

The review established that times varied significantly

across members of the core IM group (the Group) as well

as by the time of day that consult orders were placed.

The project team presented its findings to the Group and

focused on the first two steps of the ADKAR change

management framework: establishing Awareness and the

individuals' Desire to reduce inter-provider variability. The

data was presented as anonymized fact, with no specific or

targeted request to change practice. This approach

successfully raised peer-group awareness, fostered a

desire to understand and reduce inter-provider variability,

and ultimately resulted in measurable and thus far

sustained change in post-intervention outcomes.

Average consult order to admit decision response

times for the Group have reduced by 34% or 41.5

minutes (121.8 minutes to 80.3 minutes; p<.05; while

Average consult order to pt. left ED times reduced by

%13 or 28.8 minutes (216.7 minutes to 187.9 minutes,

P<.05) . Control charts corroborate these results at the

process level through the presence of multiple indicators of

special cause variation / process shifts (i.e., 9 consecutive

consultation response times occurring below the mean).

Control charts also confirm a reduction in Group response

time variation through a narrowing of control limits post

intervention.

Project Aims:
1) To reduce variability in consult order to admit decision

time amongst the Group

2) To reduce variability in consult order to patient leaves

ED turnaround times (admitted pts.) amongst the Group



Providence Health Care - Long Term Care 

Goals of Care & Advance Care Planning Documentation 
Jenica Burns (Palliative Care Nurse); Ramses Prado Mares (Performance Improvement Consultant); Dr. Eileen Wong (Medical Coordinator)

Intervention/Strategies for 
Change
1st PDSA - April 2021 start:
• Paper chart à “Source of truth” for all 

GOC/SIC conversations 
• Replace blue DNAR sleeves and old 

‘Options for Care’ forms with new ACP 
tab/divider at the front of all paper charts 

• CST users - document in the GOC 
Power Form (print and place in the ACP 
section of the paper chart)

• Non-CST users - document on the 
ACP/SIC paper record (place in the ACP 
section of the paper chart)

• Education sessions and workflows for 
all staff

Measures of Improvement
• Chart Audit: all care homes audited 

between Dec 8, 2021 and Feb 10, 2022
• Number of charts audited = 110

Lessons Learned
• Involve IDT early and often as even 

seemingly small changes can result in 
big impacts on practice

• QI is an iterative process - be nimble, be 
flexible, be open to changes

Sustainability
• Initial chart “clean up” to ensure 

consistent presence of documents in 
CST vs. in paper charts

• Biannual “chart checks” following care 
conference and medication reviews

• Ongoing SIC/ACP education

Setting 
PHC LTC Homes (Capacity):
• Holy Family Hospital LTC (126)
• Mount St. Joseph Hospital ECU (96) 
• Youville Residence (42)
• Brock Fahrni (148)
• St. Vincent Langara (196)

Aim Statement
Identify and implement for 90% of charts:
• Standardized place and process for 

documenting GOC and SIC conversations

• Standardized place for recording (T)SDM 
information

Definitions
Goals of Care (GOC); Serious Illness 
Conversation (SIC); Advance Care Planning 
(ACP); Long Term Care (LTC)
Temporary/Substitute Decision Maker 
(T)SDM; Interdisciplinary Team (IDT)

Background/Problem
• Cerner implemented Nov 2019 in LTC

• Nursing not documenting on Cerner à
hybrid charting system emerged: 
electronic (MDs and IDT) +                 
paper (Nursing)

• Serious documentation gap identified 
with the method and location of recording 
SIC/GOC conversations

• Up to date (T)SDM information not clear

Effects of Change
• Correct placement of documents 

improved from 20% to 91% after the 
first PDSA

• (T)SDM information implemented into a 
standard location in CST as of Feb 2022

Old Blue DNAR Sleeves 

New Advance Care Planning Tab/Divider

For quality care that meets the wishes, values & goals of people we serve, 
GOC/SIC conversations and applicable (T)SDM information needs to be effectively 

documented, up to date and readily accessible 

Acknowledgements
Leader for ACP: Wallace Robinson             
Social Workers: Jasmine Narayan & 
Karen Kew Unit Coordinators: Karolyn 
Sidhu & Jisun Ngo LTC Leadership: Jody 
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HFH LTC Team: Nurses & Physicians From 1.8% to 33%  From 5.6% to 51.6% 



Enhanced Nursing Shift Handover
SPH Medicine

Introduction
Nursing handover is a method of communicating

essential information between nurses at shift change,

which is an important transition for patient safety.

On the Medicine units at St. Paul’s Hospital (SPH), staff

recognized that the lack of a standardized or structured

process for handover was sometimes leading to

inconsistency in care, medication errors, and other

adverse events.

This project aimed to:

1. increase the effectiveness of nursing handover

2. decrease the number of adverse events related to

inadequate information exchange

3. improve communication and patient-centered care.

Methods
Between April 2021 and May 2022 the project team

developed and implemented a guide to assist nurses

with shift handover. This work included:

• Initial literature review of existing handover tools.

• Initial review of Patient Safety Learning System (PSLS)

events related to shift handover on the units

(May 2019-Apr 2021).

• Observations, focus groups and solicitation of broad

feedback during development of the Guide.

• Implementation of the Guide, including incorporation

into unit orientation.

• Ongoing survey of staff perception of the effectiveness

of shift handover and associated improvement ideas.

• Focus groups to further evaluate the effectiveness of

the Guide in supporting nursing shift handover.

• Release of monthly posters sharing progress and

feedback received.

• Further analysis and review of PSLS events related to

shift handover on the units (Jun 2021-Feb 2022).

Summary
• A standardized approach to nursing shift handover 

is an important element of patient safety.

• The Guide enhances the sharing of information

between nurses at shift handover and increases

the perceived effectiveness of handover.

• Use of the Guide may reduce the number of 

adverse events related to inadequate exchange of 

information at shift handover.

• The Guide may be implemented in similar clinical 

settings. 
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Results
Initial observations, focus groups, PSLS event review and

review of existing tools highlighted the units’ needs to

prompt for information exchange during shift handover,

which guided the iterative development of the Nursing

Shift Handover Guide (pictured below). The Guide is

shared during unit orientation and laminated copies are

attached to SPH Medicine unit workstations. It is also

available to individuals as a small card or in paper format.

Analysis of the number of PSLS events reported

following implementation of the Guide confirmed

there was no change in the overall number of events

reported in the SPH Medicine units (data not shown),

while fewer events related to handover were

reported (figure 1). In the detailed review of these

cases, the project team estimated that use of the

Guide would have prevented 7/8 events identified.
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Figure 1: C Chart – Number of reports related to handover as a factor

During and following implementation, ongoing survey

data (n=98) showed that when using the Guide, most

people (68%) perceive handover to be ‘extremely

effective’ and none report it be ‘ineffective’. Focus

groups and qualitative survey feedback offered ideas

for improvement and confirmed the Guide supports a

comprehensive and efficient handover, particularly for

nurses new to the profession or unit. Nurses also

reported appreciation for information about patients’

specific preferences, which enabled rapport to be

established quickly and enhanced patient centred care.

In the initial review of PSLS events related to handover,

the project team estimated that the use of the Guide

would have prevented nearly 80% (27/34) of the events.

Overall, this analysis suggests use of the Guide has

reduced the number of adverse events related to

inadequate exchange of information at shift change.



Adult Bleeding Disorder Program of BC/Yukon
Timing is Everything

QI Challenge Project Cohort 3:  Michelle Bech MN NP (A)

Prior to 2019, the Adult Bleeding Disorder Program 
(ABDP) rarely documented safety concerns as many 
incidents occurred outside PHC.  In 2019, the program 
began utilizing the BC Patient Safety Learning System 
(PSLS) to collect ABDP program safety data. In 2020, 
there were 43 recorded PSLS incidents, 7 were at PHC 
and 5 were medication errors.

Usual care by the ABDP of persons with bleeding 
disorders (PWBD) is to provide pre operative
hemostatic recommendations with all orders placed 
in Cerner.

When  hemostatic medications  are missed or infused 
late to PWBD, they tend to bleed contributing to poor 
outcomes.  This QI project focused on the Surgical Day 
Care(SDC)/OR, as the majority of the missed and late 
medication administrations were taking place in those 
areas
Fig 1. Outcome of a missed hemostatic order in a 
PWBD

All PWBD who have surgery at SPH will have 100% of 
the medications/factor ordered by the ABDP is given 
on time in accordance with recommendations (IE: 
within 30-60 mins of procedure) in SDC and the OR 
between July 01 and Dec 31, 2021.

Using the QI Challenge Project tools (IE: Cause-effect 
diagram and 5 Whys Tool) the following contributing 
factors were identified:

§ SDC/OR setting is busy and unpredictable 
§ OR times change with little notice
§ Staffing issues 
§ PWBD condition is rare requiring unfamiliar 

medications
§ Lack of education about PWBD.
§ Anesthesia workflow
§ Preparation of Desmopressin (DDAVP) IV by 

pharmacy takes @30 minutes  and stable for 2 
hours.

§ Preparation of factor by Transfusion Medicine Lab 
takes 20-30 minutes and stable for 3 hours

§ Program location name causing confusion

§ Healthcare staff notification:  Changed OR 
notification of PWBD to the “printed” OR slate, not 
only on the electronic OR slate.

§ SDC IV start order: To ensure patients are prepared 
for pre op medication administration, as not all SDC 
patients have an IV started prior to the OR. 

§ SDC nursing communication order: Nursing  to 
remind anesthesia that the patient requires TXA 
medication in the OR, to ensure pre op order is not 
missed.

§ Changed Cerner program location name: The name 
“Hemophilia Program”, caused confusion that all  
PWBD had hemophilia.  ABDP CST go-live  Nov 2021, 
name changed to “ BCBledProgram” in 2022. (Was 
instituted after completion of QI  project)

§ Awareness: Throughout the QI project the importance of timely medication administration for PWBD was 
discussed extensively with healthcare professionals, leading to improved awareness.

§ Education: A 10 minute power point video was completed post QI project and shared with SDC/OR/PARR 
staff and can be used as a resource for new staff members.

§ Resources:  A one page resource sheet was made Feb 2022 and is kept in the SDC desk resource book
§ PSLS:  Program to continue to report missed and delayed medication administrations in PSLS and review 

the program data on a regular basis.

§ 2022 project: The ABDP reviewed the usual ordered route of administration of Desmopressin pre operative
and will investigate if the usual route of administration should be changed from IV to subcutaneous, in 
an attempt to further facilitate timely medication administration. 

Fig 2.  OR: Number of procedures between missed 
Tranexamic Acid (TXA) doses

Prior to any interventions, 14 cases had 4 missed TXA 
doses, 71% of medications were given on time. May 2021, 
the missed hemostatic medication case (Fig 1) was 
presented at anesthesia M&M rounds (yellow arrow), 
which provided awareness to the group.  After the changes 
were implemented (green arrow), there were 4 cases 
without missed administrations.

Fig 3. SDC: Number of procedures between late factor or 
Desmopressin (DDAVP) administration

Prior to any interventions, 22 cases had 2 late medication 
administrations so 91% of medications were given on time.  
After the changes were implemented (green arrow), there 
were 5/11 late medications administrations, so 55% of the 
medications were given on time.

A rare events chart was used to track any improvements, as the OR may only see a single PWBD in a month. This rare 
events chart plots the number of procedures between a missed/late event.  The test for whether, statistically, there has 
been a positive change is when a point exceeds the Upper Control Limit (UCL).  Both areas were moving in a positive 
direction but neither area exceeded the UCL.

Discussion 
Implemented changes

Problem investigation

Aim Statement Results

Problem

Background

Next step



Virtual Health & Shared Care

Post-COVID-19 Recovery Care Pathway 
Raveena Garcha (Project Leader, Virtual Health & Shared Care) & Michelle Malbeuf (Program Manager, Post-COVID-19 Interdisciplinary Clinical Care Network) 

Background
• Little is known about best care for COVID-19 survivors, not the 

short-, medium, and long-term consequences of COVID-19 
infection

• Evidence indicates COVID-19 affects the lung, hearts, brain, 
kidney, blood vessels and clotting system in the short-term, with 
likely long-term sequelae

• The uncertainty and anxiety exacerbated by physical and social 
isolation for the survivors is thought to be of serious consequence 
for at least 40% of those infected (Mazza et al., 2020)

• COVID-19 survivors require a well-coordinated shared care 
approach to care

Evaluation
There has been an encouraging uptake of the tool. As of May 

2022, there have been:

• 3,193 Pathway website views 

• 5,614 PC-ICCN referrals

• 422 RACE/eCASE requests for the post-COVID-19 

specialty 
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Problem
• While not all patients require a referral to a PCRC, all patients need 

access to support, education and resources to support them in their 
recovery

• This is most appropriately delivered by primary care providers 
(PCPs), who also need support to provide these resources

Aim
• The PC-ICCN, in partnership with Providence Health Care, Shared 

Care Committee and Pathways BC, developed the Post-COVID-19 
Recovery Care Pathway to address PCPs’ need for support in 
navigating care for the post-COVID-19 patient

Post-COVID-19 Recovery Care Pathway
• Guides primary care assessment, investigative approaches and self-management tools for common 

symptoms including: chest pain, shortness of breath, fatigue, anxiety, brain fog, and headache

• Emailable patient resources regarding common symptoms to be sent to patients anonymously by their PCP.

• For concerns that may not require a referral to a PCRC, the Pathway recommends PCP to contact the post-
COVID-19 specialty via RACE or eCASE

• For patients who meet specific eligibility criteria, it guides the PCP to complete a referral to the PC-ICCN for 
assessment and linkages to resources

• Note that not everyone will need to be referred to the PC-ICCN, but all patients should have access to 
appropriate care, support and education. Persons whose symptoms have not resolved within 12 weeks 
should be reassessed and considered for referral to the PCRC

Anticipated Benefits
• Increase in primary care capacity for post-COVID-19 care

• Knowledge dissemination 

• Appropriate health system utilization

• Improvements in patient access to services

Successes 
• Interdisciplinary collaboration between PCPs and 

specialists 

• User-friendly and familiar platform used by PCPs

• Frequent review and revision rooted in evidence

Post-COVID-19 Interdisciplinary Clinical 
Care Network (PC-ICCN)
• In partnership with regional health authorities, patients and research 

organizations across BC, the Post-COVID-19 Interdisciplinary 
Clinical Care Network (PC-ICCN) aims to support the best possible 
outcomes for people who experience persistent symptoms of 
COVID-19, through best practices, education and research

• The PC-ICCN established 5 Post-COVID-19 Recovery Clinics 
(PCRCs) throughout the province including St. Paul’s Hospital, 
Vancouver General Hospital, Jim Pattison Outpatient Care and 
Surgery Centre, Abbotsford Regional Hospital, and Royal Jubilee 
Hospital



Department of Pathology and Laboratory Medicine

Standardize Rush Pathology Requests at PHC
Dr. Wei Xiong MD Ph.D

What is rush pathology 
request:
• Pathology diagnosis that is required for 

urgent patient management. 
• Delay in rush pathology reports could 

cause suboptimal  management and 
patient harm.

• Rush pathology turnaround time (TAT):  
hours from receiving to reporting (final or 
preliminary).

• PHC benchmark: 24 hours

Aim statement:
To reduce the delay urgent cases to <10% 
by optimizing the workflow for handling 
urgent pathology requests by May 2021.

Causes of delayed cases:
Data was collected between Aug 2020 and 
Nov 2020.
Rush requests by clinical departments:
GI: 35%
Surgery: 28%
Medicine: 17%

1st PDSA cycle
Meeting GI physicians and nurses: 
• Communicate preliminary reports with 

ordering physicians within 24 h
• Triage rush requests on Friday, if not 

needed within 24h�not considered rush
• Flag rush pathology cases with labels
• Schedule urgent biopsies before noon
• Standard criteria for urgent pathology 

requests 
• Non-urgent priority cases with “ASAP” 

label

2nd PDSA cycle
Meeting surgeons:
• Rush TAT: 48 h not including weekend.

• Prioritize core biopsies in the routine 
category

• If pathology is needed within 24 h, will 
contact pathology in advance.

3rd PDSA cycle
Monthly report of delayed rush cases to 
individual pathologists

Results

KEY WINS:
18% reduction in the number of rush 
pathology requests.

Project goal was achieved: delayed cases 
<10
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Phase 1

Pharmacy

Reducing Medication Stockouts in Automated Dispensing Cabinets (ADC)
Winnie Ma, Pharmacy Distribution Coordinator; Frank Leung, Pharmacy Clinical Informatics Specialist 

Background
• Medications are stocked in over 100 

automated dispensing cabinets (ADC) at 
PHC and accessed hundreds of times 
daily on clinical units.

• Pharmacy staff top-up ADCs regularly 
using restock reports but stockouts can 
still occur.

• Stockouts lead to delays in care if nurses 
are unable to access medications due to 
ADC stockouts.

Causes of ADC Stockouts

• Focus on select programs (surgery, 
medicine, cardiology, mental health).

• Collect baseline data on medication 
stockouts from April to November 2021 in 
two phases.

• Identify top 3 drug categories of stockouts
in each program.

• Reduce medication stockouts by 10% by 
2022.

Stockouts by Drug Category (April to November 2021)

Conclusions & Next Steps 
• Medication usage patterns fluctuate depending on patient population.
• Narcotic/controlled substances comprised majority of stockouts in all four programs.
• Hydromorphone 8mg tablets stocked out frequently on surgery and mental health units.
• Regular review of medication stockouts and quota adjustments for medications with 

sustained stockouts will improve process efficiency and reduce medication delays.
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Phase 2

• No established process to review medication stockouts.

Process

• ADC data not evaluated regularly.

Measurement

• Clinicians removing more drug than indicated à stockouts

Education

• Medication usage depends on patient factors, prescribing 
patterns

Patient Needs

Objectives
• Monitor stockouts quarterly in pilot 

areas 
• Identify top 3 drug categories of 

stockouts in pilot areas
• Adjust quotas for drugs continuously 

stocking out 

• Adjust quotas weekly for all drugs 
stocking out 

• Monitor stockouts quarterly for all 
programs

• Identify top 3 drug categories of 
stockouts for all programs

• Adjust quotas for drugs continuously 
stocking out 

• Adjust quotas in response to requests 
from units or pharmacy staff

Reducing ADC Stockouts

Current state

Change Ideas 

Surgery – 10ABC

Medicine – 7ABCD

Mental Health – 8C/9A/2N/PASU

Cardiology – 5AB

Hydromorphone 8mg 
stocked out 40x 

Hydromorphone 8mg 
stocked out 26x

High-dose hydromorphone 
added to medicine ADCs
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Research
Questions
1. What are the oral 
care experiences of 
acute geriatric 
patients before and 
after implementation 
of an oral care 
program on an 
acute geriatric unit? 
2. What are acute 
geriatric patients’ 
recommendations 
on improving patient 
oral care 
experiences? 
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