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e Set the Context — Heather
* Tell Story of Improvement — Cloe
* Next Chapter - Theressa



Cancer Care Evidence

1 in 2 Canadians to develop
cancer in their lifetime

Cancer is the leading cause of
death in Canada

Cancer rates are rising
— 39% in BC between 2017 and 2030 (28-48%)

Current system of cancer care is
complicated and challenging to
navigate.




Y CON Clinic (Island Health)
¥ Inpatient (Island Health)

Ca n Ce r Ca re D e I ive ry B Ambulatory (BC Cancer-Victoria)

S S O';,‘




“SOMETHI NG
wg EHTER ST

%Eg “ CANCER PATH”AYS JOURNeY Mﬁat’uffmq — [cpm

| e & i -.q- . ou; 5'- i K Rgon
“m“@m'ﬁ g\% T Jéﬁﬂ@? WA URCERTAN R il g o <y

< : L HAUSTiNG T
T AP TOMAL TESTS
ovragcunts ) SRRV il M

THEMES T iried
e g cee a'...m“'*“m TREAIS

ﬂ—ﬂ cﬂﬁgf
LONG N R

- = AT )
— wiroRy
UTTERS: ; BED TN FURAL fa il Rn
Y s AT
@Hw_m et e YRS T W CA MR © st & ‘m Lﬁ% LA R P
- HABTS
TRERT SIOM -
e @ = Sﬁﬂmﬁ g,
e RERE "o g
wr e EESHIP!
Nl‘:ﬂl mm!u

sm.ms
@.;r“‘ o "ﬁﬁwl 2
90#_‘“ MIM
m'w""“ 'n-num'f
LIFESTYLE™

@;-,-.-% &' i

et ks

@rmn: @ e
% =

ki i v

mﬁfﬁﬁé@@“

PrLme &
e PR . SUFPOR SHARED CAEE !
WOT SEH AR BE D™~
ARl oL R
me-z‘Lﬂ'H:PE.
[T W-lTh Y s 1

Joumsity mEr §

https://bcpsqc.ca/wp-content/uploads/2019/01/Journey-Mapping-Cancer-interactive.pdf



Continuum of Cancer Care

Getting Recovery/
better Survivorship
Staying End of
healthy life care

End of life

Prevention Diagnosis Treatment care

Pyschosocial + Palliative care

Living Recovery/
with illness Survivorship




What do Vancouver Island patients
with cancer want?
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BC Outpatient
Cancer Care BC Cancer

Patient Patient
Comment Cards

Experience
Survey

PHSA & Island
Patient Health Patient

Experience Care Quality
Committees Office (PCQO)

Consistent Communication
Navigation Support
Emotional Supports
Whole-Person Approach
Care Closer to Home
Trusting Relationship With
Providers

Collaborate on Improvement



Patient Experience of Island Cancer Care




Why We Needed to Improve

Current State 2019

=

3-4 days

16% of patients
will be mailed
some info

34% of patients
will be contacted
by phone

50% of patients
will not be
contacted by RN



What are we trying to accomplish?

* Reduce gap from referral to nurse assessment
— Reduce wait time for new patient care
— No missed risk assessments
— No missing intake documentation & referrals

* Improve Patient experience e
— Person-centred approach " |
— Reduce anxiety




Mapping the
Current Process
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How Will We Know A Change is an
Improvement?

* Outcome Measures
— Patient experience
— Team experience
— Patient safety: missed risk assessments

* Process Measures
— % New Patients called by Nurse prior to first visit with Oncologist
— # days after referral that a New Patient is contacted by a Nurse
— % charts with completed intake information available at first visit

* Balancing Measures
— Team experience (time spent on intake, workflow)
— Patient experience (time spent on intake) —_—

— # days from Referral to First Appointment @
‘PDSAS,

PDSA 1



PDSA Cycle 1 - Feasibility

1 Nurse with 4 Patients

* Reduced length of time for intake

* |dentified essential questions

1 nurse met with 4 patients
petween March 11 and 16 2020. RN
time required 1h. COVID-19
impact on New Patients:
many now virtual.

Intake was
Phase 1 of RN led\  missed
Intake Project: One
nurse to do intake with
a small number of
patients on first visit
with oncologist.

Study

RN doing intake
has proven to be of
tremendous value on
many levels: Patient
satisfaction and multi-
disciplinary team
satisfaction

Focus: redirect to
virtual appointments in
phase 2 as a gap identified
since COVID-19. RN to do
telephone intake.



PDSA Cycle 2 - Spread & Virtual

* Responding to COVID

 |ncreased # nurses and called 218

patients/month
* Called 5-10 days ahead

BUT:

* Unequal standard of
care

All patients with

virtual new patient
appointment will be
contacted by phone by RN
up to10 days prior to
oncologist appointment to
do the intake. Nursing
~resources were

.

PDSA

Cycle
#2
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A small team of RN’s did 218 intake
calls monthly between April 6" and

September 4t Intake time 45min

to 1h per patient. Gap was identified
with patients being seen in person.
RN intake more valuable than
current practice of
PRISM triage

Focus: Increase

number of telephone RN
Intake Call to include all patients
seen in person or virtually for phase 3
of RN intake project.

Multidisciplinary
Survey: RN intake
was perceived as a big
improvement to previous
state. Patients appreciated
speaking to a BC Cancer
RN during the difficult
waiting period before
the oncologist
appointment.




PDSA Cycle 3 — Spread & Electronic

325 New
Patient

calls/month
Improved chart
flow
Earlier
Interventions

for complex
patients

/ '%o@ to document patient
L &% intake.

An increased team of RNs did 325 intake calls
monthly between Sept 8" and November 6.
Intake time: 45min to 1h per patient.

Some gaps are being identified with
the flow of the paper files used

One small trial was done
using electronic forms for
New Patient Intake. This process
was interrupted as the forms were
difficult to fill. These electronic
forms are being revised
and will be ready in
November 2020 do
a second trial.

All new patients will be
contacted by RN up to 10 days
prior to oncologist appointment
to do the intake. Nursing
resources were added.

Focus: Continue RN Patient Intake by
telephone for all BC Cancer — Victoria
patients. Transitioning to electronic
versions for New Patient Intake forms in
Phase 4 of RN Intake Project.




The Improved Current State

Current State 2021

14days 7 days \/
\ J . J

* All New Patients called by a Nurse prior to
booked appointment with Oncologist

* Nurses speak to New Patients 7 days earlier
* No missed risk assessments in December
e Patients feel supported with reduced anxiety




BC Cancer — Victoria
2020/21 Annual Strategic Priorities

Aligned Performance & Improvement
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Redesigning the Model of Care in ACU

Virtual Workshop

Name Brief Description Purpose and Points Explored
Gerry 75-year-old male with a new diag of p cancer. Heis a « Metastatic prostate cancer
- retired fisherman who lives alone in Port Hardy. His son lives in Toronto and has | + Remote with no local support
infrequent contact with his dad but has asked to be included in Gerry's new « Retired, travel a challenge
patient consultation. Gerry has a pnmary care physician but until recently had « Limited access to primary care but

not seen him in the past 5 years. Gerry has his driver's licence but is concerned
about driving at night

referred by primary care provider

37-year-old female with a new diagnosis of locally advanced breast cancer. She
lives in the Cowichan Valley and is part of the Halalt First Nation community. She
works full ime at the BC Forest Discovery Centre, has two young children (6
months currently breast feeding; and 3 years) and is mammed. She does not have
a primary care physician but the nurse practitioner at the local health centre has
cared for Zoe and her family for the past 2 years. She is interested in research
opportunities. Zoe's surgeon referred her to BC Cancer - Victoria to consider
chemotherapy and radiation before surgery. She is anxious because she has
been told by her surgeon that she needs immediate treatment

Locally advanced breast cancer
Strong family & primary care provider
support

Indigenous.

Rural but near CON

New mother with young children
Employed

Clinical trials opportunity

53-year-old transgender male with a new dtagnos:s of stage 3-colon cancer (with
comorbidities that include diabetes and y bowel d ). He lives in
Victoria with his partner Sam. Rob works full-time as a professor at Camosun
College. Rob went to see his primary care physician four months ago due to
lower abdominal pain. Rob had surgery six weeks ago and has recovered well
He is now exploring whether he should use complementary and altemative
therapies versus standard medical treatment

Stage 3 colon cancer with comorbidities
Urban (Victoria close to cancer centre)
Strong partner support

Employed

Pnmary care provider supports

Post surgery (referred by surgeon)

ompl tary therapy

62-year-old female with a new diagnosis of small cell lung cancer. She was
admitted to Royal Jubilee Hospital last week with a cough and severe shortness
of breath. Dorothy has smoked tobacco since she was twelve and has a history
of asthma. Dorothy is on disability and lives in a group home in downtown
Victoria. She has complex mental health challenges. She has recently been to
see the care team at Victoria Cool Aid Society

Small cell lung cancer

Smoker with asthma

Mental health challenges
Community linkages (Cool Aid)
Referred by specialist (respirologist)

Jack

19 year old male with a new diagnosis of stage 4B Lymphoma (Hodgkin). He is a
university student who lives in Nanaimo. His family lives in Vancouver. In March,

Jack returned from Australia where he worked and traveled. Since his return, he

has lost 25 pounds, and recently went to see his family physician

Stage 4B Lymphoma (Hodgkin)
Student living away from family
Advanced and rapid cancer




Patient Personas

Circle of Care

Components
= 1] P
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Spiritual
CounseBor/adoer

Prostate Cancer e PCI:"“Cpr”tS
o Bocksradation | Packtation of lodpng \—l" .

Full Name (perspective/role)

Miadical Oncologiet | | Radiation onoologin Clerk, Nurse, Care Aide, Oncologist (Rad Onc or
Med Onc), GPO Physician, Research, Volunteer,
Pharmacist, Allied Health (Counsellor, SLP or
Dietitian), Others?

bland Prostate Centre

Gaps
What does Gerry want?
How Is son joining?
What is Gerry’s medical history?
Lodge not open in the weekend. Should it be?
Peer support needs to be closer to the centre.
How can we wrap services around Gerry?
Do we offer an intensive one day visit to support Gerry?
How do we follow up with Gerry after visit?
At the top of Gerry’s chart -- what does Gerry want?
We need to connect early with patient to understand
context and patient needs
Could a navigator be an LPN? RN? NP? When is each of
these most appropriate and when?
How do we streamline the process to best support Gerry?
Need to offer further education and support to nurses
who are connecting with patients early in the journey.
Need conversations re: scope of practice.
Need to develop relationships within team and have
specific care teams, knowledge in tumor group
Consistent staffing, broaden coverage
Need feedback mechanisms
Consider Nurse-physician dyads
Access - how do

Team Mapping Materials -University of British Columbia: Innovation Support Unit | Department of Family Practice



Common Themes

Communication

Multidisciplinary Streamlined

Navigation

& Education

teams Processes




Next Steps...

Logic Model

l 7 L Program Impact 1
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