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Today’s Objectives 

1. How to use data/analytics to inform an outcomes improvement 

initiative.

2.Share experiences in implementing a best practice pathway at an 

acute care site.  (Using RGH Heart Failure work as our example)

3.Share early experiences of establishing a zone-wide Outcomes 

Improvement initiative on COPD and heart failure that crosses the 

continuum.
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Background – Why HF?

• High Cost: over $100M annually in Alberta (ranks 4th after births, COPD and 

rehab procedures)

• High Volume: 5th largest inpatient population in Alberta with over 6,300 hospital 

discharges in FY 2017/18 (>2,200 in Calgary Zone)

• High Readmissions: 1 in 5 HF patients is readmitted to hospital within 30 days of 

discharge

• Standardizing care across hospitals and services (cardiology, hospitalists, etc.) will 

reduce unnecessary variation and help improve outcomes for patients and the 

health system

• Strategic allocation of resources (operations staff, QI, analytics…)
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Outcomes Improvement – Three Questions to Answer

4

What should 

we be doing?

How are we doing?

How do we transform?
From Health Catalyst (www.healthcatalyst.com)
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Best Practice – “What Should we be Doing?”

• Started with a 2009 clinical optimization initiative at FMC which identified 

several interventions:

– Admission order set

– Documenting daily weights

– Patient education

– Patient makes appointment with family doctor before discharge

– Standardized criteria for Cardiac Function Clinic referral 

– Post-discharge surveillance via HF Liaison Nurse (FMC only)

• Foundation for the SCN-authored provincial order set that exists today 
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Analytics:

“How are we Doing?”



7

Where should we focus?



8

HF Outcomes Improvement at RGH

• Outcome goals: reduce LOS & readmissions, improve patient QoL

• RGH outcomes improvement team:  

– Co-chairs: site Cardiology MD Lead (N. Sharma) and Exec Dir (V. Meyer)

– Others: Hospitalist physician, Hospitalist QI nurse, IM physician, Patient 
Rep, Unit Managers, QI Consultant, Analyst, Project Manager, SCN rep

• Aligned with the SCN (sponsors J. Howlett, S. Aggarwal)

• Planning began Spring 2017

• Implementation January 2018 (U71/72), spread May 2018 to U93/94 

• Analytics developed to monitor outcomes, clinical processes, patient feedback
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Poll Question

What audience(s) need data to support and sustain 

outcomes improvement work?  [can select more than one]

– Frontline staff

– Unit Managers

– Site and Zone leaders

– Executive leaders
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CHF Visit List:  Site-level view
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CHF Visit List:  Patient-level view
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Process Snapshot – CHF Patients in Hospital
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Process Trends
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Monitoring HF Outcomes
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Adoption:

“How do we Transform?”
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The RGH Experience

1. Background

2. Engagement

3. Implementation

4. Spread
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Question to the Audience:

Despite previous efforts in the Calgary to implement standardized

processes for the management of Heart Failure, sustainability has

been a recurring challenge.

Question:

From your experience, why do QI initiatives fail or have

sustainability challenges?
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Background

• Earlier HF work on 2 units

• Unit identities & history

• Sustainability challenges

• Commitment from leaders



19

Engagement

• Leadership support

• Comprehensive project structure and support

• Staff Engagement – Emphasis on ‘why’

• Cohorting – Stakeholder engagement

• Clear timelines
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Unit level Working Groups 

Unit 71 & 72 Project 

Oversight Team

Patient Education 

Lead: Unit Manager 

Unit Processes 

Lead: Unit Manager 

Staff Education 

Leads: Nurse Clinician
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Implementation

• Pre-implementation staff education:

– Multi-disciplinary team support

– Emphasis on

• Why – Patient story, patient impact, system impact

• What – Process changes

• How – Resources and supports

• Expectations and accountabilities
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Implementation

• Education sessions – 4 sessions, 4 hours, 40 staff (over 80%)

• Excellent buy-in with education and supports provided

• Constant PDSAs

• Close oversight by Managers and Nurse Clinicians

• Consider a temporary dedicated ‘navigator’ or ‘champion’
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Spread 

• Spread to 2 Internal Medicine units next

• Only minor adaptations required (processes, packages)

• Staff education high %

• Built it into everyday care and processes

• Physician perspective: Order sets, Residents

• Challenges with referrals to Heart Function Clinic

• Still need to improve the discharge: “Transition to Medical Home”
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Sustainability

• Plan for sustainability:

– Monitoring

• Use of analytics tools / audit tools

– Positive reinforcement

– Champion

– The journey has not ended!
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Table Discussion Questions:

“It takes a village” to create culture change and achieve sustainable success

with Outcomes Improvement / QI initiatives.

Questions:

1. Who is ultimately accountable for the success of a QI

initiative like this?

2. How do we compel physicians to support the work?
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Patient Feedback
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Impact on Outcomes

• Hospital readmission rates largely unchanged  influence post-discharge

• Shorter Length of Stay:

Units 71 & 72 Other Units Improvement

2016/17 10.0 12.9 22%

2017/18 9.5 11.8 20%

2018/19 YTD 9.2 12.9 29%

Average hospital days with Heart Failure as first item in admitting diagnosis (excludes ALC days)
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What Have We Learned?

• Frontline operations &  physician leaders must own the work

• Hospitalists are a critical stakeholder

• Adopting clinical best practice and reducing variation is not easy

• Progress is slow where no formal accountability exists 

• Clinicians need to see data on pathway/order set variations and
outcomes to understand where the gaps are and focus 
improvement efforts
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Establishing a Zone-wide 

Outcomes Improvement 

Initiative
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CZ HF & COPD Initiative - Goals & Objectives

• Goal: To maximize the number of days (alive) at home for

patients with HF & COPD

• Objectives (high-level outcome measures):

• Reduce acute care length of stay (median, 75th percentile) 

• Reduce hospital readmissions (30, 60, and 90 day rates) 

• Reduce return visits to the emergency department (ED) 

• Improve patient experience and quality of life
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Four Urban Acute-Care Sites

(PLC, RGH, FMC, SHC)

Phase I 

Governance
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IHI Collaborative Approach (For Implementation)
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Admission Bundles



36

Purpose of the initiative

Improve outcomes for patients with COPD and HF


