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Who is Here Today?

36% Physicians 42% Administrators 21% Nursing and
Allied Health

7 Representatives
from Ministry of
Health

5 Patient partners
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PCAN Passport… There will be a prize!
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Who is on track to be the MVP
of the NFL this year?
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Taylor Swift

This Photo by Unknown Author is licensed under CC BY-SA
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Who does this best describe?
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An Arthroplasty Patient
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What question have scholars tried to
answer for centuries?
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Why is Pickleball so popular?
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What is the hardest thing on earth?
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Cancelling a gym membership
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Twitter changed its name,
what is it called now?



sscbc.ca

Twitter
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#PCANSUMMIT

Formally
Known As:
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PCAN:

MORE THAN A NUT
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Disclosures



KEYNOTE



Perioperative Care in the UK:
where are we now?

Professor of Anaesthesia and Critical Care Medicine, University of Southampton, UK

Director, Southampton NIHR Biomedical Research Centre (2022-27), UK

Senior Investigator, UK National Institute of Health Research

mike.grocott@soton.ac.uk



• Faculty: Professor Mike GROCOTT

• Relationships with commercial interests:
• Grants/Research Support: National Institute of Health Research (UK),

Bill and Melinda Gates Foundation, National Lottery Fund (UK), NHS
England (UK), Edwards Lifesciences, Macmillan Cancer Support

• Speakers Bureau/Honoraria: NA.
• Consulting Fees (Medical Advisory Board & Trial Monitoring): Edwards

Life Sciences, Sphere Medical Ltd, South-West Sensors Ltd
• Other = Employee of: University of Southampton, University Hospital

Southampton, National Institute of Health Research (UK).

Faculty/Presenter Disclosure



Declarations
• Elected council member and trustee of Royal College of Anaesthetists
• Vice-chair, national Centre for Perioperative Care
• Chair, National Institute of Academic Anaesthesia
• Joint editor-in-chief, Perioperative Medicine
• Joint editor-in-chief, TopMedTalk
• Editorial Board, British Journal of Anaesthesia
• Vice-president, Perioperative Quality Initiative



Managing Potential Bias
• Faculty: Professor Mike GROCOTT

• All content developed as part of this program was reviewed by
members of the program planning committee

• Relationships do not alter my choices when developing content
• Financial relationships are unrelated to presentation
• Not speaking about any products/medications

• Views expressed my own - not representative of the organisations listed



Executive summary
• Pathway re-design* = preparation lists (not waiting lists)
• Early and on-going characterization and evaluation of risk

• Shared decision making
• Prehabilitation*
• Management of long-term conditions and co-morbidities
• Intra- and post-operative care

• Individualisation of care





“For time and the world do not stand still. Change is the law of life. And those
who look only to the past or the present are certain to miss the future.”

US President John F Kennedy
Paulskirche, Frankfurt, Germany; 25 June 1963



“For time and the world do not stand still. Change is the law of life. And those
who look only to the past or the present are certain to miss the future.”

US President John F Kennedy
Paulskirche, Frankfurt, Germany; 25 June 1963

“It is not the strongest species that survive, nor the most intelligent, but the
ones most responsive to change.”

Charles Darwin
Westminster Abbey, London, UK; 1 April 1883



“For time and the world do not stand still. Change is the law of life. And those
who look only to the past or the present are certain to miss the future.”

US President John F Kennedy
Paulskirche, Frankfurt, Germany; 25 June 1963

“It is not the strongest species that survive, nor the most intelligent, but the
ones most responsive to change.”

Professor Leon C Megginson
Community College, San Antonio, Texas, 12 April 1963
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“We estimated that 312.9 million
operation (95%CI 266.2-359.20) took

place in 2012 – a 33.6% increase over 8
years



Surgery is a public health issue



Burden of harm following surgery
•Mortality (loss)
•Morbidity (suffering)
•Cost (waste)



RatioMorbidity (%)Mortality (%)Morbidity Criterion
16.826.91.6POMS
13.716.41.2Clavien-Dindo
5.818.13.1NSQIP
5.225.44.8NSQIP

Bennett-Guerrero Anaesth Analg 1999 | Dindo Ann Surg 2004
Khuri Ann Surg 2005 | Ghaferi NEJM 2009

Morbidity = “suffering” (+ increased LOS)

Morbidity:mortality relationship



Khuri Ann Surg 2005

More complications = more death



More complications = more death

Moonesinghe BJA 2014



More complications = greater LOS



More complications = more cost

Eappen JAMA 2013



‘Elevator pitch’ (UK)
• Average UK citizen - 5 surgeries during their lifetime
• Deaths within 30 days of surgery account for 1 in 10

deaths in the UK



‘Elevator pitch’ (UK)
• Average UK citizen - 5 surgeries during their lifetime
• Deaths within 30 days of surgery account for 1 in 10

deaths in the UK
• >5 million surgical procedures in the UK each year
• Surgery = for 1/3 hospital admissions
• UK COVID-19 “backlog” exceeds 8 million operations
• Surgical demand is increasing (UK >5%/yr) driven by technical innovation,

ageing and multimorbidity (>50% patients >65yrs)



Health economic challenges

Demand                     Supply



Health economic challenges
• Demography (ageing)
• Multimorbidity
• Innovation

Demand                     Supply



Health economic challenges
• Demography (ageing)
• Multimorbidity
• Innovation

Demand                     Supply





Social determinants of health



Social determinants of health



Social determinants of health



‘Burning platform’
• COVID-19 healthcare legacy
• Healthcare worker welfare and burnout
• Demographics and inequality
• Human behaviour, self-harm & multimorbidity
• Innovation-driven demand growth
• (Health) economic challenges



Solutions
• Rethinking healthcare delivery: who, what, where, how?
• Re-designing pathways: patient focused (not provider)
• Removing barriers: multi-professional, multidisciplinary,



Solutions
• Day case surgery
• Day of surgery admission
• Pre-assessment
• Enhanced recovery
• Shared Decision Making (SDM)
• Perioperative Medicine/Care



Enhanced Recovery in the UK



Solutions
• Rethinking healthcare delivery: who, what, where, how?
• Re-designing pathways: patient focused (not provider)
• Removing barriers: multi-professional, multidisciplinary,

(payroll accounts for about 40-60% of healthcare costs)



Solutions
• Technical Innovation: automated/digital solutions to

augment (or replace) the roles of healthcare providers

• Task shifting: “a process of delegation whereby tasks are
moved, where appropriate, to less-specialized health
workers” (WHO, 2007)



Solutions
• Rethinking healthcare delivery: who, what, where, how?
• Re-designing pathways: patient focused (not provider)
• Removing barriers: multi-professional, multidisciplinary

• Individualised care: screening for risk, needs based
assessment & individualised intervention



Perioperative Care
• All the about the patient
• Multidisciplinary, multispecialty & collaborative
• Achieves the triple aim of improving:

• Health of the patient
• Heath of the population
• Value



Perioperative Care
• All the about the patient
• Multidisciplinary, multispecialty & collaborative
• Achieves the quadruple aim of improving:

• Health of the patient
• Heath of the population
• Value
• Workforce wellbeing



Evolution of identity….



• 2011 “APOMP” Specialty Group

• 2014

• 2018

• 2019

Evolution of identity….

Centre for Perioperative Care



• 2011 “APOMP” Specialty Group

• 2014

• 2018

• 2019

Evolution of identity….

Centre for Perioperative Care





“…from the moment of
contemplation of surgery

until full recovery.”



“…from the moment of
contemplation of surgery

until full recovery.”

Patient Centered



“…from the moment of
contemplation of surgery

until full recovery.”

Patient Centered
Multidisciplinary
Integrated Care



Journey
Pathway

Silo
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• 2011 “APOMP” Specialty Group

• 2014

• 2018

• 2019

Evolution of identity….

Centre for Perioperative Care



• 2011 “APOMP” Specialty Group

• 2014

• 2018

• 2019

Evolution of identity….

Centre for Perioperative Care



CPOC

https://cpoc.org.uk



CPOC Themes
• 1. Improving quality of care
• 2. Empowering patients
• 3. Supporting the workforce
• 4. Influencing policy
• 5. Technology and digital
• 6. Research and innovation



Improving quality of care

https://cpoc.org.uk



Supporting the workforce
• Medical schools
• Foundation trainingg
• Specialist training (RCoA curriculum)
• Credentialling (ANZCA diploma)



Research and innovation

Clinical Trials
• FLOELA (NELA)
• VITAL (PQIP)



Influencing Policy



NHS  Long Term Plan



NHS  Long Term Plan
1. Integrated Care

2. Prevention & tackling health inequalities

3. Workforce

4. Data & digital

5. Value





Patient-centred…?
• What would I want for my nearest and dearest?
• What does the whole journey (pathway) look like?
• How can I improve patient outcome and experience

through individualization of care?



Five simple assumptions...
• 1. “I am a partner in my own care”



Five simple assumptions...
• 1. “I am a partner in my own care”
therefore….
• 2. Right decision…
• 3. Well prepared “best possible state”
• 4. Properly cared for “least possible harm”
• 5. Fully recover “back to how I was beforehand”



Five simple assumptions...
• 1. “I am a partner in my own care”
therefore….
• 2. Right decision SHARED DECISION MAKING
• 3. Well prepared. PREHAB & COMORBIDITIES
• 4. Properly cared for HAEMODYNAMICS & ANALGESIA
• 5. Fully recover “back to how I was beforehand”

ENHANCED RECOVERY / CRITICAL CARE / REHAB / EOLC



Risk evaluation is fundamental



Risk-guided preparation lists
• Screening
• Assessment
• Shared decision making
• Intervention

• Prehabilitation
• Management of long-term conditions (co-mordidities)
• Intra- and post-operative care



Shared Decision Making



Shared Decision Making
“no decision about me without me”



Shared Decision Making
“no decision about me without me”

• “Unwarranted variation” in procedure rates
• Less “wrong patient surgery”
• Reduction in high-risk patients:

• Fewer complications
• Reduced cost



Shared Decision Making
“no decision about me without me”

• “Unwarranted variation” in procedure rates
• Less “wrong patient surgery”
• Reduction in high-risk patients:

• Fewer complications
• Reduced cost





https://cpoc.org.uk



Comorbidity management
• Anaemia
• Diabetes
• Respiratory (COPD/Asthma)
• Cardiac failure/CAD
• Implanted devices



“enhancing the functional capacity of a person to
enable her/him to withstand a stressful event”

RESILIENCE

Prehabilitation



“enhancing the functional capacity of a person to
enable her/him to withstand a stressful event”

RESILIENCE
UNIQUE OPPORTUNITY

The interval between diagnosis and treatment
presents a unique opportunity to intervene

that may impact long-term survival

Prehabilitation



“enhancing the functional capacity of a person to
enable her/him to withstand a stressful event”

RESILIENCE
UNIQUE OPPORTUNITY

The interval between diagnosis and treatment
presents a unique opportunity to intervene

that may impact long-term survival

Prehabilitation



Prehabilitation
Intervention

Personal
Empowerment

Physiological
Resilience

Behavioral
Change

Quality of Life

Recovery

Long-Term Health

Prehabilitation benefits*



Prehabilitation: “the money”
• MACRO: Health economics = cost-effectiveness
• MESO: Integrated care system/board = capitation
• MICRO: Hospital = business case

Fee for service                        Capitation
ACTIVITY VALUE



Long-termMedium-term
BENEFITS
Short-term

COSTS

SurvivalSurvivalSurvivalScreening (100%)

QoLQoLQoLAssessment (50%)

“Trajectory”ReadmissionsComplicationsTargeted interventions (30-40%)

BurdenReturn-to-workICU/Hosp LOSSpecialized interventions (5-10%)

Carer burdenSatisfaction”High-risk clinic” = SDM (10%)

BehaviourRehab/careComorbidity referrals (20%)

DisabilityDemand Mx

Flow/cancelations

Prehabilitation: ”the money”
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Prehabilitation: societal/ICS



Long-termMedium-term
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Short-term

COSTS

SurvivalSurvivalSurvivalScreening (100%)

QoLQoLQoLAssessment (50%)

“Trajectory”ReadmissionsComplicationsTargeted interventions (30-40%)

BurdenReturn-to-workICU/Hosp LOSSpecialized interventions (5-10%)

Carer burdenSatisfaction”High-risk clinic” = SDM (10%)

BehaviourRehab/careComorbidity referrals (20%)

DisabilityDemand Mx

Flow/cancelations

Prehabilitation: hospital



Long-termMedium-term
BENEFITS
Short-term

COSTS

SurvivalSurvivalSurvivalScreening (100%)

QoLQoLQoLAssessment (50%)

“Trajectory”ReadmissionsComplicationsTargeted interventions (30-40%)

BurdenReturn-to-workICU/Hosp LOSSpecialized interventions (5-10%)

Carer burdenSatisfaction”High-risk clinic” = SDM (10%)

BehaviourRehab/careComorbidity referrals (20%)

DisabilityDemand Mx

Flow/cancelations

Prehabilitation: NICE



Risk-adapted intraoperative care
• Haemodynamic management

• Fluids
• Pressors (inotropes)

• Gas exchange management
• Oxygen therapy
• Ventilation

• Analgesia
Miller Anesthesiology 2019



Risk-adapted postoperative care
• Care environment by risk (not procedure)
• “Level 1.5”
• Perioperative Medicine Team
• DrEaMing…..



Risk-adapted postoperative care

Acuity

Monitoring
Fluids

Analgesia

DrEaM

Drinking
Eating

Mobilising

• Care environment by risk (not procedure)
• “Level 1.5”
• Perioperative Medicine Team
• DrEaMing…..



• Transitions of care
• Medication
• Palliative and end-of-life care
• Post-discharge follow-up and communication
• ?????

What else needs fixing?



Pathway re-engineering



Pathway re-engineering*

Grocott Perioperative Medicine 2017



Pathway re-engineering*

Grocott Perioperative Medicine 2017



Workforce ‘timebomb’



Solutions

•Technical innovation
automated/digital solutions to augment (or replace) the roles of
healthcare providers

•Task shifting
“a process of delegation whereby tasks are moved, where appropriate,
to less-specialized health workers” (WHO, 2007)



Technical innovation



Technical innovation
• Early digital screening*
• Apps & dashboards*
• Predictive analytics
• Generative AI
• Robotics









Task shifting
• Physicians
• Nurses
• Physiotherapists
• Dieticians
• Etc.
• E.g. phlebotomy…



Task shifting
• Physicians
• Nurses
• Physiotherapists
• Dieticians
• Etc.
• E.g. phlebotomy…



Task shifting
• Physicians
• Nurses
• Physiotherapists
• Dieticians
• Etc.
• Etc.



Professional judgement = value
•Application of knowledge and experience to
make decisions (judgements) under
conditions of uncertainty



Perioperative ‘Provider’?
• Physician? Internal medicine? Care-of-the-elderly?
• Non-physician?

• Nurse?
• Anaesthesia associate?

• Surgeon?
• Anaesthetist?
• Other…….?



Perioperative ‘Provider’?
• Cost
• Role displacement
• Depleting other workforces
• Professional roles/status
• Governance & safety vs. barriers to entry / pricing power
• Politics….



Team working



Summary
• Change is inevitable – how will we rise to the challenge?
• Perioperative care: global problem and solutions
• Early and on-going characterization and evaluation of risk
• Pathway re-design = preparation lists (not waiting lists)
• Breaking down barriers – working as teams
• Individualisation of care



Thank you for listening

mike.grocott@soton.ac.uk





BREAK
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Provincial Surgical Priorities



Presenter Disclosure

• Kristy Anderson, Assistant Deputy Minister, Hospital
and Provincial Services Division, Ministry of Health

• I have nothing to disclose.



Emma’s Story

START

GP prescribes
pain meds;
steadily
increases
dosage, then
prescribes
arthritis meds.

2 YEARS

Continued pain,
urges referral to
ortho

2.5 YEARS

6 months later
sees ortho;
needs CT

6 months later
gets CT; sees
ortho 2 weeks
later due to
cancellation

Waitlisted for
surgery; wait is
up to 24
months

3.5 YEARS

6 months later
condition worsens;
calls with no update
from surgeon's office

3.7 YEARS

1 month later
Emma's friend calls
a a specialist friend
to move up
surgery date to
next month

3.8 YEARS

1 month later
surgery cancelled
the day before due
to bed shortage

Receives surgery

+1
DAY

Wets herself as
nurses weren't
available to
assist her

+2
DAYS

Discharge
planner
visits to set
up follow
up care

+4
DAYS

Discharged;
other hip
now feeling
same pain

3 YEARS 3 YEARS,
8 MO, 1 WEEK

• 68-year-old self-employed woman with hip pain





Background – past initiatives

Hip/Knee/Dental (2017/18-2020) Surgical Renewal (May 2020)



Surgical Renewal Highlights

Directly contacted 111,584 patients who were on the waitlist prior to May 7, 2020

Completed or booked ALL surgeries postponed due to COVID waves

Completed more surgeries in 22/23 than ever before (350,886)

219 surgeons, 137 anesthesiologists, 385 perioperative nurses, 7 general physician/family physician anesthetists,
and 120 medical device reprocessing technicians added

Increased operating room time by 31,219 hours in 2022/23 (equal to adding over 15 new ORs)

Annual new funding of $250M

Reports, reports, reports – active monitoring



Context – Our Environment
Though we have:
 Completed COVID

postponements
 Performed more surgeries
 Increased operating room

hours (capacity)
 Increased urgent and non-

urgent access across some
surgeries

 Trained and recruited
more surgical teams

We see and experience:
 Continuous HHR gaps
 Hospital capacity bed impacts
 The number of urgent cases completed

within 4 weeks is unchanged or decreasing
in some areas

 Scheduled urgent and non- urgent waitlists
are growing across some surgical
specialities

 Some people are waiting even longer for
surgery than before

 Competing priorities – emergency,
urgent/long waiters; cancer, transplant,
gynecological surgeries



Where to from here? OKRs
Objectives and Key Results (OKRs)
provide a framework for organizations
to execute and achieve their desired
strategies through simple, collaborative
goal setting.

Originally developed in the 1970s by
Intel CEO Andrew Grove. Now used by
organizations across the globe including
Google, Disney, Samsung and Amazon.



OKRs for Surgery in BC (2022/23)
• Objective A - Provide timely surgical access by having the right volume

of operating room time, in the right place, at the right time
– KR: Increase provincial OR hours
– KR: Achieve wait time site targets for urgent and non-urgent scheduled surgeries

as set out in the Surgical Services 5 Year Plan

• Objective B - Improve surgical capacity
– KR: Develop a provincial Anesthesia Locum Initiative by December 30, 2023
– KR: Recruit additional surgeons and anesthesiologists, and train additional

perioperative nurses by March 31, 2024
– KR: Develop and implement provincial surgical optimization standards, to ensure

surgical services are efficient and effective
– KR: Implement standard digital Pre-Surgical Screening for surgeries



OKRs for Surgery in BC (2022/23)

• KR – Operating Room
Hours
– Site level operating room

hour targets
• Initiatives determined by

HAs/sites

• KR – Wait Times
– Site level wait time targets

for urgent and non-urgent
surgeries

• Initiatives determined by
HAs/sites

Year 5

26/27

Year 4

25/26

Year 3

24/25

Year 2

23/24

Year 1

22/23
Goals

80%80%60-80%
(80%)

60-80%
(80%)

50-70%

80% of Urgent
Scheduled
Surgeries

completed
within 4 weeks

CB26
weeks
& CB

26 & 36
weeks

36, 52 &
78

weeks

52, 78,
& 104
weeks

No more than
5% of

Non-Urgent
Scheduled
Surgeries
Waiting
over CB



OKRs for Surgery in BC (2022/23)
• KR – Anesthesia Locum Initiative

– Target: implementation date
– Action/initiative needed? Determined by a variety of groups

• KR – Recruit additional surgeons and anesthesiologists, and train additional
perioperative nurses

– Target: number of
– Action/initiative needed? Determined by a variety of groups

• KR - Develop and implement provincial surgical optimization standards, to ensure
surgical services are efficient and effective

– Target: implementation date and locations
– Action/initiative needed? Determined by a variety of groups

• KR - Implement standard digital Pre-Surgical Screening for surgeries
– Target:
– Action/initiative needed? Determined by a variety of groups including primary care



Conclusion – Call To Action (the How)

• OR site allocations
• First In First Out (FIFO)
• OR Time Utilization
• Funding - Incentives
• Waitlist Management
• Surgical Teams (recruitment,

redesign, training etc.)
• Optimization Standards

Prehabilitation, Post Surgery
• Virtual Strategies, Digital

Enablement…

What is in your control?
 Surgical Teams
 Surgical Divisions
 Health Authorities
 Patients

Opportunities to Rethink and Redesign:



Emma's Story – Future State

START

GP prescribes
pain meds;
actively checks
in to monitor
pain levels

6 MO

After 6 months, GP
refers to ortho due to
continued pain; tells
Emma it’s a
3 month wait

9 MO

3 months later
Emma sees
ortho and

requires a CT

Emma gets
CT and sees
ortho within
the next
month

Waitlisted for
surgery; told
wait is up to 12
months

Emma does Pre-
Surgical Screening
to identify any
opportunities for
pre-habilitation

Emma does
pre-habilitation to
improve her health
outcomes post-
surgery while she
waits

Hospital sends
Emma an email
and text informing
her of her surgery
date

Receives
surgery

+1
DAY

Discharge planner visits
Emma to set up follow up
care in her community;
receives a text and email
with the information

+2 DAYS10 MO 1.5 YEAR11-17 MO

• 68-year-old self-employed woman with hip pain

Emma is
discharged
feeling
informed and
empowered to
continue her
recovery in her
community



Time to Hear From You

Questions & Discussion
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BREAK OUT
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Breakouts… Rules of Engagement
What are we looking for?

• Solution-Focused
• Active Participation
• Open-Mindedness
• Respectful Communication
• Encourage Creativity
• Build on Others’ Ideas
• Actionable Strategies With Current Resources
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Breakout Topics

Workshop 2: Airport
Ballroom

Workshop 1:
Steveston Room

Increasing Surgical
Capacity

Spreading Surgical
Prehabilitation
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WORKSHOP #1:

SURGICAL
PREHABILITATION
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AN SSC LED INITIATIVE IN PARTNERSHIP WITH SHARED CARE AND FPSC  | #SPOC sscbc.ca

Prehabilitation
in British Columbia, Canada
(SPOC)



AN SSC LED INITIATIVE IN PARTNERSHIP WITH SHARED CARE AND FPSC  | #SPOC sscbc.ca

S - Surgical
P - Patient
O - Optimization
C - Collaborative



AN SSC LED INITIATIVE IN PARTNERSHIP WITH SHARED CARE AND FPSC  | #SPOC sscbc.ca

HOW WE GOT HERE

SPONSORED BY

2018 BC Surgical Summit



IHI Breakthrough
Series (BTS)

An improvement method that relies on SPREAD and
adaption of existing knowledge to multiple settings to
accomplish a common aim

Factors that contribute to success
Action orientated--Model of improvement.  Sense of urgency

Measurement system that connects testing to progress

Great learning session and robust action periods

Culture established—”all teach, all learn”,.
Sense of family and support



AN SSC LED INITIATIVE IN PARTNERSHIP WITH SHARED CARE AND FPSC  | #SPOC sscbc.ca

14
Teams

SPOC 1.0 Sept 2019 to May 2021

SPOC is Born 2

3
4

4
1

Interior Health

Fraser Health

Vancouver Coastal Health

Vancouver Island Health

Northern Health

Pilot Sites
VGH
St. Paul’s
Royal Jubilee
UHNBC
RIH
Campbell River Hospital

Additional Sites
Prince Rupert
Trail
Nanamio
Penticton
Kelowna
Duncan
Change Pain Clinic



AN SSC LED INITIATIVE IN PARTNERSHIP WITH SHARED CARE AND FPSC  | #SPOC sscbc.ca

SPOC 1.0
Specialties

Hip & Knee replacements
Gynecology—benign & oncology
Urology– benign & oncology
General Surgery (colorectal)
Spine
Plastics



AN SSC LED INITIATIVE IN PARTNERSHIP WITH SHARED CARE AND FPSC  | #SPOC sscbc.ca

SPOC 2.0

Vancouver Coastal
Vancouver General Hospital

Fraser Health
Abbotsford Regional Hospital
Chilliwack General Hospital
Eagle Ridge Hospital
Peace Arch Hospital
Royal Columbian Hospital
Surrey Memorial Hospital

Ridge Meadows Hospital
Langley Memorial Hospital

Northern Health
GR Baker Memorial
Hospital – Quesnel
Kitimat General Hospital

Island Health
Comox Valley Hospital
West Coast General
Hospital – Port Alberni

Interior Health
Vernon Jubilee Hospital

April 2022-May 2023
13 more hospital sites

Esophagectomy & Gastrectomy

Complex spine



AN SSC LED INITIATIVE IN PARTNERSHIP WITH SHARED CARE AND FPSC  | #SPOC sscbc.ca

SPOC 2.0
Specialties

Hip & Knee replacements
Gynecology—benign & oncology
Urology– benign & oncology
General Surgery (colorectal,
inguinal hernias, gastrectomy)
Spine—1-3 levels, Complex
instrumentation
ENT
Plastics
Thoracics--esophagectomy
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AN SSC LED INITIATIVE IN PARTNERSHIP WITH SHARED CARE AND FPSC  | #SPOC sscbc.ca

PATIENT ACTIVATION AND ENGAGEMENT

Four languages: English, Mandarin, Cantonese, Punjabi



AN SSC LED INITIATIVE IN PARTNERSHIP WITH SHARED CARE AND FPSC  | #SPOC sscbc.ca

SPOC
Toolkit

sscbc.ca/programs-and-initiatives/transform-care-delivery/perioperative-clinical-action-network-pcan/surgical
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CLINICAL
COMPONENTS



AN SSC LED INITIATIVE IN PARTNERSHIP WITH SHARED CARE AND FPSC  | #SPOC sscbc.ca

Clinical components for SPOC 1.0 sites



AN SSC LED INITIATIVE IN PARTNERSHIP WITH SHARED CARE AND FPSC  | #SPOC sscbc.ca

Median 5 components/site (range 3-13)
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WHERE
ARE WE

NOW IN BC

# OF
PATIENTS SCREENED

25,026
# OF PATIENTS

PREHABILITATED

16,901

90.3%

# OF
REQUIRING PREHAB

18,698

74.7%
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SPOC AIM STATEMENT
75% of screened elective
surgery patients who require
optimization of one or more
of the components, will receive
appropriate optimization
by May 2023.

%

OUR RESULTS

90.3
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OUR PATIENTS
LIKE IT!

Pre-Surgery

PROM
Has your overall health

improved as a result of the
information and care provided
by your surgical preoperative

team?
N=2162

PREM
Was your surgical experience

improved as a result of the
information/care provided by

your surgical preoperative
optimization team?

N=2158

91.6%
Agree

75.2%
Agree
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SURGICAL PATIENT OPTIMIZATION COLLABORATIVE (SPOC)
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LESSONS
LEARNT

Need to review your current perioperative pathway and surgical
booking “package”

Need an update preoperative surgical screening questionnaire
incorporating components

create Standard operating procedure for your nurses/MOA/ NUA
based on “positive” responses on the questionnaire

ERAS and prehabilItation have a “dose-response relationship the more you
adhere to an evidence based perioperative care pathway the better the outcome

You can only improve if you measure, continue to be curious, and hence
the need for data

Prehab Likely has the biggest benefit
Older > younger
Cancer/thoracabdominal > Orthopedics
Moderately reduced reserve at baseline
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Specialist Services Committee
115 - 1665 West Broadway, Vancouver BC V6J 5A4

t. 604 638 4852 | e. sscbc@doctorsofbc.ca

www.sscbc.ca

DOWNLOAD THE SPOC TOOLKIT
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JOIN AT:
SLIDO.COM

#PCANWORKSHOP1
WORKSHOP 1 QUESTION:

What innovative ideas do you have for
extending SPOC at existing sites or
introducing it to a new site?
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WORKSHOP #2:

INCREASING
SURGICAL CAPACITY
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OR Hours
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OR Utilization

How can we maximize OR utilization?
• Decrease turnover times
• Improve efficiencies
• Fill slates

• Decrease cancellations
• Emergent cases

HEALTH AUTHORITY

1
2
3
4
5
6



sscbc.ca

Surgical Teams: Current State
• Surgical Teams:

• Surgeon
• Surgical Assists
• Anesthesia Assistants
• Anesthesiologist
• General Practitioner Anesthetist
• Nursing (RN / LPN)
• Health Care Aide
• Medical Device Reprocessing

Technician
• Housekeeping

Surgical Renewal Net New Employees:
• Perioperative Nurses: 334
• Surgeons: 235
• Anesthesiologists: 151
• GPA: 7
• MDRT: 120
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Surgical Teams: Future State

Strategies:

• Recruitment

• Retention

• Care Model Redesign
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JOIN AT:
SLIDO.COM

#PCANWORKSHOP2
WORKSHOP 2 QUESTION:

What innovative solutions / ideas do
you have for increasing surgical
capacity?
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Digital
Transformation

of the
Perioperative

Pathway
Denny Levett

Professor of Perioperative Medicine and Critical Care, University of
Southampton

President International Prehabilitation Society

NHSE Regional Perioperative Medicine Lead



Disclosures
 Relationships with commercial interests:

 Grants: National Institute of Health Research (UK), NHS England, NHS
Digital Partnerships Award, National Lottery Fund (UK), MacMillan

 No consultancy fees/commercial relationships with industry

 Non Commercial Leadership Roles

 President International Prehabilitation Society

 NHS England Regional Perioperative Medicine Lead

 Fit-4-Surgery Research Group, Southampton - investigator prehabilitation
trials

 President of the Perioperative Exercise Testing and training society (POETTS)

 Perioperative Medicine Lead University Hospital Southampton

 Perioperative Medicine Committee World Congress of Anaesthesia 2024
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…from the moment
of contemplation of

surgery until full
recovery.

Patient
Centered,

Multidisciplinary,
Integrated Care



Patient Centred
Care

The patient is a partner in their
own care….

1. ‘Right decision’
 Individualised risk assessment

 Shared decision making

 Informed consent

2. ‘Well prepared’
 Co-morbidities optimised

 Best physiological state

 Best metabolic state

 Best Psychological state

3. ‘Well cared for’

4. Optimal recovery
 Back to baseline or improved



Perioperative pathways do not promote
patient centered care

Proceed to surgery without time to fully optimise fitness and comorbidities – worse post-op outcomes
More full discussion of peri-operative risks – last minute cancellations and changes of plan
Delay surgery to investigate and treat co-morbidities further – delay to definitive surgery

Grocott & Levett 2017
Perioperative  Medicine



Health
Screening
and triage

Comorbidity
Optimisation

Surgery Rehab

Prehabilitation
Exercise
Nutrition

Psychological support

Shared Decision Making

The ideal perioperative care pathway

Detailed
Assessments

based on
needs

Outsourcing to
elective hubs

Personalised
preparation plan



Perioperative Care

Digital Health
Screening and

Pre-Assessment

Perioperative
Anaemia
Service

Fit For
Surgery
School

Prehabilitation

Cardio
Pulmonary
Exercise
Testing

High risk
shared

decision
making clinic

Perioperative Medicine
at UHS



NHS Elective Recovery Plan

The 2023/24 NHS Standard Contract states:

“NHS trusts MUST by no later than 31 March
2024, implement a system of early

screening, risk assessment and
health optimisation for all adult service

users waiting for inpatient surgery,
in accordance with the requirements

on perioperative care co-ordination set out in
the NHS Elective Recovery Plan"



NHSE Elective Recovery Plan: 5 principles

1. Early Digital Screening to Identify Modfiable Risk Factors and High
risk patients who may require Shared Decision Making

2. Modifiable Risk should be optimised before surgery with a
personalised optimisation plan (prehabilitation and co-morbidities)

3. Patients should be contacted every 3 months whilst on waiting lists to
ensure they remain appropriate for surgery

4. Patients should only be given a date for surgery AFTER a pre-op risk
assessment and health optimisation and being confirmed fit for
surgery

5. Patients should participate in a shared decision making discussion to
discuss the risks benefits and alternative treatment options to support
them in their decision to proceed to surgery



A minority of patients account for the
majority of costs: the 80:20 pareto principle



Universal
Surgery school
My Surgery App
Advice:
diet/nutrition/exercise
Alcohol/smoking cessation

Targeted
Exercise programmes
Dietician Assessment &ONS
Weight management
Alcohol support team
Quitters

Specialist
Supervised exercise
Enteral / TPN feed
Supervised Detox

Empowering people

Reducing complications

Reducing LOS

Increasing rate of recovery

Improve Quality of life

Improve long term health
outcomes

Increase individual and
community resilience,
decreasing healthcare
burden

50 %

Major Surgical Population

40 %

10%

Plus universal and targeted



Re-structuring Perioperative Care Pathways



Digital Screening Early in the Pathway

Triage for

 Risk: Red-Amber-Green

 High Risk Clinic

 Outsourcing to elective hubs

 Pre-Assessment: telephone vs face-to-
face

 Prehabilitation

 List management/Critical Care

Screening
• DASI: Functional capacity
• Nutrition Risk Score: Malnutrition/Obesity
• HADS: Psychological well being
• Frailty: Modified Edmonton Frailty Scale
• Targeted comorbidities: Cardiac devices/anticoag
• Audit C: Alcohol
• Chronic pain: Opiate use
• Stop Bang: Sleep Apnoea
• Smoking
• Living alone/carers



Digital Screening Summary and Risk Rating



Clinician Dashboard for Optimisation Tracking



Clinician Dashboard: Surgical Details and Urgency



Clinician Dashboard: Optimisation/Prehab



Clinician dashboard for Pathway Management



Clinician Dashboard: Outcomes



Digital Implementation Pilot Cohorts

Orthopaedics Waiting List: Joint Replacements
• n = 400
• Mean Age 71 (range: 52-98); 45% male

High Risk Clinic Referrals
• n = 700
• Mean Age 71 (range: 58-94); 57% male

Cancer Prehabilitation Patients
• N = 400
• Mean Age 69 (range: 41-88); 70% male



Orthopaedics Pilot Stage 1: Methodology

Invite by Text

Nudge text at
1 week

Telephone
Follow up



Orthopaedics Pilot Stage 2: Methodology

Explanatory Letter
with instructions

Nudge text at 1
week

Telephone Follow
up and assistance

to complete



Screening: Implementation Evaluation

Age Distribution of patients completing Questionnaire

0%

5%

10%
15%

20%

25%
30%

35%
40%

<35 35-44 45-54 55-64 65-74 75-84 85+

Age Distribution



Preventing Digital Exclusion

Digital Health Assistant SupportClinical vs Non-Clinical digital support

32

36

29

48

0 10 20 30 40 50 60

ADMIN BAND 3

NURSE BAND 7

Chart Title

Completed by DHA over telephone

Patient required telephone help to complete themselves

No support
80%

< 5 minutes
support

12%

> 5 minutes
support

8%

median time for completion = 18mins



Uptake of Digital Screening at UHS



Characteristics of digital and non-
digital patients

Table 3. Details of patients who completed My Medical Record digital health screening questionnaire
All patients “Non-digital” "Digital"

mean (SD), median (IQR) or n (%) P-value*
N = 824 N = 169 N = 655

Age 69.1 (12.0) 76.6 (9.0) 67.2 (11.9) <0.001
15 - 54 100 (12) 5 (3) 95 (14)
55-64 142 (17) 15 (9) 127 (19)
65-74 279 (34) 39 (23) 240 (37)
75-84 247 (30) 81 (48) 166 (25)
>84 56 (7) 29 (17) 27 (4)

Number of comorbidities 1 (0, 2) 1 (0, 1) 1 (0, 2) <0.001
N (%) on > 5 medications 418 (51) 102 (60) 316 (48) 0.005
Time to complete (minutes) 17.5 (13.1, 35.0) 21.8 (15.3, 30.6) 17.5 (10.9, 37.1) 0.001
* P-value for chi2, t-test or 2-sample Wilcoxen rank-sum test



Distribution of Rag Ratings per domain



Identifying unmet clinical need

Nutritional risk

New
Referrals

21%

Already
under

dietician
s

26%

Low Risk
53%

Alcohol Dependency Referrals

New Referrals
Audit C > 5

4%

Audit C 3-4 -
self

management
10%

Low Risk
86%



Early optimization of comorbidities

Peri-Operative Anaemia
Referrals

24%

36%

40% Referred

Already under

N/A

Diabetes Optimisation Referrals

5%
3%

92%

New Referrals

Known to team

Not required



Perioperative Anaemia Service (POAS)

P <0.001 P = 0.015

P = 0.005P = 0.035

Transfusion
Reduced from
43% to 13%

N= 1144, 301
treated



Screening Tool Validation:
Length of Hospital Stay

4 daysLow Risk at UHS

3 daysLow Risk at elective hub

5 daysIntermediate risk

10 daysHigh risk



Funding Digital Health Assistants – the need

For 1000 patients, estimated DHA requirements:
Assuming approximately 30 minutes per patient

 1 DHA at UHS per 750 patients

Total DHA time
for 1000
patients

Number of
patients
requiring
assistance

Proportion of
patients

requiring Help

125 hours25025%

150 hours30030%

175 hours35035%

200 hours40040%

225 hours45045%

250 hours50050%



Workforce Implications

 Digital Support

 Clinical Interpretation and optimization planning

 Comorbidity optimization capacity

 Diabetic nurse specialist

 Increased anaemia service capacity

 Psychological Support Services in the community

 Non cancer

 Dietetic Support

 Weight management



Re-structuring Perioperative Care Pathways



Prehabilitation

M
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Exercise

Nutrition

Psychological
support

Smoking /
alcohol Cessation

• Prehabilitaiton is an intervention

that improves a patient’s physical,

nutritional and psychological fitness

to withstand surgery

• Prehabilitation is a personalised
treatment based on the patient’s
needs

• Prehabilitation reduces

complications and length of stay

and enhances recovery



Surgery, fitness and recovery

Fit: Independent

SurgeryFitness

Line of dependency

Frail: require support

Time



Universal
Surgery school
My Surgery App
Advice:
diet/nutrition/exercise
Alcohol/smoking
cessation

Targeted
Exercise programmes
Dietician Assessment
&ONS
Weight management
Alcohol support team
Quitters

Specialist
Supervised exercise
Enteral / TPN feed
Supervised Detox

Empowering people

Reducing complications

Reducing LOS

Increasing rate of
recovery

Improve Quality of life

Improve long term
health outcomes

Increase individual and
community resilience,
decreasing healthcare
burden

50 %

Major Surgical
Population

40 %

10%

Plus universal &targeted



Universal Prehabilitation
Interventions



Surgery School: Pre-operative Education

 60% of invited attended

 94% would recommend

 46% changed behaviour

 Reduced length of stay and complications



Patient Experience
“Initially I came to school feeling that it

wouldn't make any difference but once it
was over, I was very happy with it and made

lots of changes to my fitness”

“Patient's husband - I sing your praises to
everyone, the school was definitely worth

doing”

“It's nice to know that you are on
somebody's radar.. Not just given an op date

and that's it, you come in and go home”

“As a relative, I found this morning very
insightful and reassuring for my father. It

was above expectation, very good service.
Even the areas which weren’t relevant were

interesting information too”



Virtual Surgery School

• Virtual school better attended than face-to-
face (69%)

• Well accepted by patients (95% satisfaction)

• 79% intended to change behaviour

• Potential accessibility challenges
(Fecher-Jones et al 2021)

Adaption of a face- to-face group behaviour change intervention (surgery school)
in response to COVID19
Fecher-jones, I.; Grimmett, C.; Poole, L.; Levett, D. Z..
International Journal of Behavioral Medicine ; 28(SUPPL 1):S8-S9, 2021.

‘Brilliant
presentation, very
useful. Makes you
think about how
important it is to
make changes to

your lifestyle
preop’

‘Very
informative and
helpful. I hope
this programme
continues as it is
an eye opener.
Well done.’



Age of Patients attending Virtual Surgery
School

0

20

40

60

80

100

120

18-24 years 25-34 years 35-44 years 45-54 years 55-64 years 65-74 years 75 years +

61% Male; Female 37%; Other 4%
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Surgical recovery Exercise Diet Psychological
Wellbeing

Alcohol

Most Useful Topics

82%

18%

Do you plan to make any changes to
your lifestyle in preparation for

surgery as a result of this session?

Yes

No

Virtual Surgery School Intention to Change
Behaviour



Patient Empowerment

The Patients

‘I think I knew everything I wanted to know about
the operation from the teaching and the booklet’

‘The people there knew how to do their job – you
could tell they were experienced, they know
what to do so it gives you more confidence’

The Staff

‘ They know a lot more, they are better prepared,
they know what to expect and can explain what is
going to happen to them’

‘They seem more confident, less worried’

‘Enabling people to choose to take control over and
make decisions about their lives’



Session has
improved my
confidence in

facing the
upcoming surgery

This is a very useful
and helpful seminar

with excellent
advice and
information

Everything was
clearly explained

and easy to
understand. Thank

you.

Very well
presented

I'm glad it was online. A
trip into Southampton ,
along with the car park

charge, would have made
this far less appealing.

I thought course was
adapted very well to

the need to be
delivered  virtually.

Relaxed atmosphere.
Inclusive if need be.
All bases covered to

get the best outcome
having surgery.

I am grateful to have
had the opportunity

to receive much
information and

advice in a succinct,
condensed and

digestible format.





Behavioural Change

• Lack of time

• Lack of fun and enjoyment
• Lack of self-motivation

• Lack of self-efficacy
• Injuries

• Lack of self-management skills
• Lack of encouragement/support

• Poor role models

• Environmental factors

1. Be specific in your advice
2. Put the patient in charge
3. Measure progress and feedback
4. Make sure they have support
5. Be clear how the change will have

impact for them personally
• Motivational Interviewing
• SMART goals
• Diarying
• Support
• Accountability
• Nudging
• Rewards



Universal Prehabilitation Intervention:
myOp

myOp is a digital therapeutic which is designed to be prescribed to
patients to reduce post-operative complications.

BODY
• Aerobic fitness

programme
• ACBT
• Smoking and Alcohol

cessation
• Managing other

medical conditions

MIND
• Mindfulness-based

Cognitive Therapy course

• Education on what to
expect, how to participate
in recovery

NUTRITION
• Comprehensive

nutritional advice

• Based on the Eatwell
Guide

CHECKLIST
• Dynamic checklist

• Signposts to key parts of
the App

• Encourages engagement

GOALS
• SMARTER goal setting

• Track progress and
achievements

SCREENING
• DASI, HADS, Alcohol Audit

and Nutrition screening

• Scores used to direct and
prompt patient engagement



The myOp clinician interface enables:

• Rapid risk stratification

• Identification of patients who need targeted interventions

• Remote management with 2 way chat and video
consultations

• MDT working

myOp supports clinical teams in delivering digitally
enhanced care

Screening and
Clinician Dashboard:









Educational Material



Digital Partnership Award
UHS, UoS, Norfolk and
Norwich, University of North
Midlands MyMHealth

Aim: To evaluate the feasibility of using MyOp in
surgical pathways



Targeted/Specialised
Prehabiltation



Supervised
High Intensity Interval Training and Fitness
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Pre-NACRT Baseline (Week 0) Week 3 Week 6 Week 9

Pre-randomisation

Exercise Control

Physical fitness:
↓1.3ml/kg/min;
95% CI (-2.3,-0.4);
p=0.008).

+3.3 (2.8)
ml/kg/min

Secondary outcome:
Health related quality of
life

Exercise training adherence: 96 %

HRQoL: ↓ 7.4;
95% CI (-0.8,-
14.0); p=0.03).

Patients reported
positive changes
in their physical,
psychological
well-being and
their HRQoL

Patients reported a
major impact of
cancer and CRT on
their physical, social
and psychological
well-being.

Loughney 2019 POM



Multimodal Prehabilitation and Clinical Outcomes:
Wesfit: UK Multicentre RCT

• Major abdominal cancer
surgery

• 2 weeks to 8 weeks

Jack, West 2021 F1000



Virtual Multi-modal Prehabilitation

 Covid 1st wave

 UK wide

 Exercise, nutritional support and
psychological support

 Pre and 6 months post op

 https://safefit.nhs.uk

 Health related QoL

 Fitness, nutritional status, psychological
distress

 1200 in 1 year

BMJ OPEN 2021 Grimmet et al



Clinical Implementation in the NHS:
Multimodal Prehabilitation

Greater Manchester integrated care
system

 2 day reduction in LOS
 0.5 day reduction in critical care LOS
 Reduced readmissions
 Improved Quality of life
 Sustained exercise behaviour at 1 year
 Reduced frailty scores at 1 year
 Reduced 1 year mortality
 Improved disability free survival

For every 1000 colorectal cancer
patients undergoing prehabilitation,
resources are released for 179 further
patients to undergo surgery



Re-structuring Perioperative Care Pathways



PsychologyNutritionExercise

Universal
• MyOp App
• Surgery School
• Cancer Nurse Specialist

Universal
• MyOp App
• Surgery School

Universal
• MyOp App
• Surgery School
• 1 month gym pre-op
• 1 month gym post-op

Targeted
• Clinical psychologist

directed intervention
• Psychological Support in

community

Targeted
• High protein ONS
• Dietician directed

optimisation

Targeted
• 3/week supervised HIT in

community gym
• 2 weeks min pre-op
• 1 month post-op

Specialist
• Psychiatric/psychological

treatment

Specialist
• NG/TPN feeding pre-op

Specialist
• 3/week supervised HIT in

hospital
• 2 weeks min pre-op



Alton

Andover

Alton

Andover

Community Delivery of
Prehabilitation via
Exercise
Referral Schemes
Key:
Centres with Level 4 Chronic
health/Cancer Trained Instructors = Romsey



Prehabilitation Service: Overall cost-benefit

Cost for 500 patientsCost Per PatientIntervention Level

£86,250£172.50Staffing Costs

£244,316£488.63Intervention Costs

£330,566£661.13Total Costs

-£695,215-£1390.43
Cost Savings

-£330,750-£661.50Increased Income

-£1,025,965-£2051.93Total Benefits

£695,400£1390.80OVERALL SAVINGS OF
PREHABILITATION



12%

28%
60%

Risk Rating of Prehabilitation Patients

Red Amber Green

Pilot Prehabilitation Service in Cancer Surgery
(n=462)

• ALL red rated (high risk) patients consented to supervised exercise
• 20% of green patients declined gym membership as they were already self

managing

65%

16%

19%

Prehabilitation by Speciality

Colorectal

Upper GI

Urology





SUMMARY
 Pathway modification is essential to achieve the aims of

perioperative medicine

 Early digital screening allows identification of modifiable risk
factors early in the pathway

 The majority of surgical patients can self screen using a digital
tool

 Early identification of poorly controlled comorbidities allows
timely pre-operative optimization and involvement of other
specialities on a needs-based basis

 There are workforce implications of digital implementation and
identifying unmet need

 Prehabilitation is  clinically effective, feasible and cost
effective

 Digitally assisted prehabilitation is promising but needs further
evaluation
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I would definitely
recommend it to

anybody … Very, very
much so. It’s very

much--- it’s very worth
doing

after a couple of
sessions on the bike I
thought: “actually, I
quite like this”. And I

was feeling better

I certainly felt that the
exercise really did prepare
me. It did help. Because I

was at a pretty low ebb when
I started. So, you know, I was
really at a low ebb and this
gave me something to go

forward

After the surgery, what I did
was--- right at the very start, I
downloaded CT yoga exercises.

So, even when I was in hospital, I
was doing CT yoga exercises. And
my personal trainer hasn’t taken
me back yet. She said she won’t
(laughing) until September. But
what I’ve been doing is a lot of

walking. And that’s--- that’s
certainly helping as well

It makes you
feel more in

control of your
treatment.

I’ve only gone
and bought

myself a bike so I
can carry on with

the hills

Prehabilitation helps
you contribute to your
cancer story – so you

have your own
ownership and don’t

just feel you are being
‘done to

Takes your mind off
it all – something

to focus on.



What is digital prehabilitation?

 An app

 A platform
 Advice
 A wearable
 ? Live supervision

Designing a digital intervention
 CO-DESIGN WITH PATIENTS
 PROTOTYPE INTERVENTION

 REFINE
 FEASIBILITY

Pederson 2023 Surgeon



Value of Prehabilitation and Optimisation

 Improve Health
Behaviours and therefore
long-term health status

 Improve Self Efficacy

 Improve long term
condition management

 Increase speed of recovery

 Empowerment

 Improve Quality of Life

▫ Reduce Hospital costs by reducing complications, length
of stay, critical care utilization, emergency readmissions,
cancellations on the day of surgery



pInterventionControlVariable
n=62n=63

0.0788 (8)13 (20)Hospital LOS
0.0781 (2)4 (13)ICU LOS
0.2732 (3%)6 (10%)Surgical re-intervention
0.00119 (31%)39 (62%)Patients with complications
0.0010.5 (1.0)1.4 (1.6)Complications per patient
1.0001 (2%)1 (2%)Mortality

Barberan-Garcia Annals of Surgery 2017



Prehab Patient Feedback

Extremely impressed
with prehab - particularly
useful having supervised

so didn't 'over do it' -
breathing exercises at
surgery school helped

lots.

Excellent service - really
good gym, had 3 session pre
op and 3 session post op -

really glad to have it in the
recovery period. felt much
stronger going into surgery.
Would 100% recommend.

Prehab was really really
useful - felt much more
prepared and back to
normal quicker than

anticipated. Has since
returned to the gym and

now has a full membership
attending twice weekly.

Op brought forward hence
did not receive full course

but ok with this.

Would very much
recommend prehab to
anyone in the run up
to surgery - felt much
more prepared. Found
surgery school really
useful -- had never

been to hospital
before so gave a good

insight for him
and his family.



BREAK OUT



sscbc.ca

Breakout Topics

Workshop 4: Airport
Ballroom

Workshop 3:
Steveston Room

Reducing Patient Wait
Times

Pre-Surgical Screening



sscbc.ca

WORKSHOP #3:

PRE-SURGICAL
SCREENING



Perioperative Care
Alignment and Digital

Solution Committee

MD FRCPC Anesthesiology
PCADS Chair

Medical Lead Geo 1 Anesthesiology Island Health
Advisory Board Member BC Anesthesia Society

Chair of the Anesthesia Quality Committee Island Health



GOALS of PCADS: Preop Care Alignment

1. Patient Screener Questions
2. Preoperative Investigations Grid
3. Perioperative Medication Management

Guidelines
4. Prehabilitation and Optimization

Recommendations



PCADS Membership:

● Anesthesiologists (all health authorities)
● Chronic Pain and Transitional Pain Specialists
● Perioperative Internal Medicine
● Geriatrics Medicine
● Addictions Medicine
● BC Anesthesiology Society President
● Division Head of UBC Dept Periop Medicine
● Doctors of BC President
● Surgeons
● Family Medicine
● Pre Admission Clinic Nursing
● Patient Partners
● Ministry of Health surgical services and

digital team



PCADS
=

PSS MVP MoH
+

SPOC by DOBC
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PCADS Economic Analysis:

An Economic Analysis of the Newly Developed
Pre-surgery Digital Screening Tool was recently

completed by Prioritize Consulting Ltd.

● Comparative analysis of potential cost
and benefits between current care and
care that involves the proposed
intervention (e.g. Pre-surgical Digital
Screening Tool)

● 3 Main Areas of focus:
○ Effect of Earlier Prehab and Optimization
○ PAC Nursing Time Saved
○ Preoperative Investigation Reduction



GOALS of PCADS: Preop Care Alignment

1. Patient Screener Questions
2. Preoperative Investigations Grid
3. Perioperative Medication Management Guidelines

4. Prehabilitation and
Optimization
Recommendations



Benefits of a
Digital PSS ● Supports the reach of prehab and optimization

by:
○ Summarizing goals
○ More TIME

● SPOC showed a NET cost savings of $1.5-5k per
patient

● Prehabilitation earlier while the patient is on the
waitlist is estimated to save over 8000 bed-days
in BC in general surgery and orthopedics alone.

Reducing COST: SPOC
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Current Pre-surgery Timeline:

Huge rush
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Benefits of a
Digital PSS

● No transcription required
● No cross referencing of guidelines
● Streamlined visit as questionnaire completed

ahead of time

Reducing COST: PAC



GOALS of PCADS: Preop Care Alignment

1. Patient Screener Questions

2. Preoperative Investigations
Grid

3. Perioperative Medication Management Guidelines
4. Prehabilitation and Optimization Recommendations



Benefits of a
Digital PSS

● Facilitating choosing wisely implementation
● Reduce 360k tests per year in BC

Reducing COST: LAB



Benefits of a
Digital PSS

● Leverages the motivation people have around
surgery

● Reinforces lifestyle changes
● Empowers patients

Improving the health of
the population



Benefits of a
Digital PSS

● All patients and clinicians will have the benefit of
prehab and optimization regardless of location
within the province

Improving health equity



Benefits of a
Digital PSS

● Better prepared for surgery
● Less last minute surgical cancellations
● Improved postoperative outcomes
● More streamlined pre op experience

Improving patient
experience



Benefits of a
Digital PSS

● Tailored summary at our fingertips!
○ Less time on transcription
○ Less time completing risk scores
○ Less time cross referencing guidelines
○ More time to improve health outcomes and

connect with our patients
● Less need to delay surgeries

Improving provider
experience



Benefits of a
Digital PSS

● Reducing unnecessary investigations
● Preventing adverse outcomes

Climate Resilient Care
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Benefits of a
Digital PSS

● Perioperative medication management is extremely
complex

● Up to date guideline driven medication management
advice

● Summary at our fingertips

Patient Safety



What innovative ideas do you have for implementing this province
wide digital tool?



sscbc.ca

JOIN AT:
SLIDO.COM

#PCANWORKSHOP3
WORKSHOP 3 QUESTION:

What innovative ideas do you have for
implementing a province-wide digital
pre-surgical screener at your site
specifically or throughout the
province?
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WORKSHOP #4:

REDUCING PATIENT
WAIT TIMES
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BC Surgical Wait Times
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Wait Times – Current Strategies
• Central Intake

• 19 Hip & Knee Replacement Programs
• 14 GI Endoscopy Single Entry Models

• First In First out (FIFO)
HEALTH AUTHORITY

1
2
3
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Wait Times – Current Strategies
• Waitlist Management

• Diagnosis Code Selection

• OR Allocation

• Other



sscbc.ca

JOIN AT:
SLIDO.COM

#PCANWORKSHOP4
WORKSHOP 4 QUESTION:

What innovative solutions / ideas do
you have for reducing patient wait
times?



BREAK
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PCAN SUMMIT Evaluation
JOIN AT:

SLIDO.COM
#PCANEVAL

We need your help!  Your feedback will help us
understand what worked well and how we can
improve for follow-up activities.  Your information will
remain confidential, and results will be shared with
the PCAN planning team in aggregate form only.
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What We Heard
• Willingness to collaborate more often
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What We Heard
• Willingness to collaborate more often
• There are opportunities in the system

to improve
• The surgical priorities resonate with

clinicians and administrators
• There is potential for improvement

within current resources
• Attendees are committed to an

improved surgical system in BC
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PCAN Advisory Committee

Apply Now!
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PCAN Innovation
Funding
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What to expect from PCAN?
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HUGE THANK YOU!

Shauna Polly Minh-Yen Ly Eric Young Ana Cherry Sonali Sharma


