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ABSTRACT 

Introduction 
The “Reducing Wait Times for Prolapse and Incontinence Patients'' initiative began due to long wait 
times to see a urogynecologist and insufficient information being received on referrals leading to 
inefficient triaging of patients. The aim of the project was to reduce wait times from 23 months to 17 
months for prolapse and incontinence patients.  
 

Methods 
The project implemented a detailed patient care pathway by developing a collaborative 
urogynecology-family physician clinic model. Family physicians received specialized training in pelvic 
medicine and worked alongside urogynecologists who triaged patient cases based on symptom 
severity and treatment options. Additionally, education sessions were hosted to increase primary care 
provider knowledge and confidence in pelvic floor disorders. To evaluate project outcomes, a mixed-
methods design of collecting both qualitative and quantitative data was used.  
 

Results 
After the clinic intervention, the average wait time was 4.9 months to be seen by a specialized family 
physician. A total of 102 patients were seen across 16 clinic days and 72.5% (n=74) of patients were 
treated by the specialized family physician. 85.6% (n=16) of patients were satisfied with the length of 
time it took to get an appointment. As a result of the intervention, there was a 4% reduction in urinary 
distress symptoms, 7% reduction in pelvic organ prolapse symptoms, 6% improvement on quality of 
life, and 11% improvement in daily functioning on average among 8 patients. An average score of 88% 
(n=24) on understanding when to refer to a specialist was reported among the primary care providers 
who attended an educational workshop and 92% (n=22) experienced increased confidence in 
identifying red flags among patients. Primary care providers also agreed that the Pelvic Floor 
Disorders Algorithm was easy and applicable to use, with 95% of them feeling confident in utilizing it 
in their workflows. Similarly at another educational workshop, an average score of 82% (n=13) was 
reported among attendees agreeing that the session provided knowledge on when to refer to a 
specialist and an average agreement score of 71% (n=13) was reported among attendees with 
understanding how to perform investigations to evaluate their patients.  
 

Conclusion 
Overall, the project accomplished its goal of reducing wait times for patients with pelvic floor 
disorders by establishing a collaborative urogynecology-family physician clinic. Through increased 
referring provider knowledge of how to identify and manage pelvic floor disorders,  improved referrals 
and triaging system, and an added resource of the specialized family physician providing increased 
access to care, more time was freed up for the urogynecologists to see more complex patients 
requiring surgical care and patient health outcomes improved. The physicians remain committed to 
continuing the clinic and are exploring adjustments needed to the clinic operations to ensure proper 
remuneration under the new LFP payment model.  
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INTRODUCTION 
The Fraser Northwest Division of Family Practice (FNW DoFP) encompasses Family Physicians in New 
Westminster, Coquitlam, Port Coquitlam, Port Moody, Anmore and Belcarra representing the 
catchment area of the Royal Columbian and Eagle Ridge Hospitals. The FNW DoFP deeply respects 
and acknowledges the privilege of being able to work on the ancestral, traditional and unceded 
territory of the Coast Salish Nations, including the Kʷikʷəƛə̓m (Kwikwetlem) and Qiqéyt (Key-Kayt) 
nations. The FNW DoFP remains mindful of the health inequities and is committed to better 
understand the needs of Indigenous peoples.  
 
The “Reducing Wait Times for Prolapse and Incontinence Patients'' initiative began in 2020 due to 
lengthy wait times for a urogynecologist consultation for surgical procedures. It is estimated that up to 
11% of all women will undergo at least one surgery to correct pelvic organ prolapse or urinary 
incontinence in their lifetime (Olsen et al., 1997). However, patients with pelvic floor disorders were 
waiting on average 23 months from referral to consult and even longer to undergo surgery. During this 
time, patients' quality of life can suffer greatly. Urogynecology patients awaiting surgery for pelvic 
organ prolapse showed similar emotional distress and disability compared with orthopedic patients 
awaiting hip or knee replacement based on a validated Health Related Quality of life (HRQOL) 
questionnaire (Leong et al., 2017).  
 

Additionally, family physicians receive little training during residency around pelvic floor disorders 
leading to a lack of understanding of treatment and management options. Family physicians also 
reported patients minimizing their symptoms due to stigma and embarrassment. As a result of this, 
referrals contained insufficient information and red flags were being missed such that surgical cases 
requiring more urgent care were mixed with less severe cases that may only need conservative 
treatment, thus delaying care.  
 

A solution to increase triage efficiency by developing a collaborative model with primary care 
providers was required in order to increase access to timely care and improve the quality of referrals. 
The aim of the project was to reduce wait times by 6 months for prolapse and incontinence patients by 
implementing a detailed patient care pathway in a successful urogynecology and family physician 
care model.  
 

Project Objectives 
The objectives of the project were to implement the following activities:  

1. Establish and implement a collaborative urogynecology and family physician care model.  
2. Host a series of educational workshops for primary care providers to increase awareness of 

resources and confidence in providing care related to common pelvic floor disorders.  
3. Create a comprehensive pelvic floor disorder pathway and algorithm for primary care 

providers to refer to. 
4. Create patient handouts and resources to increase the health literacy and education of 

patients with urogynecological symptoms and conditions.  
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METHODS 

Interventions, Activities, and Deliverables 
 

The project timeline with key milestones are detailed in the visual below:    

 
 

Establish and Implement a Urogynecology and Family Physician Clinic  

Dr. Sara Houlihan, the urogynecologist lead of this project, proposed an interdisciplinary care model 
that proved successful in clinics in Saskatchewan and Alberta. The model involves a urogynecologist 
working with a specialized family physician at the same clinic, at the same time to encourage team 
based collaboration and shared learnings. The proposal was presented at committee meetings where 
it garnered interest from Dr. Sanja Matic, the family physician lead of the project. Refer to figure 1 in 
the appendix to view the strategic plan prepared by Dr. Sara Houlihan.  
 

The first phase included upskilling the family physician, Dr. Matic, who followed an extensive 
curriculum which included specialized training in women’s pelvic medicine through the American 
Urogynecologic Society (AUGs), textbook readings, in-person shadow clinics with the urogynecologist 
and more. At the same time the training was being completed, clinic workflows, referral processes, 
patient intake forms, patient resources and evaluation metrics were established to assist day to day 
operations. The group also decided on the clinic name, the Pacific Coast Urogynecology Institute 
(PCUI). Refer to figure 2 in the appendix section to view the PCUI Binder which documents the clinic 
processes. 

 

Once the family physician was specialized and the clinic operations were sorted, this allowed the 
urogynecologist to begin triaging mild to moderate patients to the family physician to provide 
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comprehensive care such as education, conservative management, as well as general care for 
comorbidities and related problems. While the urgent, complex or severe patients were expedited to 
be seen by the urogynecologist. A detailed triage pathway can be found in the appendix (refer to figure 
3). To view the curriculum for the specialized family physician, refer to pages 16-24 of the proposal 
here. 
 

From May 2022 to June 2024, a total of 102 new patients were seen over 16 clinic days with 46 
receiving follow up care. In 2023, the specialist lead went on maternity leave and in an effort to keep 
up with the waitlists and spread learnings, other physicians were recruited to the clinic. Dr. Ana 
Boskovic also received specialized family physician training on pelvic floor disorders and Dr. Merry 
Gong was recruited as the urogynecologist expert. Dr. Merry Gong and Dr. Ana Boskovic continued 
clinic operations until the specialist lead returned back from maternity leave.  
 

Provider Education and Algorithm  

On February 19, 2020 a workshop was held before the project started to help inform the gaps in care. 
After conducting the needs assessment activities, two more in-person workshops were held to 
increase primary care provider’s familiarity with identifying, treating and managing pelvic floor 
disorders. A total of 68 primary care providers participated in the learning sessions. A visual summary 
of each event can be found in the appendix and the evaluation is provided in the Results section.  
 

In addition, a Pelvic Floor Disorder Algorithm was developed by the physicians involved in the clinic. 
The algorithm is a clinical tool focused on 4 conditions with clinical pearls on diagnosing, treatment 
and management options, as well as patient resources. The algorithm works with the Pathways 
infrastructure to host resources and allows users to email resources to patients.  

○ Pelvic Floor Prolapse 
○ Stress Urinary Incontinence 
○ Overactive Bladder 
○ Recurrent Urinary Tract Infection  

The finalized algorithm was shared at the May 16, 2024 workshop to complement the presentation 
and serves as a functional resource for primary care providers to refer back to. The algorithm was also 
published on Pathways and the division’s newsletter. A copy of the algorithm is provided in the 
appendix (refer to figure 6).  
 

Target Population 
The target population for this initiative includes women with urogynecology issues and conditions. 
This initiative also involves family physicians, nurse practitioners, and urogynecologists that are 
engaged in the patient's circle of care within the FNW region.  

 

 

 

https://drive.google.com/file/d/0B0dyHeVY0hYYcUM0cUM5M1BCSXV4NFVRN0Jvb3hxVW96Tk1j/view?usp=sharing&resourcekey=0-CsKvBYHb4akmoAPm3YrYQg
https://pathwaysbc.ca/ci/8201
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Engagement Strategy 

Family physicians, nurse practitioners and urogynecologists were recruited to participate, stay 
informed and provide feedback in committee meetings. The project activities were brainstormed and 
prioritized by the committee based on the findings of the needs assessment activities. A total of 11 
family physicians, 4 nurse practitioners and 3 urogynecologists participated in the ongoing committee 
meetings and in the development of the project.  
 

Data Collection Methods 
The evaluation approach included a mixed-methods design (i.e. collection of both qualitative and 
quantitative data) with physicians, specialists, patients and program administrators. Wait time data 
will be collected through physicians EMRs. Patient outcomes will be compared pre and post clinic 
intervention through standardized and validated patient symptom surveys. Qualitative data such as 
patient and provider satisfaction was collected through surveys and interviews. The committee 
ensured the data collected reflected a developmental lens that focused on continuous quality 
improvement and linked back to the overall project goals. Refer to table 1 in the appendix to view the 
specific data collection methods for this project.  
 

RESULTS 
Improved Patient Experience 

Goal/Anticipated 
Outcome 

Results 

Patients feel well 
enabled with 
resources, and feel 
supported and 
confident with a 
collaborative plan. 
Has individual self-
management 
skills, knowledge 
and awareness of 
resources  
 
Patient experience 
and satisfaction 
regarding access 
to services and 
coordination of 
health care  
 
 

The Patient Satisfaction Survey was distributed to patients who accessed 
the PCUI post-treatment, with a total of 41 patients completing this survey. 
Below are the metrics (full responses can be found here): 

● 85.6% (n=16) of patients were satisfied with the length of time it took 
to get an appointment 

● 98% (n=21) of patients were satisfied with how their questions were 
answered  

● Similarly, 99% (n=21) were satisfied with the overall care received at 
the PCUI 

● 98% (n=20) of patients were satisfied with the counselling that was 
received 

● 60% (n=5) of patients reported having a good understanding of self-
management practices they can apply  

● 48% (n=5) of patients reported having good understanding and 
awareness of the available community resources   

 

Qualitative feedback was also shared in regards to the clinic:  
● “My first visit but was pleased to be able to get a professional assessment 

of my prolapse. I was originally told that it would take 2 years to even see 

the gynecologist. Very happy to get a phone call to come and see [the 

https://docs.google.com/document/d/1Pghv9ie-6oklEAvdRHt-IJsbNnZbZ8-w-WZjFH-aPP8/edit?usp=sharing
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family physician] and will be scheduled for a pessary fitting. Just keep up 

the great work!”  

● “I like the fact that I can make my own decisions & have a choice if my 

decision isn’t working for me. The specialist were thorough in the 

examination of my prolapse.” 

 
A patient journey map was created detailing a patient’s experience seeking 
care at the ER for pelvic floor prolapse without a family doctor and the 
adverse impacts on their quality of life and mental well-being. No physical 
exams were done and only until the patient's condition declined significantly 
did it prompt an urgent referral to the urogynecologist. Although the patient 
continues to require management after surgery, she expressed satisfaction 
with the care that was received and having tried different treatment options 
while waiting for surgery. A snippet of the journey map is shown below, and 
the full visual can be found in the appendix (refer to figure 7).  

 
 

Improved Provider Experience 

Goal/Anticipated 
Outcome 

Results 

Primary care 
provider feels 
supported and 
both primary care 
provider and 
specialist sees 
merit and 
satisfaction with 
model of care and 
experience  
 
Increase 
confidence in 
referral pathways 
based on 

The referring provider survey was distributed to all physicians who referred 
their patients to the clinic, the PCUI between August 2022 to June 2024, with a 
total of 15 respondents. Below are the reported metrics (complete results can 
be found here):    

● 40% (n=6) of providers agreed and 13% (n=2) strongly agreed that the 
PCUI improved their overall satisfaction with provision of patient care 
[Shared Measure M0001] 

● 67% (n=10) were neutral that the intervention improved coordination 
of care with other physicians (i.e. Urgonycologists), while 27% agreed 
(n= 4) [Shared Measure M0005] 

● 20% (n=3) agreed and 27% (n=4)  strongly agreed that the intervention 
resulted in increased collaboration between family physicians and 
specialists [Shared Measure M00012] 

Below are anecdotal feedback obtained from providers:  

https://docs.google.com/document/d/1Vi6Y88VKvE84DNuQXS7hTVr72SrKAzgJUCmifxttB1E/edit?usp=sharing
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algorithm 
education  
 
Increase 
confidence for 
providers to 
identify women 
pelvic 
comorbidities, red 
flags and other 
associated 
diseases  
 
Providers feel 
more confident in 
managing 
women’s health 
needs in the 
interim before 
seeing specialist  
 

● “Was not aware this clinic was even in existence, thought this was a pilot 
study assessing need” 

● “In the end patients seemed to get navigated through the system to someone 
most appropriate for them and in a more timely way” 

 
The Urogynecology Workshop on May 16, 2024 was hosted and a total of 24 
respondents completed the post-event survey. Below are the survey results: 

● An average score of 88% was reported on knowing when to refer to a 
gynecologist, urogynecologist and/or a urologist based on clinical 
presentations of medical symptoms (n=24) 

● An average score of 78% was reported on confidence in identifying 
women with pelvic comorbidities and associated diseases amongst 
patients (n=24)  

● 92% of providers experienced increased confidence in knowing how to 
identify clinical red flags among their patients (n=22)  

● 95% of providers felt confident utilizing the Pelvic Floor Disorders 
Algorithm into their clinical workflow (n=24) 

● All participants expressed positive comments regarding the algorithm, 
below are some anecdotal feedback:  

○ “Clear. Clinically applicable. Great embedded links.” 
○ “Easily Accessible. The links to resources and treatment options 

are all in one place.” 
○ “The information & ease of going from one probable diagnosis to 

another as well as the ability to email information to patients.” 
 
The ATE: Gynecology Incontinence Management Workshop on July 7, 2022 
equipped providers with the necessary tools to manage women’s health 
needs. Below are the results: 

● An average score of 82% (n=13) was reported among attendees 
agreeing that the session provided them with the knowledge to identify 
patients that are needing a referral to a specialist  

● 71% (n=13)  of providers agreed that the session provided them with 
good understanding of how to perform physical exams and know 
which tests to order to further evaluate patients  

 
The Pelvic Floor Disorders Algorithm was posted on Pathways in May 2024. 
Page view counts collected through Pathways show that there were 21 page 
views in May and 10 page views in June.  
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Improved Population Health 

Goal/Anticipated 
Outcome 

Results 

Improved health 
outcomes of 
patients  
 
Improved quality 
of life of patients  

To evaluate patients' health, a questionnaire containing validated Patient-
Reported Outcome Measures (PROMs) was distributed to patients at 
baseline (prior to seeking care at the PCUI) as well as post-intervention. The 
pre-intervention survey received 46 patient responses, and the post-
intervention survey received 8 responses. Please note the responses are 
expressed using an adjusted scale for the following metrics, accompanied by 
the respective scale used:  

● 4% reduction in urinary distress related symptoms (Urinary Distress 
Inventory - 6) 

● 16% increase in colorectral-anal distress related symptoms 
(Colorectal-Anal Distress Inventory - 8) 

● 7% reduction in pelvic organ prolapse distress health-related 
symptoms (Pelvic Organ Prolapse Distress Inventory - 6)  

● 1% increase with pain experienced during intercourse and fear of 
incontinence impacting sexual intercourse (Pelvic Organ 
Prolapse/Urinary Incontinence Sexual Function - 12)  

 

The EuroQol 5-Dimension 5-level (EQ-5D-5L) is a multi-validated tool which 
assesses health-related quality of life for mobility, self-care, usually daily 
activities, pain/discomfort and anxiety/depression. Refer to figure 8 in the 
appendix to view the pre-and post-intervention results. Below are the results 
following the intervention: 

● Mobility: 7.5% reduction in experiencing problems when walking  
● Self-care: 5% reduction in experiencing problems washing or dressing 

one self 
● Usual activities: 5% reduction with problems which accompany work, 

study, housework, family or leisure activities  
● Pain/Discomfort: 12.5% reduction in pain/discomfort  
● Anxiety/Depression: No changes in anxiety and depression 
● On average, there was a 6% improvement on quality of life as a result 

of the intervention.  
 
Quality of life (QoL) was measured using the Global Wellness Scale and the 
Pelvic Floor Impact Questionnaire Short Form 7 (PFIQ-7) assessed the 
impacts of daily functioning (i.e. emotional health, ability to conduct daily 
activities). Refer to figure 9 in the appendix to view the pre-and post-
intervention averages across all patient-reported outcome measures.  
Patients reported the following: 

● Overall, patients reported a 3% reduction in their health post-
intervention, as assessed through the Global Wellness Scale 
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● Patients reported an 11% reduction in challenges accompanied by 
daily functioning, including conducting daily household tasks, the 
ability to travel by bus or care greater than 30 minutes from home, 
participating in social activities outside of the home and improved 
emotional well-being 

 

Reduced per Capita Cost of Health Care 

Goal/Anticipated 
Outcome 

Results 

Decrease in wait 
time for patients 
to be seen by 
specialists or 
family physicians  
 
Increased access 
to family 
physicians which 
helped reduce 
specialist load 
 
Increased access 
for complex 
patients to see the 
urogynecologist  

Over the course of the intervention, a total of 102 patients were seen by the 
specialized family physician between the months of May 2022 to June 2024, 
across 16 clinic visits. Below are the key metrics:  

● 27% of patients were referred immediately to the urogynecologist lead 
following their initial appointment with the family physician, as their 
conditions were deemed complex (n=28) 

● Another 6% were referred to the specialist lead after attempting 
conservative treatment options with the family physician (n=7) 

● As a result, 72.5% of patients did not need to be a referred to the 
urogynecologist (n=74) 
 

Prior to this intervention, the initial wait time to be seen by a specialist for 
surgery was 23 months. The estimated wait time to be seen for an initial 
appointment by a family physician is now 4.9 months.  

 

DISCUSSION 
Interpretation 
Increased Access to Care 

The project successfully achieved its goal of reducing wait times to six months as patients were seen 
on average within 4.9 months by the specialized family physician. Patients received timely and 
appropriate care in this model, proving it to be an efficient system. It’s important to note that the wait 
time data for the specialist is unavailable as the physician went on maternity leave, resulting in an 
inaccurate baseline for comparison. As the majority of patients saw the family physician first, this 
ensured that non-surgical candidates did not wait years in the standard waitlist to begin conservative 
management and medical treatment. This freed up time for the urogynecologist to provide surgical 
treatment and management to more patients to prevent further complications and progression of 
their condition.  For the small percentage of patients seen by the specialized family physician and 
deemed too complex, proper physical examinations and education were completed to help provide 
sufficient information and their case was fast-tracked for the urogynecologist.  
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Increased Provider Knowledge  
As a result of the education sessions and knowledge sharing with primary care providers in the 
community, more precise referrals and identification of patients symptoms have also resulted in 
better triaging based on the urgency of patients conditions. It can be assumed that with increased 
provider confidence and knowledge of pelvic floor disorders, patients would receive timely 
management in a primary care setting, resulting in improved patient outcomes and population health. 
This could result in less referrals being sent to the specialist and a change in the utilization of 
resources in the system. As well, utilization of the Pelvic Floor Disorder algorithm could lead to 
increased provider retention of knowledge and streamlined access of information for patients. 
 

Improved Patient Outcomes 
The change in PROMs scores indicated improvements in symptoms among patients who were seen at 
the clinic. To compare the results found at the clinic, we identified what was clinically significant in 
literature. For instance, the PFDI-20 showed a 9 point improvement for patients seen at the clinic, 
short of the Minimally Clinically Important Difference (MCID) of 13.5 points found in literature 
(Wiegersma et al., 2017). The best outcomes were observed in treating prolapse and urinary 
incontinence, which was the main focus of the project, but not in bowel symptoms leading to a lower 
overall score. The EQ-5D-5L scale indicates a difference of 2.5% is the MCID (Harvie et al., 2019), 
meaning there were global improvements in mobility, self-care, daily activities, and pain/discomfort, 
except for the anxiety/depression scale which saw no change. The PFIQ-7 showed an 11% change, 
just below the 12% MCID (Barber et al., 2005).  
 

It’s important to note that the MCID scales found in literature typically compare surgical patients, as 
opposed to the majority of patients in our project who received conservative care. Another gap is that 
the post-intervention PROMs questionnaire was sent near the project's completion, meaning some 
patients did not receive the questionnaire until 1 year after their last appointment, during which their 
symptoms may have changed or worsened. Another limitation was that the questionnaire was 
developed mid-way through the project and distributed electronically. Patients seen earlier or those 
who do not have an email address were not able to fill out the survey. As well, Google Forms was used 
as the survey platform so patient identifiers were not collected to avoid privacy issues. Instead, 
appointment dates and times were collected, however, this data was unreliable in some cases and 
was difficult to trace back the patient's file. Hence only 32 patients out of the 42 patients who 
responded to the pre-intervention survey received the post-intervention survey. Only 8 responded to 
the post-intervention survey, possibly due the shorter time frame given to complete the survey or a 
loss of interest as there was a delay between their last appointment to when they received the survey.  
 

The patient satisfaction survey contained questions pertaining to self-management practices and 
patients' understanding of available community resources which were incorporated towards the end 
of the data collection process, resulting in a smaller sample size (n=5), when compared to other 
questions throughout the survey (n=21). It is important to recognize that interpreting just the patient 
satisfaction survey and the PROM survey poses challenges on the impact on patients conditions and 
lives. One physician noted that, “2 patients said it was life changing because they were able to receive 
care quicker and better. They are able to get on with their lives faster without having to worry about 
their health concerns.”   
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Lessons Learned 
The successes of this project are highlighted through highly committed physicians who provided 
strong leadership and direction. This project was made possible by Shared Care funding with 
opportunity to refine and continuously improve on the clinic model, create tangible resources to 
support the clinic and needs of the community, and bring together primary care providers in the 
community in hosting educational workshops. It is also important to mention that existing resources 
utilized in this project are funded by the physicians, including resources like MOA support and the 
clinic space.   
 

Some gaps and challenges that emerged from the project include the lack of clinic space,  reducing 
the potential to recruit more physicians to the clinic. As well, the inability to bill on the new LFP 
payment model due to restrictions on the proportion of patients that are outside of the family 
physician's patient panel reduces compensation significantly. This issue is not unique to this project 
as the maternity clinics in the FNW region have also experienced similar challenges.  
 

Additionally, more administrative support is needed as informing patients of the pilot project and 
providing them the option to be seen quicker by the specialized family physician requires extra time 
and education. Due to time constraints, the project was unable to host community education 
sessions with patients on pelvic floor disorders. Instead, informational patient handouts were 
developed and resources were included in the Pelvic Floor Disorders algorithm.  
 

CONCLUSION 
Overall, the project accomplished its goal of reducing wait times for patients with pelvic floor 
disorders by increasing access to care via the implementation of a collaborative urogynecology-family 
physician clinic. The physicians are committed to continuing the clinic’s operations and are currently 
evaluating how to adapt clinic workflows in response to the new LFP payment model.  

The next steps include engaging with the maternity clinics to understand their strategy in managing 
the billing challenges. Additionally, engaging in discussions with the Ministry and Doctors of BC is 
essential to understand solutions. If not viable, alternative workflows such as working from separate 
clinics will need to be piloted. Unintended consequences such as reduced collaboration and 
information sharing will need to be further explored.  

As well, ongoing education for primary care providers is necessary to retain and increase 
management of patients with pelvic floor disorders. The Pelvic Floor Disorders algorithm will be 
sustained through Pathways and has been reviewed by the provincial Pathways committee to be 
approved as a provincial content item. The algorithm will also be updated yearly to ensure relevance. 
From a systems perspective, it is essential to integrate women’s health and pelvic floor disorders into 
medical school and residency curriculum to enhance exposure. Increased patient education efforts 
are also needed to reduce stigma, raise awareness of alarming symptoms and treatment options.  
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APPENDICES 

 
Figure 1. Refer here to view the full proposal and strategic plan for Reducing Wait Times for 
Prolapse and Incontinence Patients. 

 

 

 

 

 

 

 

 

 

https://drive.google.com/file/d/1rbCygpVwzotwOQ1yP-jDtq6Nh93Wiu8E/view?usp=sharing
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Figure 2. Refer here to view the Pacific Coast Urogynecology Institute (PCUI) Binder.  

 
 
 
 

 

https://docs.google.com/document/d/1EnclkT3172kP9MZlsplgtbuQ_NGkKk9ahlx9m3OmWZw/edit?usp=sharing
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Figure 3. The Proposed Treatment Pathway can be found on page 4 of the proposal  
 

 

https://drive.google.com/file/d/1rbCygpVwzotwOQ1yP-jDtq6Nh93Wiu8E/view?usp=sharing
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Figure 4. The Ask the Expert: Urogynecology Session took place on July 7, 2022.  
 
 
 

 
Figure 5. The Women’s Health Urogynecology Workshop took place on May 16, 2024. 
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Figure 6. The Pelvic Floor Disorder Algorithm. Also available by logging into Pathways here.  

https://pathwaysbc.ca/ci/8201
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Figure 7. Patient Journey Map at the Pacific Coast Urogynecology Institute (PCUI).  
 

Data collected Method  

Needs assessment  - Public patient survey  
- Provider survey  

Patient experience and satisfaction 
accessing the clinic  

- Patient survey  
- Patient journey mapping  

Comparison of patient outcomes before 
and after accessing the clinic  

- Pre and post surveys: Patient-reported 
Outcome Measures (PROMs)  

Referring provider experience and 
satisfaction accessing the clinic 

- Referring provider survey  
- Anecdotal feedback from committee 
meetings  

Clinic wait time data  - EMR data  

Primary care provider’s change in 
understanding of urogynecological 
conditions and referrals  

- Pre and post event survey  

Table 1. Data collection methods.   
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Figure 8. Pre-intervention and post-intervention results for EQ-5D-5L. A lower score means an 
improvement in symptoms.  
 

 
Figure 9. Pre-intervention and post-intervention averages across all patient-reported outcome 
measures. A lower score means an improvement in symptoms.  
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Figure 10. Physician Lead End of Project survey responses.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 



 

28 

 

References 

Barber, M. D., Walters, M. D., & Bump, R. C. (2005). Short forms of two condition-specific quality-of-life 

questionnaires for women with pelvic floor disorders (PFDI-20 and PFIQ-7). American journal of 

obstetrics and gynecology, 193(1), 103-113. https://pubmed.ncbi.nlm.nih.gov/16021067/ 

Harvie, H. S., Honeycutt, A. A., Neuwahl, S. J., Barber, M. D., Richter, H. E., Visco, A. G., Sung, V. W., 

Shepherd, J. P., Rogers, R. G., Jakus-Waldman, S., Mazloomdoost, D., & NICHD Pelvic Floor 

Disorders Network. (2019). Responsiveness and minimally important difference of SF-6D and EQ-

5D utility scores for the treatment of pelvic organ prolapse. American journal of obstetrics and 

gynecology, 220(3), 165.e1-265.e11. https://pubmed.ncbi.nlm.nih.gov/30471259/ 

Leong, Y., Sayoko Kotani, Best, C., Diamond, P., & Lovatsis, D. (2017). A Comparison of Health-Related 

Quality of Life of Women Awaiting Pelvic Organ Prolapse Surgery versus Hip or Knee 

Replacement. Journal of obstetrics and gynaecology Canada, 39(5), 341-346. 

https://pubmed.ncbi.nlm.nih.gov/28377291/ 

Olsen, A. L., Smith, V. J., Bergstrom, J. O., Colling, J. C., & Clark, A. L. (1997). Epidemiology of surgically 

managed pelvic organ prolapse and urinary incontinence. Obstetrics and gynecology, 89(4), 501-

506. https://pubmed.ncbi.nlm.nih.gov/9083302/ 

Wiegersma, M., Panman, C. M., Berger, M. Y., De Vet, H. C., Kollen, B. J., & Dekker, J. H. (2017). 

Minimal important change in the pelvic floor distress inventory-20 among women opting for 

conservative prolapse treatment. American journal of obstetrics and gynecology, 216(4), 397.e1-

391.e7. https://pubmed.ncbi.nlm.nih.gov/27751796/ 

 


