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THIS REPORT HAS BEEN PREPARED AS A LEARNING OPPORTUNITY FROM THE REGIONAL PRIMARY CARE QUALITY TEAM AND IS BASED ON ACTUAL
OCCURRENCES REPORTED BY THE WRHA DIRECT OPERATION CLINICS, FAMILY MEDICINE TEACHING CLINICS, AND COMMUNITY HEALTH AGENCIES.
ALL OCCURRENCES REPORTED ARE SUMMARIZED QUARTERLY TO CREATE AN ENVIRONMENT FOR SHARING AND LEARNING ACROSS THE DIFFERENT
PROGRAM SITES.  IDENTIFYING INFORMATION HAS BEEN REMOVED IN ORDER TO MAINTAIN PRIVACY.                                 (November 2013) 

 

culture of safety so others could learn with and from each other.  
 
Identified areas for system improvement and recommended actions?  
 

 Canadian Medical Protective Association, Good Practices Managing Risk  
               The Diagnostic process 
                     Key concepts 

o Arriving at a diagnosis is a complex process involving several steps. 
o A differential diagnosis enables appropriate testing to rule out possibilities and confirm a diagnosis. 

Good practices 

o Develop a differential diagnosis. 
o Consider the worst case diagnosis. 
o Reconsider the diagnosis when symptoms or signs persist. 
o Follow up on investigations and patients. 
o Document the rationale for your diagnosis and treatment.2 

 Development of an EMR macro Thrombosis Canada: Pulmonary Embolus (PE) Diagnosis and Treatment include Wells Score, 
Pulmonary Embolism Rule Out Criteria (PERC), Geneva score that also incorporates a definitive diagnosis of acute Pulmonary 
Embolism to assist in the development of a risk category.  
 

 Update CDS tool and house ALL international and national links and include Thrombosis Canada  
 

 Update the PERC and Wells Score on of the EMR calculators that is aligned with Thrombosis Canada App 
 

 Pulmonary Embolus “EMR macro” to be used to improve the communication between Primary Care 
& Emergency Department (ED) teams 
 

o The “Transition summary” would include the Wells Score, PERC, Geneva score to assist 
ED to investigate or rule out Pulmonary Embolus 

o Transition summary to be provided to both patient and the Emergency Department and 
phone call to Emergency Department as per PCOG 18-Transfer of Patients to Emergency 
Department  NOTE: PCOG # 18 (currently being updated)   

 
 Patient information Thrombosis Canada: You Have a Pulmonary Embolus 
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