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Challenge of Chronic Disease

hronic diseases have emerged as the leading cause
f death worldwide (Yach et al., 2004).

In 2002, cardiovascular disease, cancer, chronic

respiratory disease and diabetes were responsible
for 29 million deaths worldwide (Yach et al, 2004).

The situation is similar in Canada, where 205,590

deaths were attributable to chronic disease in 2005
(WHO, 2005).
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Challenge of Chronic Disease

he impact of chronic diseases on the healthcare
ystem in Ontario is substantial.

estimated at least 60% of Ontario’s healthcare costs

are due to chronic disease (Ontario Health Quality
Council, 2007)

almost 80% of people those over the age of 45 living
with a chronic condition in 2003

p to 80% of these conditions are prever@%ﬁ
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Burden of Diabetes

ontribution of diabetes to the chronic disease
urden:

DM costs approximately $2.5 billion in Canada
(O'Rellley et al., 20006).

During 1995-2009, the prevalence of DM increasead:
4.9 % to 8.9% (Lipscombe & Hux, 2007).
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Worldwide Epidemic: Diabetes Trer

Millions with Diabetes
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Challenge of Chronic Care

he impact of chronic diseases on the health of
dividuals Is substantial.

Complications due to diabetes are primary focus of

clinical intervention
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2 Diabetes: NOT a Mild Disease
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Burden of Diabetes: Ontario
ontribution of diabetes to the chronic disease
urden:

50,000 new cases of diabetes every year in Ontario
(MOHLTC, 2008)

healthcare costs of DM related conditions (heart
failure, stroke, amputations) estimated to rise 48%

over the next decade (MOHLTC, 2006)%
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Challenge of Chronic Disease

he management of chronic diseases is still sub-
ptimal:

50% adherence to recommended care for diabetes,
high cholesterol, blood pressure, and COPD

(McGlynn et al, 2003).
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emic Control in Canada
One in two type 2 diabetes patients in Canada are n

at target (< 7%). Mean A1C = 7.3%

t recent A1C test
ults (n = 2,337)

Uncontrolled A1C

499 - Controlled A1C

%
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DS: Lower A1C = Lower Risk

Deaths from diabetes l'zl%
" Myocardial infarctions 1-14%

Microvascular complicationsl-37%

Peripheral vascular disordersl-43fy%
g D <.
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Challenge of Chronic Disease

olicy makers:

need to shift focus in healthcare delivery to improve
screening and management of chronic diseases

bulk of care takes place in family practice

strategies for CDM in primary care setting

=
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'S Providing DM Care?

® Family MD + specialist

D Family MD alone (74%)
P Specialist alone (1%) ’%
5 No DM care (7%) )
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Total
Mean visits to Family Practice clinic Q 9
(n=2,145) '
Mean visits to clinic for 43
diabetes-related 1ssues (n = 2,136) '
ercentage hospitalized or visited ER for
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)rganization of Primary Care

IOHLTC introduced a Chronic Disease Prevention
nd Management (CDPM) framework

target efforts at reducing the incidence of chronic
disease

better managing the course of treatment (MOHLTC,

2007)
=
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ly Health Teams

OHLTC 2005: strategic initiatives aimed at improving the health status of
tarians

Included the reorganization of the primary healthcare system

rostering of patients with family physicians (FPs)

support of FPs for the conversion to electronic medical records

encouraging FPs to work collaboratively across practices

and the expansion of allied healthcare professionals working as ‘teams’ in
the FP setting

0 Family Health Teams (FHTs) were initiated %



Uduuil. FailuiGliotiipo 1Vl ricaiud|
)rganization of Primary Care

DPM framework suggests successful chronic disease management
quires changes to:

the healthcare organization
community resources and policies
personal skills

self-management support

clinical outcomes

provider decision support /%
delivarv evetem de<ian )
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ly Health Teams

HTSs' primary mission:

to Improve access to effective, comprehensive, patient
centred, team-based primary healthcare

 supports self-management,

* emphasizes health promotion and illness prevention

* enhances the management of individuals with
chronic diseases

esult: %
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ity Improvement

IOHLTC: realized that the shift from the traditional

active model of healthcare delivery to a proactive
lanned approach presented significant challenges

1 2008, the MOHLTC championed the formation of a
entralized expert organization

Partnerships for Health (PFH) %
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Detalls

aunched 2008 to introduce to voluntary teams
the Plan-Do-Study-Act (PDSA) methodology

and Ontario’s CDPM framework

=
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rerships for Health (PFH)

FH provides an opportunity to utilize the CDPM
amework in Ontario

ims to enhance the care system by integrating the
omponent parts of the system electronically and
ugment the capability of care providers within the

outh West LHIN
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Goals

ddress the challenges of diabetes prevention and
lanagement and improve care outcomes for patients

ducating providers using learning collaborative
iethodology

ncouraged providers to accelerate change using a
lan/Do/Study/Act (PDSA) improvement model to

nprove the quality of care %
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Goals

ducating health professionals at Learning
ollaboratives regarding CDPM framework and
ptimal diabetes care

upporting participants as they incorporated “Plan-
0-Study-Act” initiatives into their practice

itegrating case workers from the Community Care
ccess Centres and other health professionals into
e family practice group
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d Methods N
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Partnerships for Health Evaluation Timeline

2010
Jan Fely Iar Ap My Jun Jul Aug Sep | o KL Dec
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Chart Review o
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F/u w
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_ |
Provider Qu. =
Patient Surveys -
Chart Reviews 3
Jan Feb Iar Apr Aug Sep ﬁ M [

Stop enrolling peopls Fost Only = 6 months from |
intothe evaluation a= of atart of praje ot activiey .

January &, 2010

I
|
[T Project Activities (R = Refresher session) |
B P = Provider/Administrator Questionnaire |
[ Int. = Provider/Administrator Interviews -
B F/U = Provider/Administrator Follow-up Interviews ChEII't Reviews
B PS = Patient Surveys

[7] FG = Patient Focus Groups '
[ CR = Chart Review

B PMT Int. = Interview with project team PMT Interviews 2?27?
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s of the Evaluation

oes the project change how chronic care Is
elivered?

Process

Outcomes

/e measure variables before the project begins and

'em measure again after the projects complefion=~
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nes in Patient Survey

emographics

elf-management

uality of life (e.g., depression)

nowledge of Diabetes

reatment satisfaction

uality of life %
nnravimnatah/s Q20 vvarinhlAace )
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mes in Provider/Admin. Survey

Jemographics

Knowledge CDPM framework/PDSA improvement
<nowledge of Diabetes

eam functioning

Ise of electronic health records

jariables: 300 %
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ck Snapshot of early findings....

=
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ey Response Rates

dministrators: completed surveys n=49/96 (51%
2Sponse rate)

roviders: completed surveys n=142/167 (85%
2sponse rate)

atients: completed surveys n=91/7/1339 (68%

2sponse rate)
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ors vs. Allled Healthcare
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iders’ Sex

® Male @ Female
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Data: Providers’ Knowledge of
AS

cnowledge |
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Data: Providers’ Knowledge of

M 0 10 20 30 40 50 60

) knowledge (G

3 —
R

t knowledge

Not Stated J | | P




Uduuil. FailuiGliotiipo 1Vl ricaiud|

Data: Uses Evidence Based
ehnes for CI|n|caI Improvement

38.3%

B Never
- [ Rarely
B Sometir
B Often
I Always
B NotAppl
I Not Stat
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S of Allied Healthcare Workers

37.6%

oe8
b g

Nurse/Practitioner

Family Physician
Community Health Worker/
Educator/Facilitator/Promot
Lietician/Physical Therapis
CCAC case manager

Scocial Worker
Pharmacist
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th of time using EHR
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nts’ assessment of Diabetes
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