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Chronic diseases have emerged as the leading cause 
of 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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The impact of chronic diseases on the healthcare 
system in Ontario is substantial.  

estimated at least 60% of Ontario’s healthcare costs 
are due to chronic disease (Ontario Health Quality 
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almost 80% of people those over the age of 45 living 
with a chronic condition in 2003

Up to 80% of these conditions are preventable when 
appropriate surveillance and screening programs are 
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Contribution of diabetes to the chronic disease 
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The Worldwide Epidemic: Diabetes TrendsThe Worldwide Epidemic: Diabetes Trends

www.who.int; www.idf; 
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Type 2 Diabetes: NOT a Mild DiseaseType 2 Diabetes: NOT a Mild Disease

- to 4-fold 
increase in cardio-
vascular mortality and 

Cardiovascular Disease: 
8/10 diabetic patients die 
from CV events

Diabetic Neuropathy
Leading cause of non
traumatic lower extremity 
amputations5

Diabetic Retinopathy
Leading cause of 
blindness in working-age 

Diabetic Nephropathy

Leading cause of end-
stage renal disease2

1. Fong DS, et al. Diabetes Care 2003; 26(Suppl 1):S99-S102.  

2. Molitch ME, et al. Diabetes Care 2003; 26 (Suppl 1):S94-S98.  
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optimal:
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Glycemic Control in CanadaGlycemic Control in Canada
One in two type 2 diabetes patients in Canada are not 
at target (< 7%). Mean A1C = 7.3%
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Controlled A1C

51%

Uncontrolled A1C

49%

Most recent A1C test 

results (n = 2,337)
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UKPDS: Lower A1C = Lower RiskUKPDS: Lower A1C = Lower Risk

EVERY 

1% 

reduction 

in A1C

Deaths from diabetes

Myocardial infarctions

Microvascular complications

Peripheral vascular disorders

*P < 0.0001

-14%

-21%

-37%

-43%
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Policy makers:

need to shift focus in healthcare delivery to improve 
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bulk of care takes place in family practice
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Who is Providing DM Care?Who is Providing DM Care?
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Contact with the Healthcare System in the 
Past Year
Contact with the Healthcare System in the 
Past Year

Total

Mean visits to Family Practice clinic       

(n = 2,145)
8.2

Mean visits to clinic for 

diabetes-related issues (n = 2,136)
4.3

Percentage hospitalized or visited ER for 

diabetes-related complications                8%

Patients averaged 8 FP visits in the past year and 1/2 of 

visits were for diabetes-related issues
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Organization of Primary CareOrganization of Primary Care

MOHLTC introduced a Chronic Disease Prevention 
and Management (CDPM) framework

target efforts at reducing the incidence of chronic 
disease 

better managing the course of treatment (MOHLTC, 
2007) 
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Family Health TeamsFamily Health Teams
MOHLTC 2005: strategic initiatives aimed at improving the health status of 
Ontarians

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

150 Family Health Teams (FHTs) were initiated
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FHTs’ primary mission: 
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• enhances the management of individuals with 
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Quality ImprovementQuality Improvement
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PFH DetailsPFH Details
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Aims to enhance the care system by integrating the 
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PFH GoalsPFH Goals
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Mixed MethodsMixed Methods

PFH
Effecting Change
In Primary Care 
(Diabetes)

UWO 
Evaluation Team

Chart Reviews

Patient Surveys
& Focus Groups

Administrative
Surveys 

& Interviews

Provider Surveys 
& Interviews

Observation
Of Process

PFH Team
Interviews
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Goals of the EvaluationGoals of the Evaluation

Does the project change how chronic care is 
delivered?

Process

Outcomes

We measure variables before the project begins and 
them measure again after the projects completion
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Demographics
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Treatment satisfaction

Quality of life
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Themes in Provider/Admin. SurveyThemes in Provider/Admin. Survey
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Knowledge CDPM framework/PDSA improvement

knowledge of Diabetes

team functioning

use of electronic health records

variables: 300
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Quick Snapshot of early findings….Quick Snapshot of early findings….
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Survey Response RatesSurvey Response Rates
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response rate)
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Length of time using EHRLength of time using EHR
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