






Applying the Care Model
The Care Model structure made a difference. Without it, 
Lokanathan figures they’d have gotten stuck in the aims stage 
without taking action. 

She started with the Information Systems element. Her MOA 
used the CDM Toolkit for its EMR functions, setting up a patient 
registry. Next came Decision Support. They generated Recall 
Reports and Patient Extreme Reports that helped identify 
outliers and those with co-morbid conditions. Then Delivery 
System Design: they invited 25 patients with chronic diseases to 
attend a group visit once a month.

Group visits are an innovative way to manage appointments 
efficiently to better manage continuing care and increase 
compliance. See the Introducing Group Visits module.

The new group delivery system in turn boosted the Self-
Management and Community elements of the model, injecting a 
lot of energy into community partnerships. They got a municipal 
grant and applied for Health Canada funds.

Study time
The planned study sessions of the Plan-Do-Study-Act cycles helped 
them tweak their innovations to be more relevant to the patients.

Objective feedback
Measurement was critical in developing the team’s aims. Aims 
were inspired directly by the baseline data.

Measurement also showed surprisingly rapid improvements in 
the 10 patients who were regularly active in the group.

Another surprise: measurement showed that patient outcomes 
did not improve for kidney disease – even though many of these 
patients were included in the recalls and group visits. Here, 
objective feedback taught the team that improvements occurred 
only for conditions included in their stated aims.

Breakthrough learning
Learning sessions gave specific, concentrated times for review.  
With more scattered attention, Lokanathan could not have been 
as thorough as needed.

Collaborating allowed Lokanathan to adopt what others 
developed – tools such as self-management binders, and new 
aims based on other measures like outliers, which turned out to 
be pertinent to Masset. 
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Meeting the challenge of sustainability
Sustaining the improved outcomes was a challenge after the 
collaboratives ended. They lost ground whenever they lost a 
team member. Lokanathan countered this by spreading the use 
of the quality improvement models and CDM Toolkit to potential 
team members, locums, other permanent physicians, and 
more community members. With the recent arrival of a health 
authority CDM Coordinator, they now have the structure they 
need to sustain improvements.

Spreading innovation to prenatal care 
After establishing quality-improvement strategies for chronic 
diseases, Lokanathan found that they could naturally use these 
techniques for delivery system design for prenatal clinics, 
fostering patient self-efficacy. Here the principles used for 
chronic disease management spread within the practice to 
another area of primary health care.

A different Masset
Patients in Masset now make fewer clinic visits. They’re less 
depressed by their chronic diseases. They’re enthusiastic about 
their care. Grocery stores display healthy food choices. The 
recreation centre offers free exercise classes. A community 
garden is on the drawing board. It sounds like a different Masset 
from the one Vanita Lokanathan first encountered.

These days, health care providers compete for permanent 
positions on the north end of the Queen Charlotte Islands.

Masset group clinic
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Summary

A focus on quality will lead to a change in our culture just as 
patients’ rights and confidentiality have changed our practice 
with informed consent and new regulations. In a quality culture, 
systems are designed to reduce unwarranted variations, yet 
they permit clinically necessary and patient-desired variations. 
For example, systems using information technology such as 
electronic medical records can help in bringing about changes 
and reducing variation.

In a quality culture, administrators increase their focus on 
quality. Transparency of all quality data is the rule rather than 
the exception. Reports on quality need to be given at least 
the same amount of time and attention as the census or the 
financial report. 

In a quality culture, doctors take teamwork seriously. 
Team decision making lessens the burden and shares the 
responsibility of complex and critically ill patients. 

Quality improvement creates patient-centred care. 

Quality improvement is the right thing to do.

 
L-R: MOA Michele, 

patient Mary, and Dr. 

Jan McIntosh,  

Kelowna

We’ve worked at 

improving the quality 

of our care – trying to 

combine changes in care 

plans with improvements 

learned at collaboratives, 

encouraging patients to 

use self-management 

techniques, and using 

small improvement cycles.

The small changes add up 

to big improvements. Our 

“star” patient, Mary, has 

worked with us to go from 

major CHF disability to be 

back to bowling and golfing 

and generally enjoying 

much better health.
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Resources
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Website
Go to www.practicesupport.bc.ca for more Practice Guides, as 
well as videos and other quality improvement resources.

Videos
•	 Fresh Ideas: Enhancing Health Care
•	 Revitalizing Family Practice
•	 The Leading Edge: Chronic Disease Management in Masset
•	 Personal Health File
•	 Advanced Access: Taming of the Queue
•	 Electronic Medical Records
•	 MOAs on the Move

•	 Moving to Group Practice

Practice Guides
Other Practice Guides developed by IMPACT BC include:

Introductory

Clinical

Practice Management

Information Technology 

Understanding Quality Improvement

Developing Patient Registries 

Implementing Planned Recall 

Adopting Advanced Access

Introducing Group Visits

Adopting the CDM Toolkit 

http://www.practicesupport.bc.ca
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Care Model Checklist:  Changes to Improve Care

❏ Use self-manage-
ment tools that are 
based on evidence 
of effectiveness.

❏ Set and document 
self-management 
goals collabora-
tively with 
patients.

❏ Train providers on 
how to help 
patients with 
self-management 
goals.

❏ Follow up and 
monitor self-
management 
goals.

❏ Use group visits to 
support self-
management.

❏ Tap community 
resources to 
achieve self-
management 
goals.

❏ Embed evidence-
based guidelines in 
the care delivery 
system.

❏ Establish linkages 
with key specialists 
to ensure that 
primary care 
providers have 
access to expert 
support.

❏ Provide skill-
oriented interactive 
training programs 
for all staff in 
support of chronic 
illness improve-
ment.

❏ Educate patients 
about guidelines.

❏ Establish a registry 
of patients.

❏ Develop processes 
for use of the 
registry, including 
designating 
personnel for data 
entry, assuring 
data integrity, and 
registry mainte-
nance.

❏ Use the registry to 
generate remind-
ers and care-
planning tools for 
individual patients.

❏ Use the registry to 
provide feedback 
to care team and 
leaders.

❏ Use the patient 
registry to review 
care and plan 
visits.

❏ Assign roles, 
duties, and tasks 
for planned visits 
to a multidisci-
plinary care team. 
Use cross-training 
to expand staff 
capability.

❏ Use planned visits 
in individual and 
group settings.

❏ Designate staff to 
be responsible for 
follow-up by 
various methods, 
including outreach 
workers, telephone 
calls, and home 
visits.

❏ Use promotoras 
and community 
health worker 
programs for 
outreach.

Self-Management Decision Support Clinical Information 
System

❏ Make improving 
chronic care a part 
of the 
organization’s 
vision, mission, 
goals, performance 
improvement, and 
business plan.

❏ Make sure the 
senior leaders and 
staff visibly 
support and 
promote the efforts 
to improve chronic 
care.

❏ Make sure senior 
leaders actively 
support the 
improvement effort 
by removing 
barriers and 
providing neces-
sary resources.

❏ Assign day-to-day 
leadership for 
continued clinical 
improvement.

❏ Integrate collab-
orative models into 
the Quality 
Improvement (QI) 
program.

❏ Establish linkages 
with organizations 
to develop support 
programs and 
policies.

❏ Link to community 
resources for 
defrayed medica-
tion costs, 
education, and 
materials.

❏ Encourage 
partcipation in 
community 
education classes 
and support 
groups.

❏ Raise community 
awareness through 
networking, 
outreach, and 
education.

❏ Provide a list of 
community 
resources to 
patients, families, 
and staff.

Organization of 
Health System

CommunityDelivery System 
Design


