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Obijectives

» To review the goals and objectives
of the Learning Collaboratives

» To explain the 3 models central to
guality improvement in Ontario
Primary Care

» To show examples of a pharmacists
role in Quality Improvement
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* QIIP is a non-profit corporation that is
funded by the Ministry of Health and
Long-Term Care.

« Mission - The Quality Improvement and
Innovation Partnership will be the
provincial leader in quality improvement
methods for primary healthcare.
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Quality Improvement

— Complex
— Unclear Path

— Efficient use of
resources

— Fast learning

— Commitment

— Co-operation

— Cross-functional
— Creativity
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http://www.qiip.ca/

The Learning Collaboratives

« The methodology is based upon three
components:
— a learning model (the breakthrough series)

— a model for conceptualizing changes in the
way care is organized (the care model)

—and an improvement model
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The Breakthrough Series

» Accelerate improvement in health care
settings.

 Brings together quality improvement
teams from different practices

Participants

Select l
Topic Prework
l Identify l /'P\ /'p\ /vP\
Change
Concepts \ j \ /D \

Action Period Supports

E-mail Visits Web-site

Phone Assessments

12-15month timeframe

Senior Leader Reports
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Improved clinical, functional and population health outcomes
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“The definition of insanity
is doing the same thing
over and over again and
expecting different
results”.

Albert Einstein 1879-1955

~

” rT\‘ South East Toronto

Family Health Team

11/12/2009



11/12/2009

The Model for Improvement

Understanding the problem
* Clear, desirable aims & goals

» Data - Measuring processes
and outcomes

» Testing hunches; what can we
learn along the way?
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Plan

wObjective
wAct upon the study wQuestions and

wNhat changes predictions (why)

are to be made? | wPlan to carry out the cycle
wNext cycle? (who, what, where, when)
wPlan for data collection

Study Do

wComplete the wCarry out the plan
analysis of the data | ()Document problems
wCompare data to and unexpected

predictions observations
wSummarize wBeqgin analysis
what was g y
of the data

learned
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1. Identify a problem
2. Try-Storm possible solutions
3. Choose one to test

4. Write a PLAN for your test

5

DO it! Conduct the test and document the
data.
6. STUDY the data to determine whether or not
this test solved the problem
7. Take ACTion-your most logical next step to
solve the problem or retest for effectiveness
\\ri.r
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DO: Carry out the changeftest,
collect data, and begin analysis

« What was actually tested?
* What happened?
» Observations

tartSmall 1 or 3or5or 10> All
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- 7\‘ South East Toronto
Family Health Team

11/12/2009



A reflection of what the team learned by what
they DID as they had PLANNED to meet
the OBJECTIVE.

It is the conclusion you draw based on the
data and should tell you whether or not you
met your objective.
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Based on what you learned from the
STUDY, what is the most logical next
step to work out the bugs and test
another cycle?

OR

If it was successful, test it with more
providers/patients for a longer time-
frame to increase belief and confidence
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tpaality Improvement .

&Innavatian Farmership PDSA Worksheet for Testing Change
OBJECTIVE: What C: i are we trying to drive (by List and dates:
DOMAIN (Check box): 1 Access. I Efficiency 1 Colorectal Cancer Screening | Diabetes
COMPONENTS OF THE CARE MODEL ] Delivery System Design 1 Seif a

| Clinical Information Systems _| Organisation of Healthcare  _| Community
Every objective will require muitiple smaller tests of change
Describe your first (or next) test of change: Person ~ ‘Whento |Whereto

be done | be done

Plan
List the tasks needed to set up this test of change Person ‘When to ‘Where
responsible | be done tobe
done

Predict what will happen when the test is Measures to determine if prediction
carried out sut

@ Describe what actually happened when you ran the test

Study  Describe the measured resuits and how they compared to the predictions

Act Describe modifications to be made to the plan for the next cycle from what you learned

ast Toronto
Adapted from: Tnstitute for Healthcare Improvement by CSI Solutions, LLC 2008 l]y Health Team

PDSAs may fall

Trying is
the first step
towards failure.

‘outh East Toronto
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Areas of Learning Collaboratives

 Office Redesign
— ACCESS & EFFICIENCY

* Preventative medicine
— COLORECTAL CANCER SCREENING

« Chronic Disease management
— DIABETES
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Access and Efficiency

» Access — how fast can you get into see
a provider?
— Third next available appt (3NA)
» Access — how often do you see your
own primary provider?
— Continuity
- Efficiency — when you are seeing your
provider, time they are with you?
— Red Zone time (Time spent face-to-face)

- 7\‘ South East Toronto
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Colorectal Cancer Screening

* Number of patients 50 — 74 years old

— This is the population that should be
screened

 Patients who have been screened
— FOBT test done in past 2 years
OR
— Colonoscopy in past 5 years

. T\" South East Toronto
Family Health Team

Diabetes

Process Measures Clinical Targets
HBA1C screened< 3 m |90% |Pts at target HBA1C |60%
BP screened < 12m N/A |Pts at target BP 55%

LDL screened < 12m N/A |Pts at LDL target 65%

On ACEI/ARB 60%
Self-management 70%
goals set

Retinopathy < 24m 90%
Chiropody < 12m 90%

ACR screened < 12m | 70%

T Iy ITCAICIT TCallr
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Pharmacists in Quality Improvement

» These are examples of pharmacists
work, | would like to thank them for
sharing with me

~ \ri-r
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Medication Reconciliation

Eom?oc;nents of Care Model affected
Community linkage

— With hospital

— With community pharmacies
Clinical information support/ EMR

— Updating the EMR/ using IT system
appropriately

PREDICTION

— More appointment time spent with patient on
issues (increased efficiency), instead of
clarifying changes to medications post-
discharge \
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Do-Study-Act sections

* Pharmacist contacted community pharmacy to
get most recent medication list

* Pharmacist updated EMR in preparation for appt
— Flagged potential problems prior to appt

* MD has more “red zone” time with pt (Increased
efficiency of appts)

» Potentially decreased phone calls for pharmacist

* 1 community pharmacy faxes \automatically now

. T\" South East Toronto
Family Health Team

EAP Applications

« Components of Care affected
— Delivery System Design

 PREDICTION — Decreased time for
paperwork for MD (Improved Access)
and improved access to medications for
patients

~ \,4"
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Do-Study-Act sections

« All EAP requests put in Pharmacists
mailbox to complete

« EAP requests completed more timely
(usually before previous expires)

* MD have less paperwork

» EAP requests easier to locate and
retrieve from EMR

. T\" South East Toronto
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Self management goals

« Components of Care Model
— Clinical Decision Making
— Clinical Information System

 PREDICTION - A standard form and
EMR stamp for patients with diabetes tc
choose self-management goal will
increase self-managerpent goals

>
. 7\‘ South East Toronto
Family Health Team
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Diabetes Self Management
Diabetes is jous disease which may cause damage to the blood vessels and nerves leading to the brain,
eyes, heart, lmim'ys, toes and feet.

You, the are the most i nt to manage your diabetes. We will guide you and offer
wppoﬂuyunmmgewurdilbeﬁeﬁ. “The following goals will help you gam snd maimtaim diabetic control to
reduce damage to your blood vessels and nerves.

yanlu'ril.hngt work on fo beffer manage your dinbetes Ves [ Mo

Im]]wmkhndmheq)my}l‘bAl < below 7. One of the ways Lwill do dis is

by taking all of my medications exactly as directed. N h
)

T —— o changes

B e omimes dasperwek Wt oo were made to
shortness of breath or chest tightness, I will seek medical attention. . .

- the original

Twill check my feet daily. If Inotice a sore or irmitation [ will seek medical

Please choose goal
+
fx
T. Tl vt the Chiropodist/Podiatrist (foot specialist) yearly, or as instructed. fO rm
iy
K3
®
5
M

Goal 5.
Twill follow my diabetic and low fat healthy eating plan to reduce my blood
sugar and cholesterol

Goal 6
Twill ry to obtain my ideal body weight.
Iwilllose ___pounds by mymext office visit.

Goal -
Twill quit or sigaificantly reduce my smoking.

Goadl &
Twill have an eye exam every year of as indicated.

Goal 9

Twill check my blaod sugar as instructed and will call f the results are
consistently below 4 or above 6

Goal 10:

| | Twill take care of my emotional health by talking about how I feel with
Ji | supportive people in my life. Iwill attend the Diabetes Support Group.

\l’
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Do-Study-Act Sections

+ Original Form was tested on 6 patients, by 2
different dietitians

» Form had 2 questions that needed to be deleted
» 1 question that needed rewording

» 1 question re: ASA use that neither RD was
comfortable answering, so more information
added to form

- New form useful to patients-& used;by, both .
dietitians and myself Family Health Team

14
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Diabetes Self Management

Diabetes is a i which may cause danuage to fhe blood vessels and nerves leading to the brain,
mmkmmm&a

You. the patient, are the most i nt to manage vour diabetes, We will gride you and offer
Support a5 you manage your disbetes. The following goals will belp you gaw and mamtam disbetic control to
reduce damage to your blood vessels and nerves. cholesterol

Please choosc goal o luril.hngtovrm‘tontnbmn ‘manage your diabetes Ves [ Mo

Im]]wmkhndmheq;my}l‘bAlcbeluw? Ougufﬂwwlyl[wl]ld.oﬂmu
taking all of my medications exa

Toal 2.
Twill take a baby aspirin or enteric coated aspirin every day. i
Goal 3.

Twill exercise 30 minutes ___ days per week. If [motice chest pain,
shortness of breath or chest fightness, Iwill seck medical attention.

e ey It sre s Tl Goal 6 — | will try to obtain
e T e ey e e my ideal body weight. | will
S gy T ey g pln o ree my blood lose pounds by next
?:{dn%ywommmymmweigm. - office visit
Iwilllose pounds by mynext office visit. £
Goal 7:
Twill quit or significantly reduce my smoking.
T
oty e oo e Goal 10 — I will take care of my
%Qemofmww&wmmm | emotional health by talking
suppertve people n my . Ll a s Support Growp. J;Q about how | feel with supportive
pefoﬁ g y ife. ill a end
T 01 ISf 9) i
he Diabe f&}

a.mlly :1lth eam
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Diabetes Self Management

Diabetes is a very which may age to the blood nerves in
the brain, eyes, heart, kidneys and feet.

You, the patient, are the most important person to manage your diabetes. We will guide you
and offer support as you manage your diabetes. The following geals will help you reduce the
damage to your blood vessels and nerves.

Please choose goals you are willing to work on to manage your diabetes | Yes | No

Goal L.
‘ +‘ Twill work hard to keep my HbALc below 7%. One of the ways |
will do this is by taking all of my medications as directed.

Goal 2 3
1 will take low-dose aspirin (81mg or less) every day.

Goal3:
Iwill exercise 30 minutes ____ days per week. If | notice chest
pain, chest tightness or shortness of breath, | will seck medical
attention.

Goal &:

Iwill check my feet daily. f | notice a sore or irritation | will seek
medical attention.

Iwill visit the Chiropodist (foot specialist) yearly, or as instructed

Goals:
Iwill follow my healthy eating plan, as discussed with a dietitian,
o reach and maintain my blood sugar and cholesterol targets.

Goal 6
Iwill quit or significantly reduce my smoking.

@

L I will have an eye exam every year or as instructed.

Goal 8
' Iwill check my blood sugar as instructed and will call if the

results are consistently below 4 or above 7.

- Patients should ask their doctor, their nurse, a nurse practitioner or the pharmacist to
discuss if adding low-Gose aspirin to their medications.

I ‘h East Toronto
‘amily Health Team
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Target for population setting
selfmanagement goals

d

P
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» Components of Care
— Clinical Information Systems
— Decision Support

« PREDICTION - By identifying patients
with missing HBA1C & recent (<6m)
refills for DM medications, patients
“falling through the crqg:ks” will be

|dent|f|ed ;7\‘ South East Toronto
Family Health Team
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Do-Study-Act Sections

EMR search created to find patients

» 13/20 patients with missing HBA1C had refills in
past 3 months

— Prescription refills for 3 — 12 months

— 2 had endocrinology notes (no HBA1C noted) but
stated continue on current therapy

* EMR reminders for HBA1C created just after this
» Education to MDs/ NPs re: refill requests
* Review of these patients re: best care practices

~ \ri-r
. T\" South East Toronto
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Medical Directive to adjust lipid
medications

« Components of Care
— Delivery of Services

 PREDICTION - By enabling an
alternate provider to titrate cholesterol
medication, more patients will achieve
target

- 7\‘ South East Toronto

Family Health Team
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Do-Study-Act Section

Medical Directive completed

EMR search for DM patients not
achieving target LDL

2 — 12 patients identified for each staff
physician. MD reviewed and returned
to pharmacist

32 patients started or-adjusted meds.

outh East Toronto
Family Health Team

Target for patients reaching
LDL target = 65%

_
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Diabetes visits

» Several models of diabetes visits have been
done for the learning collaboratives

— Diabetes Education Programs (RN/RD visits)

— Consecutive visits (planned visits, “round robin”,
group education Visits)

 If your FHT is considering, | would encourage
talking to QIIP to see if they can help connect
you
NV
. :f\: South East Toronto
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My Diabetes Visit experience

* Our clinic had a Healthforce Ontario grant for a
diabetic foot wound clinic
» Part of this clinic’s mandate was to involve
providers in the care
* These pts were FHT pts & community patients
— Community patients could not receive care as per
medical directives from the pharmacist
— Were only able to provide 2 visits per provider
(except chiropodist) to each patient
— Useful as planning/ consqltgnt session

- 7\‘ South East Toronto

Family Health Team
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Diabetes visit - PDSA #1

» Component of Care — Delivery of Services

» Pts scheduled with chiropodist for foot care. At
1st appt, RN explained that they could see
various other Providers (beside the chiropodist/
RN)

* Prediction - Pts would be amenable to seeing
other providers & benefit from education

~ \ri-r
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Do-Study-Act

* 6 patients
— 2 Pts agreed & then didn’t come to appts
— 4 Pts refused

« Difficult for staff, as mandate of grant application
was for collaborative care.

— Also disruptive, as caused several cancellations/
no shows in a busy day of work

 Moved on to PDSA #2

~ ‘.,/’
- 7\‘ South East Toronto
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Diabetes Visit - PDSA #2

Scheduling for patients getting foot care
so that pts would see RD/ RPh before or
after chiropodist appt (as well as another
pair of providers)

— 1 hour appt (30min chiropodist & 60 min
initial)

* PREDICTION - by scheduling appt and
combining disciplines, less excuses for
patient to not come

— Pts would benefit from DM education

(shorter ulcer healing eté?"c _);()m‘h East Toronto
Family Health Team

Do-Study-Act

By end of grant, we have seen ~50% of
the patients

— Discharge notes on all patients

» Patients who came to appointments
were happy with care

« Staff felt like it was a positive change for
them

» This is where we go on to PDSA #3

- 7\‘ South East Toronto
Family Health Team
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Diabetes Visit - PDSA #3

Component of Care — Delivery System Design

* The dietitian and | both thought the combined
visits were helpful in patients on insulin (after 3
patients in DFU clinic)

— So much interplay with our advice

» Prediction — patients starting on insulin or having
insulin adjustments would benefit from combined
visits

— More consistent messaging
— Less appointment time for patient
‘\.’.r
. r\‘ South East Toronto
Family Health Team

Do-Study-Act section

Reviewed our charts for ~ 2 months
prior to pick out insulin patients seeing
both of us

— 3 identified & rescheduled their appts
» ++ duplication in initial assessments

— We used our own paperwork 1st time
 After sessions, pts commented on

clarity of plans & felt goals were
manageable

® PrOViderS found some d#ﬁgu'}a%r!g Toronto

Sout

SChedUIing Family Health Team
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Diabetes Visit - PDSA #4

* Component of Care — Clinical Information
System

* Finding new patients for the combined visit &
improving data capture

* PREDICTION - If we could capture data & find
appropriate patients, patient care for DM patients
will improve

~ \ri-r
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Do-Study-Act

 EMR stamp created for initial
visit/follow-up visit
— Comfort for both providers to type into

same note

» Discussion with 2 QIIP MDs that for nev
insulin referrals, would integrate into thi:
if possible

» Appts decreased from 60 minutes to 30
minutes for follow-ups

- 7\‘ South East Toronto

Family Health Team

11/12/2009

23



So...what the Learning Collaboratives gave
me..

* An interest in Quality Improvement as a
facilitator for change

« An appreciation for Collaboration as a
facilitator for Quality Improvement

» A background to discuss patient issues
at a different level

~ \’f’
. T\" South East Toronto
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QIIP in the future

* The new website (not yet launched) will
help to link action groups for specific
therapeutic and practice areas

— Diabetes, hypertension, cancer screening

» Important to use this as a forum to
share our practice enhancements &
learn more about quality improvement

NV
. 7\‘ South East Toronto
Family Health Team
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Quality Improvement

& Innovation Partnership

LEARNING COMMUNITY

IMPROVEMENT & INNOVATION
Getting started...

- What is Q1?7

- Evidence for QI in Primary Care

- Success Stories

- Model of Improvement ~ PDSA

- Change Concepts

- Methods & Tools for Improvement
- Force Field Analysis

- Patient Surveys

watch Our Vide

QI SHOWCASE

Lorem ipsum dolor sit
amet, consectetur adipisc
a lorem ipsum

ern ipsum dafor sit amet,

nsectstur adipiscing

uis scelensque tellus
loremn alique

uris, sed malesua

pulvinar orci, eu gravida ipsum. (resd more)

> Viaw all thowcssas

ACTION GROUPS
Sasa the work In action! Lasrn more sbout the
vArious action groups who are making

sdvancemants in QL.

B ontario :

” ¥

+ Go to www.giip.ca

> Viww Action Groups
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Become a Member

LEARNING COMMUNITY EVENTS

(=)
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Lorem ipsum dolor sit amet,
consect ndlms(mu elit.

Tues. August 4.

Vivamus condimentum ultricies
scelerisque vitae faucibus.

> View afl avents

LEARNING COMMUNITY NEWS

Lorem ipsum dolor sit amet,
~ consect adipiscing elit.

rj Vivamus condimentum ultricies
\A scelerisque vitae faucibus.

> Viaw all news
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