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Background
In April 2012, the Gravenhurst Cottage Country Family Health Team formed a 
Diabetes Quality Improvement Team to focus on improving outcomes for our 
patients living with Diabetes. 

Our multidisciplinary team includes 6 Physicians, 2 Registered Nurses, A 
Nurse Practitioner, Dietitian, Social Worker, IT Specialist, Pharmacist, and 2 
Support staff.  

To ensure we considered the 6 elements of the Chronic Care Model, we 
conducted a comprehensive overview of all of our internal processes, 
challenges and successes.  From there we were able to establish a 
comprehensive set of clinical goals – both process and outcome metrics for 
A1C, LDL and BP.  In addition, we began tracking foot and eye exams, self-
management discussions and immunization status.  Having a clear 
understanding of the parameters we would track over time, we conducted a 
Needs Assessment to identify those areas in our current practice that were 
contributing to our Care Gap. 

As a first step, it was determined that the team needed to standardize coding 
and data entry to enhance the accuracy of our diabetic registry.   Following 
this we were able to determine baseline measurements versus our goals.  We 
then worked to define roles and responsibilities of team members to increase 
efficiency by avoiding duplication of effort. 

Since the inception of this program, we have met as a Team on a monthly 
basis to discuss different strategies to improve outcomes for our patients with 
diabetes.

PROCESS

RESULTS  
The designing and creation of a “custom form” for Diabetic encounters gave nursing staff and physicians a 
standardized method of recording all pertinent information during the appointment.  This information was then 
collected using a search built within our EMR and exported in a structured text format.  That file is then 
imported into Excel, which allows filtering, sorting and calculations to be easily performed.  The results can 
then be graphed to clearly indicate our progress and identifying any metrics needing further attention.
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Opportunity for Therapeutic Optimization: Number of Medications Rx’d in 
Patients with an A1C >0.07

December 2013
A1C > 0.07 N= 292

August 2014
A1C > 0.07 N = 302 pts 
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Continuous Quality Work
As a team, we decided to identify the gaps in educational needs for our 

diabetic patients. One gap we decided to address was the “sick day 
protocol” for Type II Diabetics. Diabetic patients receive this tool along with 
education from our dietitian and the physician regarding medications. We 

developed a document that is user friendly for both healthcare provider and 
patient. Patients are advised to place the Sick Day Plan on their refrigerator 

or cupboard. This gives patients and family members easy access to 
information when the patient becomes ill.

Future Plans
 Diabetic Health Blitz:  to be held on October 29, 2014.  We will have free 

chiropodist care for our diabetic patients that cannot afford foot care. We 
also have the dental bus from our Public Health office coming.  The DEC 
will have a booth, as well as our dietitian with lots of educational 
information

 To develop a separate Program for our pre-diabetic population 
 Collaborate with other health teams and community services for ongoing 

improvement in our outcomes with our diabetic population   

Conclusions
Our Family Health Team has successfully developed a Diabetic Program 
that has made exceptional strides in improving diabetic management with 
our providers and patients.  Patient engagement and participation in their 
care has evolved to a new level and common goal with provider. Outcomes 
continue to improve and help our Team meet the needs of our diabetic 
population. Overall, our Family Health Team can proudly state that “ every 
diabetic patient in our practice receives the same standard of care”. 
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DIABETIC VISIT FORMAT

Our diabetic clinics consist of individual appointments 
based on ten minute intervals, totalling 30 minutes per visit.
Patients begin with an assessment by a Registered 

Nurse
Allied Health Team member (dietitian, social worker, 

pharmacist) then provides an educational component
The Physician examines patient for any changes in 

clinical management. At the conclusion they are given a  
“pink slip” by the physician, which helps administrative 
staff book their next diabetic visit, including blood work 
one week before the appointment (most appointments 
are every 3 months)
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