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Introduction

The Quality Collaborative: Diabetes is a new learn by doing initiative for some family physician practices within 
Capital Health.  The purpose of the initiative is to improve care and outcomes for patients living with diabetes 
in participating practices.  One of the ways Capital Health is supporting quality improvement is through regular 
workshops where participants can come together to learn as a group and from each other.  On November 5, 2012 the 
Diabetes Collaborative coordinated by Capital Health met for the sixth time in Halifax.  The purposes of the meeting 
were to:
1. Hear from participants on the impact of the Quality Collaborative: Diabetes – what have been the key achievements 

and what are the ongoing roadblocks to embedding quality improvement in family practice?
2. Gather participant input on how to analyze and present the data for the final Quality Collaborative Report.
3. Hear about the quality improvement journey of a family physician practicing in Ontario.
4. Gather participant feedback on a proposed Practice Enhancement and Support Program intended to support the 

scaling up of family practice quality improvement activities within Capital Health. 

This report provides an overview of proceedings from workshop 5.  Slides from the presentations given at the meeting 
are available by contacting lynn.lowe@cdha.nshealth.ca.

 

Quality Collaborative Achievements and Roadblocks

The meeting began with the participating practices sharing some of their proudest achievements in relation to the 
Quality Collaborative: Diabetes. They also shared their perspectives on the ongoing barriers to embedding quality 
improvement in family practice. The identification of the practice’s population of patients with diabetes and the creation 
of a registry/database to track care was considered a major achievement. Other achievements of the collaborative 
included increase in:
• following the clinical practice guidelines (e.g. lab work, foot and eye checks)
• collaboration among health care providers (e.g. nurses, diabetes educators)
• patient understanding of diabetes and care processes 
• patient support through the stages of disease
• provider flexibility to optimize on opportunities for patient engagement in aspects of care
• patient control over their care (e.g. patient measuring their own blood pressure, weight and waist circumference; 

patient completing blood work prior to appointment)
• understanding of the need for both providers and patients to change behaviour for the purpose of improving 

patient outcomes
• provider comfort with and use of motivational interviewing techniques
• physician understanding that they do not have to nor cannot “fix” all patient issues immediately 
• understanding and practice of patient and provider being equal partners in care
• provider understanding that they need to purposefully  make time for quality improvement and occasionally 

“slow down” or allow time for reflection

Other improvements included institution of diabetes only appointments and improvement in care for some previously 
unengaged patients (e.g., having a structure and process in place for diabetes care enabled more focus on other, possibly 
more complex, concerns such as addictions).
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The barriers to embedding quality improvement in family practice included:
• Lack of provider familiarity and understanding of quality improvement language and processes
• Quality improvement can be time-consuming and patient care may not change as a result
• Data collection can be challenging –some providers paid staff to manage data
• Patients often come with a list. Time becomes a roadblock as diabetes is only one of the patient “balls in the air” 

the provider is monitoring. Providers don’t want to miss anything important by limiting a visit to diabetes only, 
especially when access to a timely next appointment is a concern. A contrasting reflection was made that things 
can also be missed when trying to incorporate too many patient concerns in a single visit

• Patient population group is diverse – some are interested in being more engaged in care and some are less interested
• In a practice setting where many providers work part-time, it can take time to communicate and implement 

change
• Lack of proof to show that changes have improved patient outcomes

Quality Collaborative Reports
Lynn Lowe provided an overview of the collaborative data collection processes and reports to date. These included:
• Learning together throughout
• Practices establishing data collection & submission processes (summer 2011)
• Baseline report (fall 2011)
• Practices monthly data submissions
• Three quarterly reports 
• Annual report (fall 2012)

Through discussion, the group determined that one more report would meet the needs of participants. Suggestions of 
information to be included and options for data display included:
• Add age categories for reporting blood pressure (<65 years and 65 years and older)
• Add additional cut points for LDL (<2mmol/l, <2.5mmol/l, <3mmol/l) and A1C ≤7%, ≤7.5%, ≤8%

The Quality Journey

Dr. Jamie Read presented to the group on his quality journey over the past decade. Dr. Read is a family physician 
working in a Family Health Team in downtown southeast Toronto. He has been involved with a number of quality 
improvement initiatives at both the practice and provincial levels including initiatives designed to implement advanced 
access scheduling and improve chronic disease management and collaborative practice. Recent work with the Quality 
Improvement and Innovation Partnership (QIIP) and now Health Quality Ontario focused on engaging primary care 
providers on ways to integrate quality improvement into day-to-day practice.

Dr. Read offered a definition of quality improvement (QI) adapted from Batalden and Davidoff, 2007. This states that 
QI is “the combined and unceasing efforts of everyone—to make the changes that will lead to better patient outcomes 
(health), better system performance (care) and better professional development (learning). He further noted: 
“Everyone has two jobs: to do their work, and to improve their work.”
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Highlights from Dr. Read’s presentation include:
• Contrasting of quality assurance (QA) with QI (e.g., QA is reactive and focuses on the detection of defects and 

improving care when below target whereas QI is proactive and focuses on all aspects of care to improve operational 
and clinical processes resulting in improved outcomes

• Contrasting evidence-based medicine (EBM) with QI (e.g., EBM takes time to discover knowledge on “doing the 
right thing” whereas QI is putting knowledge into practice using rapid small tests of change to focus on “doing 
things right”

• QI is important as a recent study comparing seven nations on measures of a high-performing primary health care 
system found Canada ranks second last overall; and generally ranked in the bottom half in all categories but two  
- we can do better

• Benefits of QI for providers can be improved patient outcomes and satisfaction, reduced waste and increased time, 
and increased job interest and satisfaction

• Assessing the 5 Ps (Purpose, Patients, Professionals, Processes & Patterns) of your clinical practice can help identify 
opportunities for improvement

• Strong evidence for incorporating self-management support into family practice
• Set bold, yet practical improvement goals starting with what matters most for you and your patients
• Try out hunches using small tests -  successful change is often emergent and incremental as opposed to 

comprehensive and planned 
• There is a human side to change. Resistance and change fatigue are common challenges. People strive to find new 

and creative ways to do their work when they experience intrinsic motivators (sense of self direction/engagement 
(Autonomy), desire to get better at something that matters (Mastery) and desire to contribute to something larger 
than themselves (Purpose) 

• Measurement and data can help illuminate and allows you to track improvements
• QI IS A CONTINUOUS PROCESS:  if you don’t continue efforts then you run the risk of returning to the status 

quo
• For sustainability, build personal and organizational resiliency, networks, communities of practice, share widely 

and involve everyone who needs to be involved including admin and clinical leadership

 

Scaling Up: Practice Enhancement and Support Program

Lynn Lowe shared PHC-DDFP’s goal to engage all family practices in some form of QI activities over time through 
a Practice Enhancement and Support Program. This program would offer a spectrum of levels of opportunity to be 
involved. Content areas are yet to be defined however could include such topics as chronic conditions, frail elderly, 
office efficiencies, and self-management support. Mechanisms for learning would include both paper and electronic 
learning, CME accredited workshops for content not available elsewhere, peer/ practice team network meetings and 
practice facilitation for select practices.

Participant thoughts on a Practice Enhancement and Support Program included:
• Align the program with Department of Health and Wellness priorities
• CVD may be a good chronic condition to focus on next as hypertension and COPD can be more challenging
• Duffus Health Centre has  a resident that is going to do a “Metabolic Syndrome” project with a group similar to 

Quality Collaborative: Diabetes
• Establish resources that people can be linked to
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• Set up networking opportunities (online forum, face-to-face)for sharing of information and idea swapping
• Use DDFP meetings to have breakout sessions on program / QI
• Use Doctors NS annual meeting as opportunity to promote QI
• Explore Dalhousie Refresher and Academic Detailing as opportunities to promote QI as a concept and practically
• Bring the Quality Collaborative: Diabetes group back together on a regular basis (annual?) to provide updates/ 

keep engaged in QI/ develop as QI champions

Feedback Forms

When asked what went well about the meeting, participants offered the following opinions:
• Wrapping up the program
• Moving into making this program reproducible to other chronic disease
• Discussion between the participants - Good sharing of different clinic experiences
• I really enjoyed the sharing and lecture by Jamie
• Good practice reviews
• On time

In terms of suggestions for future meetings, the following were offered:
• Implementing the process improvement to other chronic disease management processes
• Not a Monday morning

When participants were asked if they detected any bias in the presentations in favour or against any commercial 
product or service, five of the participants responded no and none responded otherwise.
The following are other thoughts participants shared regarding their experience so far with the Quality Collaborative:
• More ??
• Interesting, challenging
• Need to set-up program to incorporate remainder of physicians in CDHA
• Dr. Read’s lecture would have been useful early on in the Collaborative
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