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Change.is.less.risky.if.

you.follow.tried-and-true.

methods,.such.as.trying.

small.changes.before.

attempting.to.implement.

them.on.a.large.scale.

The.Practice.Support.

Program.follows.an.

evidence-based,..

simple,.intuitive.strategy..

of.continuous,.action-.

oriented.improvement...

It.integrates.three.models.

and.combines.them.with.

health.system.support.at..

a.community.level.

Ask.your.Practice.Support.

Team.to.help.introduce..

you.to.these.concepts.

and.how.to.use.them.in.

practical.ways.to.enhance.

your.practice.

For more information  
on the Practice Support

Program, visit

www.practicesupport.bc.ca

Understanding Quality Improvement

This Practice Guide  

has been developed  

for the Practice Support 

Program, an initiative 

sponsored by the  

BC Ministry of Health 

and the BC Medical 

Association through 

the General Practice 

Services Committee.
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Where can you start in planning effective practice 
enhancements? What can you do to help make sure that your 
implementation of improvements is based on sound evidence 
and best practice? 

Innovation often means multiple priorities competing for 
time, changing external pressures, challenging demands on 
staff, and interventions sparking off unplanned consequences. 
To avoid all that, you want to bring together disconnected 
external initiatives and internal requirements into one coherent, 
manageable approach. What frameworks can help you do that? 

This Practice Guide introduces four models for health care 
improvement, showing how they can be used together in the 
Bc Practice Support Program to steer the course set by the new 
Primary Health Care Charter for Bc.

Objectives

after completing this module, clinical practices will be able to:

•	 Discuss how modest changes can lead to major 
improvements in health care

•	 Work with their Practice Support Team to explore practical 
ways they can use the care Model, the Plan-Do-Study-act 
(PDSa) Model for Improvement, and the Breakthrough 
Series learning model to enhance their practice

•	 Identify and remove barriers to sustainability

•	 Train their staff to help sustain the improvements

•	 Monitor their progress in implementing change and its 
sustainability

•	 Help spread the change throughout Bc’s health care 
system

Introduction

 
Dr. Richard Welsh, 

Abbotsford

Five.years.ago.we.began.

the.journey.of.creating..

a.model.clinic.that..

delivers.exceptional..

health.care.services.in.a.

mutually.rewarding.and.

satisfying.way..

Since.then.we.have.been.

in.a.continual.state.of.

change.and.transition..

I.wish.I.knew.as.much.

about.change.manage-

ment.then.as.I.do.now.

Click the video icon to hear what other BC physicians have to 
say about implementing quality improvements. The video can 
also be downloaded from www.practicesupport.bc.ca.
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Why Do We Need to Improve?

What framework can help spread an understanding of why 
improvements are needed? The answer lies in identifying and 
reflecting on the gaps between what is currently being offered 
and what is likely to be needed in the next few years. 

Closing the gap

chronic disease has become the main driver of the health care 
system and the main threat to its sustainability. Bc’s Primary 
Health Care Charter clearly lays out the evidence for this care 
gap. It shows that almost half of all people with chronic illness 
have multiple conditions. Due to a lack of management support 
– including appropriate incentives, support staff such as nurses, 
or adequate information technology – you can find yourself too 
rushed to follow established practice guidelines, to coordinate 
care, to actively follow up to ensure the best outcomes, or to 
adequately support patients in managing their own illnesses.

Fortunately, there’s good evidence on how to change the 
delivery system to improve care. The first thing we need to do 
is to adequately support the people who do the work, especially 
family doctors.

We also need action-oriented improvement strategies to 
accomplish the changes. We need a focus on promoting 
healthy individuals and healthy communities, preventing 
the development of chronic diseases in the first place, and 
preventing the deterioration of health once chronic diseases 
have occurred.

Business case

Research shows that:

•	 High-quality care is cheaper than low-quality care, mainly 
due to less hospitalization.

•	 Proactive patient management leads to fewer crises, so 
providers feel better able to deal with the stresses of a 
busy practice.

•	 Improving chronic illness saves money within months.

•	 Patient benefits are achieved in the short term.

•	 Good disease management really can improve routine treatment.

•	 Modest changes will lead to major improvements in care. 

We would enjoy our work more if we had better outcomes. It’s 
not too difficult, and there’s a big bang for the buck. When 
people get involved, they start to trust each other. Resources 
start to flow. Competency and capacity increase. New projects 
spring up. Professional satisfaction goes up.

 
Dr. Art Macgregor

It’s.been.my.

observation.that.when.

conscientious,.dedicated.

physicians.sit.down.

and.look.at.our.work,.

we.immediately.see.the.

first.law.of.QI.at.work.

There’s.a.ceiling.on.

what.we.can.do,.no.

matter.how.good.the.

doctor.is..We.can.

only.get.about.50%.

performance.across.

the.board..We.can.only.

change.results.when.

we’re.supported.by.the.

larger.system.to.change.

our.local.office.system.
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Who and What Can Improve?

According to the first law of quality improvement:

•	 The current care system cannot do the job.

•	 Trying harder will not work.

•	 changing the care system will.

International research and recent experience in Bc shows 
that intervention can work – if it’s comprehensive enough. 
Interventions that are too narrow in scope or weak with regard 
to system change tend to have no impact on the health system, 
let alone health outcomes or cost. Such efforts create skepticism 
about even engaging in improving chronic care.

Comprehensive change – We must transform the system from 
one that’s essentially reactive to one that’s proactive. The 
Primary Health Care Charter spells out this paradigm shift. The 
Charter defines priorities for system change and targeted results. 
and it establishes real partnerships necessary to make it happen. 

It’s happening now – The whole system is realigning to fully 
support primary health care practices in meeting the health 
care needs of their patients. The Practice Support Program and 
associated training is one aspect of this realignment.

The Care Model – To speed the transition, the care Model helps 
identify and analyze the essential elements for improving care 
in health systems at the levels of community, organization, 
practice, and patient, with a recognition that family doctors are 
the backbone of the primary health care system. 

COMMUNITY

HEALTH SYSTEM
Build Healthy
Public Policy

Create
Supportive

Environment

Strengthen
Community

Action

Self- 
Management/

Develop Personal
Skills

Delivery System
Design/Reorient
Health Services

Decision
Support

Information
Systems

Activated
Community

Informed,
Activated
Patient

Prepared,
Proactive
Practice
Team

Prepared,
Proactive

Community
PartnersProductive Interactions

and Relationships

Population Health Outcomes/
Functional and Clinical Outcomes

Dr. Donald Berwick 

CEO, Institute for 

Healthcare Improvement

The.first.law.of.quality.

improvement.states:

“Every.system.is.

perfectly.designed.to.

produce.the.results..

it.gets.”
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The care Model sets the stage for a complete cultural shift in 
the Bc health care system, which will better support physicians 
in primary health care practices.

How Can Your Practice Improve? 

How can all this insight be used to create quality-improvement 
projects that will really deliver results? What frameworks can help? 

If an improvement project is carried out without adequate 
planning and the ability to “be nimble” – to modify the plan 
as it rolls out – then it’s likely the initiative has already failed. 
Successful improvement projects hardly ever follow a simple 
pattern of thinking followed by doing. Instead, thinking informs 
doing and doing informs thinking throughout the process, in an 
iterative way.

change is less risky if you follow tried-and-true methods, such 
as trying small changes before attempting to roll them out on a 
large scale. The Practice Support Program follows an evidence-
based, simple, intuitive strategy of continuous, action-oriented 
improvement. It’s based on three models:

• Plan-Do-Study-act Model for Improvement

• Breakthrough Series learning model

• Bc Practice Support model – support from health 
authority resources and local “champions”

 
Dr. Richard Welsh, 

Abbotsford

Even.positive.change..

can.be.extremely.

stressful..Through.

participation.in.various.

collaboratives.and.

health.care.improvement.

initiatives,.we’ve.learned.

how.to.do.change.better.

by.testing.ideas.on.a.

small.scale.first..

We.also.spend.less.time.

“doing”.change.and.more..

time.planning,.evaluating,.

and.modifying.our.im-

provements..As.a.result,.

we.have.more.fun.and.

achieve.better.results.
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Over the past five years, BC has made inroads in closing care 
gaps by adopting the care Model.

The Chronic Care Model (ccM) was developed in 1993 by Ed 
Wagner and his staff at the Maccoll Institute for Healthcare 
Innovation, at the Group Health cooperative of Puget Sound in 
Seattle. The ccM is based on literature review, input of content 
experts, field interviews, and testing in varied health care settings. 

Versions of the ccM model have been used by the World Health 
Organization, Health and Welfare canada, and the canadian 
Public Health association.

The ccM is part of a US program called “Improving chronic 
Illness care” (IcIc). In 2003, the IcIc updated the ccM to 
reflect advances in the research literature and the scores of 
health care systems that implemented the model. 

The CCM was modified in British Columbia in 2002 through the 
work of Victoria Barr, Sylvia Robinson, Brenda Marin-Link, Lisa 
Underhill, anita Dotts, and Darlene Ravensdale. They expanded 
the community section to include more specific aspects of 
health promotion, disease prevention, and healthy public policy. 
Officially termed the Expanded Chronic Care Model (EccM), the 
model has become known simply as the “care Model.”

Elements of the Care Model

The care Model indicates that improvements in population health 
and clinical outcomes are a result of productive relationships 
between an informed, activated patient and a prepared, proactive 
practice team, in the context of their communities.

Care Model

 
Dr. Vanita Lokanathan and     

diabetes nurse educator 

Cindy Talarico, Masset

When.faced.with.common.

problems.in.processes.of.

caring.for.patients,.I’ve.

frequently.seen.clinicians.

(myself.included).and.staff.

rant.about.the.problem,.

without.being.able.to.come.

up.with.solutions...

My.introduction.to.the.

ECCM..helped.me.get.a.

better.handle.on.how.to.

frame.these.problems,.

and.develop.a.specific.aim.

around.the.problem,.which.

can.then.be.tackled.by.

adopting.the.PDSA.Cycle..

Less.ranting.about.the.

same.things.and.more.

constructive.action.
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The model directs specific attention to areas for action in  
your practice:

• Self-management – In addition to finding ways to support 
the central role that patients have in their own care, 
consider how you can support the development of personal 
skills for health and wellness before a diagnosis occurs. 

• Delivery system design – Focus attention on how services 
are delivered, and on potential improvements, such as 
expanding the scope of practice for team members, 
adopting new models of working such as group visits, or 
changing the flow or structure of patient visits.

• Decision support – Promote clinical care that’s consistent 
with scientific evidence and patient preferences.  
Gather evidence for planning, diagnosis, treatment, and 
staying healthy, and make it available at the point of 
decision making.

• Information systems – Establish appropriate information 
systems as the underlying infrastructure that is key to the 
success of improvements. 

In this way, your practice can use the care Model as a template 
for your own improvement activities.

See the care Model checklist: changes to Improve care located 
in the Resources section.

The right two columns of the checklist show how chronic 
disease management is also supported by boards and senior 
management of the health system, and embedded within 
the larger community. The care Model diagram shows this 
graphically: all areas of action are situated within the community.

COMMUNITY

HEALTH SYSTEM
Build Healthy
Public Policy

Create
Supportive

Environment

Strengthen
Community

Action

Self- 
Management/

Develop Personal
Skills

Delivery System
Design/Reorient
Health Services

Decision
Support

Information
Systems

Activated
Community

Informed,
Activated
Patient

Prepared,
Proactive
Practice
Team

Prepared,
Proactive

Community
PartnersProductive Interactions

and Relationships

Population Health Outcomes/
Functional and Clinical Outcomes
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The PDSA Model for Improvement

Drawing on the Care Model template, your first question is, 
“What are we trying to accomplish?”  This is the first step of the 
Plan-Do-Study-act (PDSa) Model for Improvement.

The PDSa Model was originally conceived by Walter Shewhart 
in the 1930s, and later developed by W. Edwards Deming and 
associates in Process Improvement. The model has two parts:

•	 Three fundamental questions, which can be addressed in 
any order 

•	 The Plan-Do-Study-act (PDSa) cycle to test and 
implement changes in real work settings

PDSA Cycles

 
Dr. Art Macgregor,  

Victoria

I.found.the.main.value.of.

the.PDSA.technique.was.

that.it.simply.encouraged.

one.to.begin.making.a.

change.–.it.got.us.started..

We’re.just.trying.to.

introduce.slightly.more.

organized.thinking.about.

change.into.the.hurley-

burley.of.practice.

D

O

S
T
U

DY

A

CT
PLA

N

What changes can 
we make that will 

result in 
improvement?

How will we know that a change
is improvement?

What are we trying to accomplish?

Understanding the problem

Knowing what you’re trying to do – 
clear and desirable aims and 
objectives

Measuring processes and
outcomes

What have others done? 

What hunches do we have? 

What can we learn as we go along?

The.PDSA.Model.for.Improvement.
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Reality Check

Let’s face it: the practical reality is that most PDSa cycles 
are written up retrospectively. This is because the secretarial 
functions, formal planning, and writing up of each step are 
difficult to accomplish without dedicated staff to do it.

The ideal of planning and reviewing small changes is just that 
– an ideal. It’s hard to do but we can all strive to do timely 
documentation if we possibly can. Time is needed, and the 
question is, “Who is going to do it?” See the Practice Profile 
section of the In-Depth Practice Self-assessment Questionnaire 
to help answer this question.

Setting Aims

What are we trying to accomplish? The aim should be time-
specific and measurable. The aim should define the specific 
population of patients that will be affected. The aim should focus 
on group effort. 

Use evidence, data, and what patients and other stakeholders 
believe is important to help define the aim. An example of an 
aim statement comes from the Bc congestive Heart Failure 
collaborative: 

“The office practice will be redesigned so that there will be 
a 50% reduction in admission rates of the patients with cHF 
to the hospital on a monthly basis and greater than 85% of 
patients with systolic heart failure will be on at least 2 of the 3 
drug classes (acE-Inhibitors, B-Blockers, aRBs) and over 85% 
of the patients with cHF will have self-management goals and at 
least monthly follow-up.”

Establishing Measures

How will we know that a change is an improvement? Use 
quantitative measures to determine if a specific change actually 
leads to an improvement while not concurrently causing 
problems in another part of the system.  

Selecting Changes

What changes can we make that will result in improvement? all 
improvement requires making changes, but not all changes 
result in improvement. Identify the changes that are most likely 
to result in improvement.
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Testing Changes

The Plan-Do-Study-Act (PDSA) cycle is shorthand for testing a 
change in your real work setting — by planning it, trying it, 
observing the results, and acting on what’s learned. The focus is 
on rapid cycles of testing. You might need only hours, days, or 
a few weeks, and you might have multiple, related PDSa cycles 
going on concurrently.  

The PDSa cycle is repeated as new data are gathered and 
changes are made. 

Reasons to test changes

•	 To increase your belief that the change will result in 
improvement 

•	 To decide which of several proposed changes will lead to 
the desired improvement 

•	 To evaluate how much improvement can be expected from 
the change 

•	 To decide whether the proposed change will work in the 
actual environment of interest 

•	 To decide which combinations of changes will have the 
desired effects on the important measures of quality 

•	 To evaluate costs, social impact, and side effects of a 
proposed change 

•	 To minimize resistance upon implementation

•	 To minimize the risk of wasting your invested time and 
effort

We’re used to planning, doing, and acting, but not to critically 
and quickly evaluating the results and then adopting or making 
changes and retesting. This is the scientific method used for 
action-oriented learning.

a PDSa cycle can be used as 

a formal means to document 

changes you’ve tried and the 

lessons learned with each 

cycle, or it can be used less 

formally as a reminder to 

start small and to assess and 

revise your approach as you 

gain knowledge from your 

early tests.

TIP

�Understanding Quality Improvement                                                               June 2007 V1.0

CONTENTS INTRODUCTION CARE.MODEL PDSA.CyCLES SUMMARy RESOURCESSUSTAINABILITy PRACTICE.PROFILEPRACTICE.SUPPORTBREAkThROUgh.SERIES



Implementing Changes 

after testing a change on a small scale, learning from each  
test, and refining the change through several PDSA cycles, the 
team can implement the change on a broader scale, such as a 
pilot population.

Ramp of improvement

The PDSa cycle is designed to be used dynamically. The 
completion of one turn of the cycle flows into the beginning of 
the next. Using what we learn in one PDSa trial, we can begin 
another, more complex trial. 

Each PDSa cycle should spark another, creating momentum for 
continual improvement.

TIME

C
O

M
P
L
E

X
IT

Y

P

A D

S

P

A D

S

P

A D

S

P

A D

S

Dr. David Attwell and  

MOA Sheila Harwood, 

Victoria

The.biggest.impact.is.

knowing.where.I.stand.

with.current.patient.care..

Being.able.to.respond.

to.that.knowledge.

vastly.improved.my.

professional.satisfaction..

The.self-audit.feedback.

loop.allows.continual.

improvement.

Importance of measurement

The second law of quality improvement states: 

The act of measurement itself leads to change and 
improvement.

When you know your population and their results, you simply 
can’t stop yourself from trying to improve your systems.

Objectivity – Measurement adds objective values to our 
subjective experiences. Our experiences may not be completely 
valid because of biases and incidents occurring over long periods 
of time and multiple providers. Only through measurement can 
we determine whether a change actually made things better. 

Feedback – Data provide feedback to doctors and nurses 
who affect the indicators. This feedback can be collaborative 
and non-punitive, so as to build trust, which is essential for 
further change. Measurement encourages partners to focus 
on outcomes rather than politics and administration. Patients 
are more compliant when you can show them that a treatment 
works. Measurement motivates.

Just enough – Measure just enough to convince yourself that 
changes are leading to improvement, but not so much that you 
slow down the improvement. Focus on those measures that 
have the best evidence for achieving the desired outcomes in a 
specific population of patients. 
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Accessibility – collect measurement data in a simple, easy-to-
access manner. Graphs are easier to read than tables. The cDM 
Toolkit can quickly produce Run chart reports that allow you to 
judge variation in results in a population.

Tips for Successful PDSA Cycles
•	 Reflect regularly on what you aim to accomplish and how 

you’ll know that a change is really an improvement.

•	 Keep it small. Small PDSa cycles are easier to enact and 
results are quickly evident. Small PDSa cycles are not as 
daunting as whole-system change, yet their fast results 
are good for morale and encourage a positive attitude 
toward change.

•	 Use a team approach. Have your team clearly define who 
is doing what, where, and when.

•	 Follow each PDSa cycle with another, creating a continuous 
improvement process. Learn as you go.

•	 Keep written accounts of all PDSa cycles.

•	 Spread good results. Give credit where it’s due and 
encourage others to make the change.

•	 Spread bad results. Talk with your peers to share your 
lessons learned. There’s a good chance a colleague in your 
health authority has tried something similar and can give 
you some tips.

•	 create PDSa cycles that can be completed in seven days.

•	 Encourage staff to conduct their own PDSa cycles without 
requiring approval from higher up.

•	 Don’t manage PDSa cycles from the top down. Top-down 
management inhibits rather than facilitates creativity in 
PDSa cycles.
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This model combines both the framework for designing a better 
system (the care Model) and the rapid method to enact change 
(PDSa cycles) with a learning approach designed to maximize 
sustainability and spread.

The Breakthrough Series learning model was conceptualized 
in late 1994 by Paul Batalden, MD, one of the founders of the 
Institute for Healthcare Improvement (IHI) in Boston. The 
model has been continuously improved by IHI to make – and 
learn from – rapid changes in processes of care such as chronic 
disease management, safety, and patient flow. 

The name suggests that it seeks to make breakthroughs in the 
area targeted for change – breakthrough change that couldn’t 
happen in a traditional didactic setting. The Breakthrough Series 
is designed to create a structure in which you can easily learn 
from peers and from recognized experts in topic areas where you 
want to make improvements. This is one method adopted for the 
Practice Support Program. The three main components are:

• Learning sessions – Here your practice team learns how 
to implement key changes using PDSa cycles. The team 
acquires new knowledge, skills, and materials to prepare 
for immediate change. The number of learning sessions 
can range from a single session to several sessions held 
over several months. 

• Action periods – In action periods spanning several weeks 
or months, you work on improvements by testing and 
reporting on changes between each learning session. Your 
health authority’s Practice Support Team can help during 
these action periods to identify issues and barriers, and to 
identify and enact effective solutions.

• Collaborating – You can optimize outcomes by sharing 
your results with other practice teams so that much of 
the learning happens between teams. Here “everybody 
learns, everybody teaches.” 

Breakthrough Series 

Learning Model 

Dr. Michael Newton with 

patient, Abbotsford

The.collaborative.

training.changed.

my.diabetic.patient.

management.from.mainly.

episodic.care.to.planned,.

proactive.care,.which.has.

enabled.me.to.anticipate.

problems.and.prevent.

them.or.detect.them.

earlier.and.treat..

As.a.result,.I’m.far.more.

aware.of.the.impact.on.

health.of.the.changes.

that.I.help.people.make.
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The interactive, hands-on aspect of the learning and action 
cycles, together with ongoing peer collaboration, has proven 
to be more effective than conventional continuing medical 
education.

Enroll
Participants

Prework

Supports:

LS: Learning Session
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and Changes
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Sharing Knowledge and Experience

The Breakthrough Series learning model was designed to be 
used in structured collaboratives. collaboratives have proven to 
produce the greatest improvements in care by:

•	 Maximizing shared learning and opportunities for spread

•	 Increasing efficiency of data analysis

•	 Drawing on the power of networking

•	 Reducing anxiety about change 

•	 Motivating

These benefits are the primary value of the Breakthrough 
Series learning model. all of Bc’s province-wide and regional 
collaboratives have used this method. Now, with the Practice 
Support Program, everyone can participate in collaborative learning.

although the collaborative approach is recommended to give 
optimal results, it’s not essential. The Practice Support Program 
can also be used by individual clinical practices that want to 
work on their own. The program recognizes that each clinical 
practice must find the most effective way to apply change. 
There’s no “one-size-fits-all” solution.

Practice Support Teams from your health authority can 
facilitate your chosen approach. We expect that the majority of 
practitioners will choose to learn in a group of some sort.
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Knowledge Management System

One way to share learning is through the IMPacT Bc website 
at www.impactbc.ca. The website provides forums for doctors, 
MOas, and the health authority’s regional Practice Support 
Team. It will also offer news about current initiatives and 
collaboratives.

You can also share knowledge and experience with health care 
professionals in other jurisdictions through the  
IHI Impact Network. 

��Understanding Quality Improvement                                                               June 2007 V1.0

CONTENTS INTRODUCTION CARE.MODEL PDSA.CyCLES SUMMARy RESOURCESSUSTAINABILITy PRACTICE.PROFILEPRACTICE.SUPPORTBREAkThROUgh.SERIES

http://www.impactbc.ca.


The Bc Practice Support Model integrates the care Model, PDSa 
cycles, and the Breakthrough Series learning model with practice 
support strategies that are tailored for the Bc health system.

It uses the care Model to set up the context for chronic disease 
management, and for primary health care in general. The 
process used to integrate the care Model into the Bc health 
system at an accelerated pace is described by the PDSa Model 
for Improvement.

The Practice Support Model also uses facilitated learning 
sessions between PDSa cycles so that clinical practices can learn 
methods for improving outcomes while implementing them at 
the same time. They can gain knowledge from the practical 
experience of mentors and peers. They can also go further 
faster because of this rich mix of evidence-based knowledge and 
relevant, practical experience that’s grounded in our Bc health 
system and your local community.

Support and Assistance

The Ministry of Health, the Bc Medical association, and the 
health authorities have realigned their services and are 
now reaching out to family physicians. Based on input from 
physicians across Bc, the system now offers support and 
resources to help reduce barriers to full-service family practice, 
to help providers embed evidence-based best practices in day-
to-day care, and to help patients reach optimal health. Each 
health authority has identified a single point of contact for 
physician practices that want to explore these support services.

The Bc Practice Support Program and its associated Training 
Program is one aspect of this realignment. The Practice Support 
Program helps doctors and their office staff identify their needs 
and priorities and carry out effective solutions. Funding includes 
enhanced, targeted incentive fees, the purchase of electronic 
medical record systems, and training costs.

BC Practice 

Support Model 
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In.my.collaboration.

with.specialists,.

nurses,.dietitians,.and.

exercise.physiologists.

in.Interior.health’s.

Vascular.Improvement.

Program,.I’m.pleased.to.

see.how.patients.with.

chronic.illnesses.can.be.

optimally.assisted.by.a.

team.approach..

Dr. Sze

Dr. Shirley Sze with her 

group visit team, a diabetes 

nurse educator Kathy 

Gallagher (left) and dietitian  

Karen Kieper (right), 

Kamloops



common goals 
based on local 
practice priorities

A fix-all solution

Flexibility with ideas 
and methods

Firmness on results

Enforced from the top down

a research project to gain new 
knowledge

Rapid doing

No blame

Regional Practice Support teams from each health authority 
combine experts from the three domains of clinical, Practice 
Management, and Information Technology (IT). Each Team 
includes two local champions – one for physicians, one for MOas 
– peers who have done or are doing the changes themselves and 
can mentor others. 

For more information, see www.practicesupport.bc.ca 

Practice Support Training Program

The Practice Support Training Program is designed to support smaller, 
shorter, and variously structured collaboratives conducted on a 
regional or community basis. They’ll have common goals for patient 
outcomes, but might adopt different strategies or mechanisms to 
achieve these goals. See your health authority to find out how other 
providers are working on this, to see what groups you might be 
interested in joining, or to talk about what you want to change.

Learning sessions

Learning sessions will focus on how-to guidelines rather than change 
management theory. Sessions will usually be about one day or less, 
delivered in half-days or evenings, but the length can vary depending 
on the needs of participants and the goals of the collaboratives.

Communication

During action periods, the teams can communicate regularly 
through conference calls, monthly reports, email listservs, and 
threaded discussions. 

Collaborative culture

Here are some features of a positive collaborative environment 
that encourages learning and practice improvement:

Collaboratives.entail

Respect

Group learning

a lot of meetings with no action

competition among stakeholders

Collaborative.culture.is not

Simply working collaboratively

about personal agendas and power

action orientation

a passive exercise
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The Practice Support Program has adopted the definitions 
of sustainability and spread developed by the Modernisation 
Agency of the National Health Service (NHS) in the United 
Kingdom in its Improvement Leaders’ Guide to Sustainability 
and Spread (2004). In short: 

• Sustainability is when new ways of working and improved 
outcomes become the norm, holding the gains and 
evolving as required – definitely not going back.

• Spread is when the learning that takes place in one part of 
the organization is actively shared and acted upon by all 
parts of the organization. Improvement knowledge that’s 
generated anywhere in the health care system becomes 
common knowledge and practice across the health care 
system.

These concepts are related because we want to spread 
sustainable change. Both concepts need to be considered at the 
start of any project, but the planning for each is different. 

Sustaining Improvements

Improvement projects can have difficulty with sustainability for 
the following reasons:

•	 The change is seen as an isolated project with a start and 
an end date. Funding and other resources come to an end.

•	 Sustainability is an afterthought and not built into the project.

•	 Some stakeholders don’t understand and own the benefits 
of the change.

•	 The infrastructure needed for ongoing sustainability is not 
in place.

•	 Impacts on other supporting areas are not part of the plan.

•	 Staff aren’t sufficiently informed and trained.

•	 Projects don’t align with the mission, values, and vision of 
the organization.

Sustainability  

and Spread  
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Key factors for sustainability 

The following benchmarks are taken from the NHS Sustainability 
Rating Tool. They predict the sustainability of an innovation.

•	 Benefits beyond helping patients – the change improves 
efficiency and makes jobs easier.

•	 Staff believe in the benefits from the new process.

•	 adaptability of the new process – the innovation is 
adaptable to organizational change, and a system is in 
place for continually improving the process.

•	 ability to remove barriers to sustainability – barriers are 
immediately identified and removed, and a system is in 
place to do so routinely.

•	 Staff involvement – staff are involved from the beginning 
and adequately trained to sustain the improved process.

•	 Staff attitudes – staff feel empowered and believe the 
improvement will be sustained.

•	 Senior and clinical leaders are credible and involved.

•	 Monitoring progress – the system monitors progress using 
evidence, acts on it, and communicates the results.

•	 The enhancement fits with organizational goals and culture.

•	 Infrastructure – staff, facilities and equipment, job 
descriptions, policies, procedures, and communication 
systems are appropriate to sustain the improved process.

Spreading Improvements

Quality improvements in primary care are innovations. 
according to researchers such as Everett Rogers (1995), 
innovations spread or diffuse through an organization like a 
wave. The model developed by Rogers illustrates the rate at 
which people accept change. 
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According to Rogers’s, when a change is first introduced, a 
small number of innovators will quickly see the value of it and 
serve as early examples to others. The next ones who accept 
the change are early adopters who see the benefit of trying 
something new based on the example of the innovators. 

The majority of people fall in the middle of the graph, adopting 
change in a great wave as it gains momentum. at this point, 
more people have accepted the change than have not. Only a 
small percentage of people are traditionalists or laggards, who 
accept change reluctantly and may never see the value of doing 
something new. 

The five groups in Roger’s model have their own characteristics 
and therefore different needs. He argues that it’s important to 
identify and address these needs as a way of encouraging more 
people to adopt a change. 

Tipping point

But do we have to convince everyone to adopt a change? 
Not necessarily, according to the UK’s National Primary Care 
Development (NPCD) Team. It maintains that if 20% of the 
population is convinced to change, the momentum will build and 
the change will follow. The NPCD Team calls this benchmark the 
tipping point, and it rests on the proven logic of the 20/80 rule: 
20% of the effort will yield 80% of the result (Health Quality 
council 2005).
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Dr. Vanita Lokanathan

Dr. Vanita Lokanathan found a lot of people with chronic 
conditions when she arrived in Masset at the north end of the 
Queen Charlotte Islands – inflammatory arthritis, diabetes, 
hepatitis c, hypertension, obesity, substance abuse, and 
depression associated with the neglect of chronic disease.  
Isolation in Masset had increased addictions and general neglect 
of one’s health.

She sought help and found it by participating in two provincial 
collaboratives, first for congestive heart failure, then for 
diabetes. During the collaboratives, she teamed up with a 
dietician, a diabetic nurse educator, and a public health nurse.

Five years later, the measured results of their collaborative work 
are inspiring. The numbers suggest that something radical is 
happening on the Queen charlottes. Lokanathan is relieved to 
see those improvements, and delighted to see how her Masset 
group fares against the province at large. How exactly did the 
models for quality improvement help them achieve this?

Practice Profile

 
Dr. Vanita Lokanathan (right) 

and diabetes nurse/educator 

Cindy Talarico, Masset

I.feel.less.frustrated.now..

I.feel.a.greater.sense.

of.job.satisfaction.when.

I.have.a.constructive.

approach.to.dealing.with.

recurrent.systemic.issues.

Now.I’m.being.asked.to.

hold.sessions.across.the.

North...We’ve.already.had.

the.opportunity.to.go.to.

Prince.Rupert.and.Prince.

george.to.spread.our.

experience.and.ideas.

Dr. Lokanathan
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MEASURES.. gOAL. ALL.BC. MASSET. OUR.gROUP

Patients will have an a1c of <7.0%. 85 25 52. 75

Patients will have a BP of ≤=130/80. 60 26 52. 62.5

Patients will have an annual LDL, of <2.5. 70 19 39. 60

Patients will have an annual eye exam. 70 ? 58. 80

Patients will have an annual albumin/ 85 18 46. 50
creatinine ratio of <2.0M, <2.8F.

Patients will have an annual foot exam. 90 20 82. 100

Patients will have a self-management           85 18 78. 100
goal documented annually.

Patients will have an annual flu vaccination.  17 67. 60

Diabetes.outcome.measurements

(%) (%) (%) (%)



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
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