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CHAPTER 1: BACKGROUND OF THE STUDY
Introduction

Diabetes is the sixth leading cause of death in the United States and affects
approximately 7% of the population (Hupke, Camp, Chaufournier, Langley, & Little,
2004; Piatt et al., 2006). It is an established fact that the long-term complications of
diabetes can be reduced by tight glycemic control. There is a clear relationship between
control of blood glucose, blood pressure, and lipid level, and the ability to decrease
microvascular and macrovascular morbidity (Nutting et al., 2007). A common measure of
blood sugar control is that of glycosylated hemoglobin, or HbAlc. This laboratory test
provides a measure of blood sugar control over the previous 3 months (Canadian
Diabetes Association [CDA], 2007). A Cochrane collaboration review reported that an
average reduction of HbAlc of 1% or more can result in a 21% reduction in mortality, a
14% reduction in acute myocardial infarction (AMI) , and a 37% reduction in
microvascular complications if sustained over time (as cited in Wagner, Austin, et al.,
2001).

There is, however, a gap between this evidence and what is achieved in clinical
practice (Nutting et al., 2007). Wagner, Austin, et al. (2001) argued that fewer than half
of patients in the United States with diabetes are receiving proper treatment. A primary
care management study of Type 2 diabetes reported that 47.5% of patients had at least
one diabetes-related complication (Spann et al., 2006). Over half of the patients (60.8%)
in this study had a body mass index greater than 30 and a mean HbA1lc of 7.6%; 35.3%
had adequate blood pressure control; and 43.7% had adequate low-density lipoprotein

(LDL) cholesterol levels.



Statement of Purpose
To examine the program satisfaction of patients with Type 2 diabetes over the age
of 18, who received diabetes education and management support in their primary care
physicians’ offices at the Credit Valley Family Health Team (CVFHT).
Objectives
To determine the factors that contribute to patient satisfaction in regard to
their continuing diabetes management support.
To determine the extent of patient satisfaction with the availability of
diabetes support through the use of a specialized diabetes team in
conjunction with their primary care physician.
To enhance primary care level diabetes management programs.
Significance of the Study
Diabetes education programs within primary care are a new venture for Ontario.
This study will provide valuable information about how the participants feel about these
programs. Studies have investigated patient satisfaction with self-management education
and the role of self-management in chronic disease. This study specifically examined the
role of these programs within family health team (FHT) environments. It will provide
valuable data toward the development of these types of programs as well as direction for
further evolution of the Diabetes Management Program at the CVFHT.
Conceptual Framework
Diabetes self-management education has been thought to be a crucial element in
the management of Type 2 diabetes, but the number of patients who receive this type of

education is low (Emerson, 2006). Traditional patient education involves knowledge



acquisition and counseling, but it is often unsuccessful in changing behaviour or
improving disease control (Wagner, Austin, et al., 2001). In recent years, an emphasis has
been placed on disease prevention within the primary care setting. Utilization of the
chronic care model (CCM, 2007; see Figure 1) can enhance diabetes care delivery,
particularly within primary care. The CCM was developed by Wagner, director of the
MacColl Institute for Healthcare Innovation, Group Health Cooperative of Puget Sound,
and colleagues of the Improving Chronic Illness Care Program with support from the
Robert Wood Johnson Foundation.

The premise of this model is that “diabetes care is not delivered in isolation and
can be enhanced by community resources and self-management support” (Piatt et al.,
2006, p. 811). The development and utilization of the CCM reflects a paradigm shift with
self-management as a key focus on making diabetes a part of patients’ daily lives (Hupke
et al., 2004). The CCM encourages patients to set goals and solve problems for improved
self-management, and to become active and informed participants in their own care
(Wagner, Austin, et al., 2001).

The characteristics of high-quality diabetes care include consistency with
assessments, support for self-management, optimization of therapy, and regular follow-up
(Wagner, Austin, et al., 2001). Researchers have found that these types of care
management activities, as described in the CCM, provide support for patient self-
management activities and are associated with better clinical outcomes, including lower
HbAc values and lower cholesterol ratios, which reduce diabetes-related complications

over time (Nutting et al., 2007, Piatt et al., 2006; Spann et al., 2006).
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Figure 1. The chronic care model.
Source. Retrieved from www.improvingchroniccare.org

The Ministry of Health and Long-Term Care in Ontario (MOHLTC, 2005)
developed a chronic disease prevention and management (CDPM) framework based on
Wagner’s CCM to guide efforts toward effective prevention and management of chronic
disease (as cited in Jain, 2007). This framework helped to guide ministry transformation
initiatives with a focus on chronic disease such as primary health care renewal and the
development of FHTs, local health integration networks (LHINs), an e-health strategy,
and specific chronic disease strategies (Jain). In September 2005, the MOHLTC
published its Guide to Chronic Disease Management and Prevention for FHTs, which
helps FHTs to plan programs based on this CDPM framework. The MOHLTC purposed
that the use of the CDPM approach may reduce the number of people with chronic
diseases, achieve better clinical outcomes, increase efficiency in the system, improve the
quality of care, reduce hospitalizations, reduce the use of emergency services, and

increase healthy behaviors (as cited in Jain). This chronic disease prevention and



management model was used as the guiding structure during the development of the

CVFHT Diabetes Management Program.



CHAPTER 2: LITERATURE REVIEW
Introduction

This literature review provides background information on diabetes mellitus, the
health status of people with diabetes, and the health care costs associated with diabetes.
Literature regarding the use of the chronic care model (CCM) and patient self-
management is examined and is intended to provide evidence to support research in the
area of patient satisfaction with this type of disease management framework.

Definition and Prevalence of Diabetes

Type 1 diabetes is a condition in which the pancreas does not produce insulin
(CDA, 2007). Type 2 diabetes is a condition in which the pancreas does not produce
enough insulin or when the body does not use the insulin it makes properly, known as
insulin resistance (CDA). More than 2 million Canadians have diabetes, and this number
is expected to rise to over 3 million. In 2000, the World Health Organization (WHO)
estimated that over 177 million people had diabetes and that this number is expected to
exceed 300 million by 2025 (as cited in CDA). Approximately 10% of people with
diabetes have Type 1 diabetes (CDA).

Within the Mississauga-Halton Local Health Integration Network (LHIN), the
diabetes prevalence rate in 2004-2005 was a total of 59,629 cases, with 28,221 females
and 31,408 males in all age groups (Institute for Clinical Evaluative Sciences [ICES],
2007). ICES reported that the prevalence of diabetes in individuals ages 20 and older in
the Peel Region increased from 1995-1996 to 2004-2005. It is also identified the diabetes
prevalence rates for Peel Region in 2004 as 8.82%, compared with the Ontario

prevalence rate of 8.8%. ICES also reported that the percentage of adults with diabetes



ages 30 and older who received routine eye examination during 2002-2004 was 72% in
the Mississauga-Halton LHIN, compared with 73% in Ontario.
Diabetes Health Status

The CDA (2003) recommends that people with diabetes have an HbAlc level
every 3 months to monitor their blood glucose level; a lipid test every 1 to 3 years;
regular blood pressure checks, eye exams, and foot exams; and assessments for early
signs of kidney disease. The UK Prospective Diabetes Study (UKPDS; Turner et al.,
1998) was a 20-year trial of over 5,000 patients with Type 2 diabetes in England,
Northern Ireland, and Scotland. This landmark study showed that complications from
diabetes are not inevitable and that the risk of these complications can be reduced by
appropriate therapy. The UKPDS also found that the appropriate diabetes therapy
consists of not only a lowering of blood sugar but also an overall risk reduction for risk
factors of diabetes complications. For every 1% decrease in HbA lc, there is an associated
14% reduction in the incident of AMI and a 16% decrease in heart failure rates (Turner et
al.). The UKPDS also reported that better blood glucose control reduces the risk of major
diabetes eye disease by 25% and early kidney damage by 33% and that better blood
pressure control reduces the risk of death from long-term diabetes complications by a
third, stroke by more than a third, and serious vision deterioration by more than a third.
The Ontario Diabetes Task Force (2004) reported that nearly 50% of people with diabetes
are not receiving the recommended laboratory tests or exams that could reduce these
complications.

The Diabetes in Canada Evaluation study (DICE) revealed that nearly half (49%)

of Ontarians with Type 2 diabetes are not at recommended blood glucose targets (HbAlc



<7%) and are at high risk of developing complications (Harris, Ekoe, Zdanowicz, &
Webster-Bogaert, 2005). The DICE study was the largest diabetes study of its kind in
Canada and involved a chart audit of 2,473 patients from across Canada. The goal was to
investigate glycemic control and disease burden associated with Type 2 diabetes within
the Canadian family practice setting. Primary care providers were asked to complete a
two-page patient record of 10, Type 2 diabetes patients. This record obtained
demographic information and data on medical history and current medications.

Harris et al. (2005) found that 32% of patients had suboptimal blood sugar control
(HbAlc 7.0% - 8.4%), and 17% had inadequate blood sugar control (HbA1lc > 8.4%).
The findings also suggested that the longer individuals have diabetes, the more likely
they are to have poorly controlled blood sugars. Harris et al. reported that 62% of patients
with diabetes for more than 15 years had an HbAlc at or greater than 7%, compared to
31% of patients who had diabetes for less than 2 years.

Diabetes is the leading cause of heart attacks, strokes, kidney failure, adult
blindness, and limb amputations in Canada (CDA, 2007). The risk of end-stage kidney
disease in 13 times higher in people with diabetes (Oliver, Lok, Shi, & Kopp, 2003).
Hospitalizations for stroke are approximately 3 times higher in people with diabetes
(Kapral et al., 2003). AMI occurs 15 to 20 years earlier for people with diabetes (Booth,
Rothwell, Fung, & Tu, 2003). The Ontario Diabetes Task Force (2004) reported that the
life expectancy of people with diabetes is 13 years less than people without diabetes. In
1997, almost 25% of deaths in Ontario were people with diabetes; of these diabetes-

related deaths, almost 70% were from cardiovascular disease (Diabetes Task Force).



Harris et al. (2005) also found that of the 2,473 patients in the DICE study, 63%
had hypertension, 59% had dyslipidemia, 11% had stable angina, 11% had previous AMI,
7% had congestive heart failure, 6% had peripheral vascular disease, and 5% had a
history of stroke. Microvascular complications were also present, and 22% had
microalbuminuria, 11% had cataracts, 8% had neuropathy, and 1% had undergone a limb
amputation. In addition, 14% of patients had a diagnosis of depression, and 21% of males
had erectile dysfunction.

Health Care Costs

One in 20 hospital admissions in Ontario is the result of acute care needs such as
heart attacks, strokes, and kidney failure due to diabetes (CDA, 2007). This amounted to
more than 99,900 admissions in 2005. The CDA has estimated that diabetes is the
contributing factor in the deaths of approximately 41,500 Canadians each year.

Diabetes accounts for almost 10% of Ontario’s health care costs, that is, more
than $2 billion annually (Ohinmaa, Jacobs, Simpson, & Johnson, 2004). This cost
includes medications, supplies, hospitalization for surgery and emergency care, and
physician and specialist visits. It does not include the cost of rehabilitation after surgery,
personal costs to the family or the individual, or the impact on employers and the
community.

A study examining the cost of diabetes care in Canada found that the total cost of
diabetes and complications in 1998 was $3.7 billion (Dawson, Gomes, Gerstein,
Blanchard, & Kahler, 2002). The prevalence of diabetes has increased dramatically since
1998, so these costs are likely much higher today. Dawson et al. reported that of the total

medical expenditures for diabetes, 50% is associated with hospital care, 19% with
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physician care, and 31% with medications. They further broke down these medical
expenses by complication, reporting that neurological disease accounted for 5.7%,
peripheral vascular disease accounted for 2.4%, cardiovascular disease 24.3%, renal
disease 1.9%, eye disease 0.2%, and other chronic complications 0.6%. The CDA (2007)
estimated that the direct and indirect costs of diabetes in Canada are $13.2 billion, rising
to $15.6 billion by 2010 and more than $19 billion by 2020. As diabetes is projected to
increase by 75% by 2016, it is estimated that the financial impact on Ontario will be more
than $3 billion annually (Ohinmaa et al.).

An analysis by O’Brien, Patrick, and Caro (2003) broke down these annual costs
related to diabetes into single-event costs, that is, only direct medical costs and those
directly related to the delivery of health care service for various complications in Canada
in 2000. They reported that for patients treated in hospital for AMI, the acute care portion
of the event, which includes physician costs and ambulance costs, was $9,739.
Subsequent postacute costs for AMI, including outpatient care, postsurgical care, cardiac
rehabilitation, and long term-care, increased the cost per event to $18,635 for one year.

Angina that was considered unstable and required hospitalization costs $9,661,
angina treated in an emergency room as an outpatient cost $1,397, and angina treated by
the primary care physician costs $1,230 (O’Brien et al., 2003). Acute care for the
treatment of ischemic stroke was $8,822, increasing to $33,256 when costs for
rehabilitation were included. The annual cost to treat end-stage kidney disease was an
average of $63,045, depending on treatment option. The cost for amputation depended on
the degree of amputation. The cost for an above-the-knee amputation was $19,760,

amputation, notably higher than a toe amputation ($6,460), because there were



significantly more postamputation care and rehabilitation services required. The cost for a
second amputation could increase to as much as $26,077. Foot ulcers treated as inpatients
cost $7,802, compared to much lower outpatients costs of $1,042. The cost of treating
hypoglycemic events ranged from $24 for self-treatment with glucagon and no medical
personnel, to an emergency room treatment at a cost of $194, to the highest level of
hypoglycemic event requiring hospitalization at a cost of $4,184 per event. This analysis
clearly showed that the costs of treating a single event of a diabetes complication were
extreme even in 2000 and that outpatient treatment options were and still are more cost
efficient.

The CDA (2007) reported that for every $1 spent in helping people with diabetes
manage their disease more effectively, the government could save $4 in health care costs
and make emergency room beds and other general hospital beds more readily available.
The personal medical costs for someone with diabetes are 2 to 3 times higher than the
medical costs for someone without diabetes. A person with diabetes can face direct
annual costs for medication and supplies of $1,000 to $15,000 (CDA).

Although there is no known way to prevent Type 1 diabetes at this time, the onset
of Type 2 diabetes may be prevented or delayed through physical activity, healthy eating,
weight loss, and stress reduction (CDA, 2007). These core components are part of the
approach to chronic disease management utilizing the CCM.

Chronic Care Model in the Management of Diabetes

The CCM (2007) is gaining momentum in the management of chronic disease

because it uses a proactive, population-based, planned approach to chronic care delivery

(Nutting et al., 2007). O’Connor et al. (2005) conducted a study to test the hypothesis that



a quality improvement intervention would lead to improved diabetes care. The study
consisted of 12 primary care practices that were matched by size and location and which
randomized participants to either the intervention group, which involved a 7-step quality
improvement (QI) change process, or the control conditions of usual care. The sample
comprised 754 patients and 329 clinic staff. Each intervention clinic sent a team to eight
3-hour training sessions over 18 months. At the first training session, the 6 intervention
teams agreed on a common goal of decreasing HbAlc values by 10%. Each subsequent
training visit focused on one step of the seven-step QI process. The seven steps that were
taught were (a) identify opportunities for improvement, (b) collect the data, (c) analyze
the data, (d) choose an approach, (d) develop the concepts and processes, (f) implement
the processes, and (g) evaluate and improve the processes.

Once trained in the 7-step process, the team became the QI change team at the
clinic and developed changes in care practices within their clinic. Once the changes were
developed, the changes in the care processes were implemented. Baseline and follow-up
surveys of diabetes care were conducted. O’Connor et al. (2005) found that the change
process produced no significant differences in the use of guidelines; however, they did
find a significant change in the frequency of diabetes care procedures, which included
annual measurement of HbA 1c¢, cholesterol, and blood pressure. An increase in the use of
diabetes patient registries and the use of active outreach to those who needed care was
found. Although this intervention significantly changed the care processes for diabetes,
there was no significant change in the outcomes.

O’Connor et al. (2005) concluded that although QI is fundamental in a process-

change model, there was no guidance about what changes should occur. They asserted



that clinical inertia, defined as the failure to intensify therapy when a patient is not at
goal, occurs in over 60% of visits and that it is difficult to improve levels without
reducing this clinical inertia; in addition, the intervention clinics did not emphasize this
aspect of care. The researchers also concluded that although there was a significant
change in care, there was no change in the outcomes because there was no emphasis on
patient activation. Increased measurement alone was not enough to motivate patients to
actively manage their disease. Use of the CCM provides substantial support for patient
self-management activities and patient activation (Nutting et al., 2007).

It is this type of patient motivation to manage disease where the CCM provides
guidance for program change. A multilevel cluster design study of 11 primary care
practices in Pittsburgh, Pennsylvania, used the CCM to shift to a prevention-based system
(Piatt et al., 2006). The goal of the study was to determine whether the use of the CCM in
an underserviced community would lead to improved clinical and behavioral outcomes
for people with diabetes. The study consisted of 3 phases: (a) cross-sectional chart review
to determine baseline patterns of care, (b) randomization and intervention with a 12-
month follow-up and clinical assessment, and (c) repeat chart review to determine
postintervention patterns of care.

The practices were randomized to the intervention group of care based on the
CCM (2007), a group that received only provider education, or to the usual care group
(Piatt et al., 2006). The CCM intervention group involved patient and provider education
as well as other CCM elements such as self-management support, delivery system
redesign, decision support, and organizational support. The self-management support

consisted of diabetes self-management training by a certified diabetes educator (CDE)
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that was held weekly as well as monthly support groups that used the empowerment
approach to diabetes education. Delivery system redesign consisted of redesigning the
process in which patients with diabetes were seen for routine visits. This included the use
of a CDE on specific “diabetes days,” when the provider focused on diabetes care and
could refer patients to the CDE for point-of-service education. Decision support was
provided through a problem based learning session with an endocrinologist, who
presented case studies and lead the providers through a series of diabetes management
questions, which incorporated American Diabetes Association (ADA) guidelines, the use
of flow sheets, and patient education tools.

The provider education only group attended the problem based learning session
with the endocrinologist. A CDE was not placed in the practices but was made available
for consultation. The usual care group was mailed a copy of the ADA guidelines, flow
sheet, and patient education tools. Baseline and follow-up testing was done. This
included a series of questionnaires to gain information about diabetes knowledge,
patients’ self-care practices, health care utilization, comorbidities, and satisfaction.

This study found that the use of a CCM-based intervention was effective in
improving clinical, behavioral, psychosocial, and diabetes knowledge outcomes (Piatt et
al., 2006). The use of the CCM showed a significant decrease in HbA1c and non-high-
density lipoproteins (HDL) cholesterol. The intervention group also had increased rates
of self-monitoring of blood glucose. Improvements were also found in HDL cholesterol
levels, diabetes knowledge, and empowerment scores with the use of CCM elements.
These outcomes were maintained even after adjustments were made for treatment

intensification.



A study in Colorado of 90 clinicians and 886 patients also showed that the CCM
is significantly associated with a decrease in HbA1c and cholesterol (Nutting et al.,
2007). Physicians were recruited from the Copic Insurance Company database, which
includes more than 95% of the primary care physicians in Colorado. Clinical staff in 30
practices agreed to participate. The participants were given a uniform set of instructions
to generate a list of patients with diabetes. The patients who were identified were sent a
letter from their primary care physicians inviting them to participate in the study. These
researchers used a questionnaire about current practices and the use of elements of the
CCM. They focused on nine items:

(a) The use of a registry to identify and track care, (b) the use of a tracking system

to remind patients of visits, (c) follow-up telephone calls, (d) the use of published

practice guidelines, (e) involvement of office staff in identifying and reminding
patients in need of follow up, (f) assistance to patients in setting and attaining
self-management goals, (g) referral of patients to someone within practice for
diabetes education, (h) referral of patients to someone outside of practice for

diabetes education, and (i) use of flow sheets to track elements of care. (p 16)

Nutting et al. (2007) found that greater use of the elements of the CCM was
associated with a decrease in HbAlc and lipid ratios. For example, for every unit increase
in reported use of the CCM elements, there was an associated decrease of 0.3% in HbAlc
and 0.17% in lipid ratios. In addition, the clinicians in Colorado reported being able to
incorporate elements of the CCM without major structural change to their practice
routine. These changes also could occur with modest clinician-level efforts. Nutting et al.
found that the presence of an electronic medical record does not substantially improve

care unless it is used to support chronic care in specific ways, such as flagging for

overdue tasks and providing reminders to support self-management activities.
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The CCM provides a basis for a paradigm shift toward preventative care. A study
of 707 patients selected at random from a diabetes registry in the Seattle region
randomized patients to the intervention of chronic care clinics or usual care (Wagner,
McGregor, et al., 2001). The intervention involved of the use of chronic care clinics that
consisted of an assessment; individual visits with a primary care physician, nurse, and
clinical pharmacist; group education; and peer support session. Self-management support
was included in both the individual counselling with the nurse and during the group
session. Surveys were sent to the participants on three separate occasions, and they
collected data on preventative measures, measures of health status, depression scale, and
diabetes satisfaction.

Wagner, McGregor, et al. (2001) found that the intervention group had
significantly more preventative care, such as eye and foot care. The intervention group
also had more primary care visits but significantly fewer specialty and emergency room
visits. There was a reported positive association between the number of clinics attended
and patient satisfaction and HbA1c levels. There also were higher rates of participation in
patient education, and the intervention group reported the helpfulness of all forms of
diabetes education as significantly higher. These researchers looked at the cost of these
types of programs and found no difference in health care costs between the intervention
group and the control group. There were no significant differences found in physical
function or depression measures but the intervention group reported their general health
to be significantly better than that of control patients. Being in the intervention group had

a positive effect on patient self-management of their disease.



Patient Self-Management

The key to good chronic disease care is to empower patients with the necessary
information to manage the disease themselves. Patients with diabetes see a health care
provider for 10 to 15 minutes four times a year, which is equivalent to 1 hour of
interaction annually (Peeples & Seley, 2007). Health care providers diagnose, prescribe,
and adjust medications, and they also monitor for complications, but the patients make
the decisions about day-to-day management of the disease. Providing patients with the
information to handle this decision making is essential in chronic disease management.

The Diabetes Attitudes, Wishes, and Needs study (DAWN) was the largest
psychosocial diabetes study of its kind (Alberti, 2002). It addressed the perceptions and
attitudes of more than 5,000 people with diabetes and nearly 4,000 diabetes health care
professionals in 13 countries. The research was conducted in 2001 and consisted of face-
to-face or telephone interviews depending on the country, the culture, and the local
telephone penetration rate. The interviews were 30 to 50 minutes in length and focused
on aspects of patient self-management such as physical health, diabetes knowledge and
beliefs, life patterns, personality, sociocultural environment, and diabetes history.

Alberti (2002) found that most of the people interviewed reported not following
the treatment recommendations given by their health care professionals and that many
people found their diabetes demanding and prevented them from doing what they wanted.
The health care providers recognize that psychosocial factors strongly influence how well
patients manage with diabetes. The study confirmed that half of the patients with diabetes
felt a great deal of stress and anxiety from the diabetes and that 20% felt “burned out.”

Alberti reported that only 33% of the respondents felt they were effectively managing
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their diabetes. The DAWN study emphasized that a family network or other support
system is needed to help patients cope with the demands of the disease. Those with strong
support have a better sense of well-being, which leads to better self-management, as
compared to those who live alone and do not manage the disease as effectively (Alberti).

Spann et al. (2006) examined the diabetes status of 822 patients with diabetes
within four primary care practice-based research networks in the United States. The 95
participating clinicians were asked to enroll 10 consecutive diabetes patients for the
study. The clinicians completed a baseline questionnaire about their practices, and the
patients completed a baseline questionnaire prior to their clinic visit about self-
management activities. After the visit, the clinician completed a checklist of diabetes
complications and medical information, which included laboratory values.

Spann et al. (2006) found that in primary care practices, only 40.5% of patients
achieved HbA1c targets of less than 7.0%, 35.3% achieved blood pressure targets of
130/80 mmHg, and 43.7% achieved LDL cholesterol targets. They also found that only
8.4% of practices used disease registries and that 72.6% used disease-specific protocols
and flow sheets. Among standard care practices that do not actively involve patient
management support, less than half of patients are meeting recommended targets. Spann
et al. also found that 47.5% of the patients with diabetes had at least one complication,
indicating that it is necessary to provide patients with the tools they require to actively
manage their disease. Clearly, visiting primary care providers is insufficient in
encouraging patient self-management. Being actively involved in the management of

their disease will also have an impact on patient satisfaction with care.
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Patient Satisfaction

Patient satisfaction can be useful in the development and evolution of chronic care
programs. It is important to obtain the perspective of the persons for whom the programs
were actually designed. If self-management is the key to CDPM, programs that do not
provide patients with adequate support or information will not keep them engaged with
their care. Roblin, Becker, Adams, Howard, and Roberts (2004) conducted 41,209
random patient satisfaction surveys from 1997 to 2000 to investigate patient satisfaction
and primary care visits. All of the patients were members of Kaiser Permanente Georgia
throughout the metropolitan Atlanta area. The post visit survey was administered by
phone within 2 weeks of the visit. Each patient survey was linked with the original
patient visit record to obtain information on the presenting condition.

Roblin et al. (2004) found that the patients were more satisfied with practitioner
interaction on visits with a physician assistant or nurse practitioner than with a medical
doctor in the area of adult medicine and pediatrics. They also reported that factors other
than type of practitioner had a more profound influence on patient satisfaction. Time
restraints on visits and whether patient requests for specific practitioners were
accommodated accounted for a greater proportion of patient satisfaction than type of
practitioner. In the area of diabetes, the patients reported more satisfaction with a medical
doctor than a physician assistant or a nurse practitioner. Diabetes was the only specific
condition in which a difference in satisfaction based on practitioner type was evident.

A study in the inner-city health district of Greater Manchester was designed to
measure well-being and treatment satisfaction in older people with diabetes (Petterson et

al., 1998). The diabetes register for the Salford Collaborative Diabetes Care Program was
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used to identify prospective participants by the computer using random numbers. Mail-in
surveys were used to collect data on the well-being and treatment satisfaction of older
people. The diabetes register is updated annually with details of the patients, including
biochemical data such as HbA1c. Petterson et al. found that well-being or satisfaction
correlated with HbAlc. They also found that the patients using insulin tended to be
younger and reported lower well-being. There were no differences in well-being and
treatment satisfaction between patients treated with diet alone or with oral medications.
Overall, the females in the study reported lower well-being than the male participants did.
The female participants also tended to rate their treatment satisfaction higher than the
males. Patients with longer duration of diabetes were generally more depressed and
reported lower general well-being.

These findings were similar to those of a study of 1,348 patients with Type 2
diabetes in Holland (Redekop et al., 2002). General practitioners, who were selected from
a computer database, recruited patients from their practices to participate. The
participants completed questionnaires regarding quality of life and treatment satisfaction.
Redekop et al. found that patients using insulin therapy had a lower health-related quality
of life. They also found that obesity, presence of complications from diabetes, older age,
and female gender resulted in a lower health-related quality of life. Having no
complications increased the participants’ ratings of quality of life. Overall, there was high
treatment satisfaction with diabetes care.

Gross et al. (2003) conducted a study of 135 people with diabetes in 12 primary
care practices in Israel that examined patient satisfaction and practitioner adherence to

guidelines. Physicians employed by the Clalit and Maccabi health plans were randomly



sampled, and participants were randomly obtained from a list of diabetic patients
provided by each physician. Telephone interviews were conducted using structured
questionnaires. The patients were asked questions regarding the use of clinical guidelines
and satisfaction with their primary care physicians and treatment of diabetes. Gross et al.
found that adherence to guidelines and maintenance of constant communication were
positively associated with patient satisfaction. Both are crucial elements in the
development of primary care chronic disease programs. This study also found higher
patient satisfaction with physicians with a fixed salary because they have an incentive to
keep patients satisfied as compared to physicians who are reimbursed according to the
number of patient visits.

Summary

Diabetes is a chronic health condition that is going to increase to epidemic
proportions over the next decade. The cost of treating the complications of this disease
are astronomical, and research has supported the assertion that the financial and physical
costs of these complications can be reduced by increasing the intensity of diabetes
management. Managing complications within primary care is also more cost effective
than in hospital care. In order for this to occur, patients must be able to self-manage their
diabetes to gain optimal control.

The use of the CCM (2007) has been well documented to help with the
management of chronic disease, as long as it is used in a way that increases the self-
management aspect of chronic disease. Minor practice changes to incorporate elements of
the CCM that activate patients has been clearly shown to reduce HbA1c and lipid ratios

as well as increase patient satisfaction and self-management participation. The use of the
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CCM as a format for the increased monitoring of outcomes of diabetes within primary
care is not sufficient to achieve better glycemic control such that the prevalence of
complications is reduced. Diabetes self-management programs need to be accessible to
patients and evaluated regularly to ensure that patients are receiving the support and
education they need to proactively manage their diabetes and increase their overall well-

being in order to be sustained.



CHAPTER 3: NEEDS ASSESSMENT
Region of Peel
The Credit Valley Family Health Team (CVFHT) is part of the Mississauga-
Halton LHIN, which is composed of portions of both the Region of Peel and the Region
of Halton (see Figure 2). The Region of Peel serves the communities of Brampton,
Caledon, and Mississauga in Ontario. Although the CVFHT does not exclusively provide
services to patients in the Region of Peel, a large majority of the patients reside within
this region. Because diabetes funding is provided based on census data per region, data

for only the Region of Peel are discussed in this study.

Figure 2. Map of the region of Peel.
Demographic and Population Trends
The Region of Peel has a population of 1,159,405, a 17.2% increase since 2001
(Statistics Canada, 2007a, 2007b). The population density per square kilometre is 933.2,
and the mean age of the population is 35.6, with the mean age of males at 35.0, and the
mean age of females at 36.1. Approximately 78.9% of the population is over the age of
15. Within the Region of Peel, 520,350 residents are legally married, 49,275 are

divorced, and 41,000 are widowed (Statistics Canada, 2007a, 2007b). Tables 1 and 2
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represent the immigration characteristics and religious views of the people living within
the Region of Peel.
Table 1

Immigration Characteristics in the Region of Peel

Immigration characteristics Total population
Canadian-born population 553,440
Foreign-born population 424,820
Immigrated before 1991 265,845
Immigrated between 1991 and 2001 158,975
Nonpermanent residents 7,300

Source. Statistics Canada. (2007b). 2002: Community profiles. Retrieved from http://www12.statcan.ca/
english/Profil01/CP01/Index.cfm?Lang=E

Table 2

Religion in the Region of Peel

Religion Total population

Catholic 392,640

Protestant 242,940

Christian Orthodox 24,000

Muslim 53,470

Jewish 2,635

Buddhist 14,985

Hindu 46,965

Sikh 58,315

No religious affiliation 116,740

Source. Statistics Canada. (2007b). 2002: Community profiles. Retrieved from http://www12.statcan.ca/
english/Profil01/CP01/Index.cfm?Lang=E

Education

The education level of people in the Region of Peel is similar to that of Ontario in
regard to high school education and college certificates for most age categories. Data
from the census in 2001 showed that within the Region of Peel, 34.6% of the population
ages 20 to 34 have a high school diploma, compared to 33.7% in all of Ontario (Statistics
Canada, 2007b). In the age category of 35 to 44, 26% of the population in Peel have a
high school diploma, compared to 25.6% in Ontario. The percentage of the population

who have a college education also is similar, with 19.3% of those ages 20 to 34 and 21%
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of those ages 35 to 44 within Peel, compared to 19.5% and 21.2%, respectively, within
Ontario. There does se<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>