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Chronic Disease Management 
Quality Improvement Program 

Continuous improvement of chronic disease 
management in Saskatchewan 
• CDM visit flow sheets standardized, evidence-based and 

reflect best practice 

– Phase 1: Diabetes and Coronary Artery Disease 

– Phase 2: Heart Failure and COPD 

– Phase 3: Two conditions to be decided 

• Reports to support optimal care 

• Track patients due for follow-up and tests 

• CDM-QIP payments to participating physicians 



CDM-QIP - Governance 





CDM-QIP implementation 

• Clinician engagement – incentives, training, 
support 

• Managing the program  

– requirements from CSEG 

– vendor management 

– testing 

– delivery and change management 

– communication and support  

– enhancement according to new clinical guidelines 

 

 









CDM-QIP Dashboard 



CDM-QIP Metrics 2016-17 

• PHYSICIAN UPTAKE:  765 GPs and NPs 
enrolled in CDM-QIP with 2 or more visits 
submitted to the CDM repository. 

 

• PATIENT UPTAKE: 70,000 unique patients 
living with a chronic condition with flow sheet 
data in the CDM repository. 
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CDM-QIP Enrolled Providers
2016 - 2017 Fiscal

Physicians Nurse Practitioners Monthly Goal Fiscal Goal
Date Prepared:  05/04/2016
Report Contact: Megan Tompkins, eHS
Source:  eHR Viewer Data Extract Report.
Refresh Cycle: Monthly
Operational Definition: Number of unique providers (physicians and nurse practitioners) that have submitted  at least two visits to CDM-QIP 
repository (either through eHR Viewer or via EMR export). The goal is to have 765 providers enrolled by the end of March 2017. 

PLT May 2016 Wall Walk Update

By March 31, 2017: There will be 765 GPs and NPs 
enrolled in CDM-QIP that have two or more visits 

submitted and saved in the CDM repository.

By 2017, people living with chronic conditions will experience better health as indicated by a 30% decrease in hospital utilization related to 6 common chronic conditions 
(Diabetes, CAD, COPD, Heart Failure, Depression, and Asthma).

By March 31, 2020, 80% of patients with 6 common chronic conditions (DM, CAD, COPD, HF, Depression and Asthma) are receiving best practice care as evidenced by the 

completion of provincial templates available through approved electronic medical records (EMR) and eHR Viewer.
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CDM-QIP Metrics 2016-17 

• PHYSICIAN UPTAKE:  765 GPs and NPs 
enrolled in CDM-QIP with 2 or more visits 
submitted to the CDM repository. 

 

• PATIENT UPTAKE: 70,000 unique patients 
living with a chronic condition with flow sheet 
data in the CDM repository. 

 









CDM-QIP Metrics 2016-17 

CONTINUITY OF CARE: Percentage of CDM-QIP patients seen by 

more than one GP/NP at more than one clinic is ≤1.5%. 0.08% 

 

DATA QUALITY: Percentage of CDM-QIP visits that reach CDM 

repository successfully without data quality issues ≥95%. 97.4% 

 

QUALITY OF CARE: 75% of unique patients with data in the CDM 
repository will have had all their best practice indicators met 

within a twelve month period. 12.2% 
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CDM-QIP 



 

 

 

 

Thank you 


