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Background Intervention: Self Management Group Education “TAKE Outcomes
CONTROL” and Utilization of Digital Health Tools Initiative
The Covid-19 pandemic has significantly impacted both delivery of care and patient access to Increased patient self-management
care especially when dealing with chronic disease management such as diabetes. The Credit

Valley Family Health Team (CVFHT) proactively assessed the impact of the COVID-19 Goal: Increase patient diabetes self management by promoting the discovery of how food, +  Patients who have been living with diabetes were able to see for the first time how food,
pandemic on their diabetes patient care using a triangulated approach comprised of a clinic activity, stress and medication impact glucose through the use of FreeStyle Libre glucose activity, stress and medication affect their glucose, enabling pattern identification.
survey, EMR query, and a patient survey. The problems identified were: disruption of continuity monitoring system. Therefore, enabling informed decision making related to lifestyle «  100% indicate new discovery about their diabetes that they never knew before.

of care, decrease in lab tests completed by patients, and increased risk of comorbidities. modifications and improved glucose management. »  Patients were able to take control and make informed decisions to affect better glucose
ldentified needs were: patient self-management support, digital tools for virtual education, and management.

Implementation of a recall process. Design methods: «  100% indicated they would participate in additional education sessions.

This poster iIIustraFes the proces_,ses Implemented and highli_ghts an educati(_)na_l Initiative with « Diabetes email portal created to share educational sessions and surveys with Improved Delivery of Care

the goal of supporting patients’ diabetes self-management using glucose monitoring technology patients | | | o |

and to enhance virtual visits using digital tools.  Adoption of data sharing by patient and clinic (LibreView) supported more focused

« Patients started on FreeStyle Libre glucose monitoring system and provided with
educational resources
 Sequenced 2-part sessions (1.5 hours each) spaced one week apart

discussion and decision making.
« Utlization of digital tools and reports for virtual consultations.
« Data sharing enables collaborative patient-centered consultations.

Process

/ \ « Adult learning principles and gamification to accelerate knowledge transfer and Multidiscinlinary anbroach to batient education
Needs Assessment: increase behavior change plinary app P '
%' Ef\jllflgzuurgreyy « Facilitated by multidisciplinary team (GP, RN, RD, RPh) Improved Organization of Care
3. Recall of patients appointments pre and during pandemic *  Evaluation of learning and change Patient communication portal created.
4. Patient needs survey - Team approach to care using digital tools for data sharing.
\ / . Increase In staff and resident referrals to the diabetes care team.
e _ N TAKE CONTROL Virtual Session 1: Motivation and Discovery
Intervention
1. Self-management education program . . _
2. Glucose monitoring technology to enable better self-management ) Pat.lent oright spgt Interview between _MD and a ﬁearning points \ Uned ited Pati ent Feed back
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3. Uptake of digital tools by team and patients . . v Goal: scan and discover they’re making changes. - - .
key teaching points Thev do more of the like a highway; it
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' am going"
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An EMR query will be re-run for to assess outcomes.
4. Ongoing education and involvement for interprofessional teams.

going out, lack of motivation




