While conducting this presentation, explain to the audience that the purpose of the presentation is to show how the model components, when implemented properly, can be identified in every day care.  As the audience members listen to the case study, they should raise their hands whenever they hear something that can be related to the model change concepts.  If at all possible, have the model components and their respective change concepts displayed in the room for quick reference.  After calling upon an audience member, s/he must identify the model component and then explain why the passage fits that component and its change concept(s).

The Experience of Ms. X: A Template for Presenters

Component
Concept
Ms. X

· 69 year old, Type II DM

· Just moved here from Calif. to be closer to her kids after her husband passed away.

· Used to belong to Kaiser.

· Joined GHC

· Received welcome packet and chose clinic and provider.



Org. of Care


Organization’s commitment to quality care
· Within a month, she was invited to attend the team’s orientation session. She learned about how to use the clinic. Diabetes Roadmap program was explained to assure GHC’s commitment to quality diabetes care.



Delivery design
Planned visit
· Two months later she was called by the clinic and reminded to set up an initial visit. She came in for lab work, as requested.



Delivery Design, Decision Support, Information systems, Self-management Support, Community 

Resources
Planned visit, Patient guidelines,  self-management materials, registry, regular assessment, patient empowerment and collaborative care
· Planned diabetes visit, given overview of guidelines, Right Track, etc.  Diabetes control looked good and care seemed on target. The registry was explained. She completed an assessment of her at-home diabetes behaviors.  During her initial visit, the MD described how she was in charge of her care and that he would be her guide to better health and quality of life. They discussed her concern about diet issues from the assessment and decided to reduce her chocolate intake by setting a modest weekly goal. He also explained that the ADA ran a diabetes support group visit that met every four months and encouraged her to attend.  With the initial visit complete, he also asked her to take part in his group clinical care visits that he held every four months.  She agreed.  

Information Systems,  Delivery Systems, Self-management Support
Predict patient’s needs, define team roles, visit summary, group support, home care training
· Two weeks later, she noticed a red spot on her foot. She called the PCP and was given an appointment for 11 a.m. that day. When she arrived, she was warmly greeted and shown directly to the exam room. She noticed few people were in the waiting room. She noticed a summary of her prior diabetes visit was attached to her chart. The MA took her vitals and removed her shoes and socks. She noticed that everything the MA needed was in the room, including the monofilament. The provider was able to spend a full 15 minutes with her in the room. He reminded her that the diabetes group was meeting the following week and that he wanted her to attend. She was taught how to do a dressing change and left pleased with the visit.



Delivery Systems, Information systems, 

Self-management

Support
Follow-up, reminders, facilitate individual care


· Two days later, the team RN called to check on the progress of her foot.  All seemed fine and the RN encouraged Mrs. X to log onto My.GHC and track her care data and reminders for care.  She was told she could e-mail the team if she had any questions about her foot or other care needs.

