[name] Collaborative
Assessment Scale
1. Forming a Team: A team has been formed and a target population identified. An aim to improve chronic illness care by excelling in patient self-management, clinical decision support, positive delivery system re-design, clinical information systems, and strong partnerships with local community organizations for a specific population and clinic practice has been agreed upon and work on baseline measures has begun.

2. Activity But No Changes: The team is actively engaged in the project (research, measurement, interviews, registry development, etc.). The Chronic Care Model is understood, but work on changes in office practices has not begun.

3. Modest Improvement: Implementation of the Chronic Care Model has begun for the target population.  Initial cycles to test changes have been completed and implementation begun for some components. There is some evidence of improvement in process measures related to the team’s aim.  For example, the percent of patients with diabetes who have collaborative goals has increased by 20 percent or the percentage of patients in the diabetes registry who have received two HbA1c tests annually has increased by 20 percent.

4. Significant Progress: Most components of the chronic care model has been implemented for the target population.  There is evidence of improvement in outcome measures related to the team’s aim.  For example, the average HbA1c levels for the diabetic population has decreased by 0.5 percent or greater than 70 percent of patients with diabetes receive two HbA1c tests annually, at least 3 months apart. The team is at least halfway toward accomplishing all the goals stated in their aim.  Plans for spread of the Chronic Care Model to additional people with diabetes and/or other sites have begun.  

5. Outstanding Sustainable Results: The team has successfully implemented all components of the model for care of chronic illness in the target diabetes population. All goals in the team’s aim have been accomplished.  Outcome measures for the diabetes population indicate breakthrough improvement and are at national benchmark levels. For example, 80 percent of patients with diabetes have HbA1c under 9.  Work to spread the care model to additional people with diabetes and/or other sites is underway.
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