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What are we trying to

accomplish?

How will we know that a

change is an improvement?

What change can we make that

will result in improvement?

Model for Improvement

Three Fundamental Questions

Act Plan

Study Do

Three Fundamental Questions

Aim Statement

Measures

PDSA
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Using the “Chronic Care Model” to Redesign Practice Delivery Systems 
  

Self-Management Decision Support 
Clinical Information 

System 
Delivery System Design 

Health Care 
Organization 

Community 

Collaborate with patient 
and family to set and 

document shared 
management goals: 

short-term (impairment) 
and long-term (risk). 

Embed evidence-based 
guidelines into structured 

encounter forms/EMR 
prompts to guide decision-
making, ensure compliance 

with documentation and 
support performance 

tracking. 

Establish a 
registry/database of 
asthma patients for 

which the health care 
system assumes 

responsibility. 

Establish multi-disciplinary 
clinical teams for planned 
care (i.e., identify provider 
champion, nurse champion 

and asthma care team). 

Make improving chronic 
care a part of the 

organization’s vision/ 
mission and 
performance 

improvement and 
business plans. 

Establish linkages with 
community 

organizations to 
develop support 

programs and policies. 

Use self-management 
education and tools that 
are based on evidence 
of effectiveness, such 
as the Asthma Action 

Plan. 

Promote the use of inhaled 
corticosteroids as the first-
line of long-term controller 
therapy for patients of all 

ages with “persistent” 
asthma. 

Designate staff for 
data entry. 

Define roles/ delegate tasks 
to optimize staff efficiency 
(i.e., train/cross-train office 
staff to assist clinicians in 

maintaining the demands of 
quality planned care visits). 

Ensure that senior 
leadership and staff 
visibly support and 

promote the effort to 
improve the delivery of 
quality asthma care. 

Raise community 
awareness through 

networking, outreach, 
and education (i.e., 
health fairs, PTA 

meetings). 

Emphasize the patient/ 
family’s central role in 
managing their health 
and communicating 
with providers (i.e., 
symptom diaries, 

questions). 

Invite providers to 
participate in interactive 
workshops that promote 

evidence-based practices 
and communication 

strategies that enhance 
self-management skills. 

Develop processes 
for use of the registry 

(i.e., reminders for 
seasonal influenza 
vaccine and pro-

active care-planning). 

Promote planned care 
interactions that support 

evidence-based care (i.e., 
assessing severity/control, 

frequent monitoring of 
impairment/risk, stepwise 

therapy). 

Promote effective 
improvement strategies 

for comprehensive 
system change; provide 

report cards and 
performance incentives. 

Partner with schools, 
workplaces, faith-

based organizations, 
and other community 

organizations to 
promote awareness 

and encourage 
coordination. 

Provide patients with 
literacy-appropriate 

tools and materials that 
equip them with the 
skills that change 

behavior and 
encourage self-

advocacy. 

Educate patients about 
EPR-3 recommendations 

and GIP priority messages 
to empower them to 

participate in their care and 
be pro-active consumers of 

the health care system. 

Delineate an “Asthma 
Care Map” to code 

for prompts and 
ensure 

comprehensive entry-
to-exit asthma care 
and documentation. 

Provide clinical case 
management services for 
complex patients; mental 

health support/referral when 
needed. 

Embed measurement 
and monitoring in 

workflow in order to 
track quality and 

provide feedback to 
providers and 

leadership. 

Provide a list of 
community resources 
to patients, families, 

and staff. 

Use group visits to 
teach self-management 
skills and facilitate peer 

support. 

Establish linkages to assure 
that primary care providers 

have access to expert 
consultation and specialty 

support (allergy skin 
testing, spirometry). 

Monitor provider 
compliance with 

documentation of 
defined quality 
asthma care 
indicators. 

Promote the patient-provider 
partnership to ensure 

scheduled follow-up that 
supports planned care visits. 

Facilitate care 
coordination within and 

across partnering 
organizations. 

Facilitate the linkage of 
potential community 

resources with 
providers (specialists, 

smoking cessation 
programs). 

Spend time dispelling 
myths and addressing 
cultural health beliefs 

and readiness-to-
change. 

Help patients identify 
potential allergen and 

irritant triggers and provide 
specific guidance on 
reducing exposure. 

Use the registry to 
provide feedback to 

providers and leaders 
about results and 

outcomes over time. 

Provide literacy and 
linguistically appropriate 
care that fits with their 
cultural background. 

Maintain linkages with 
leadership of local 

health plans (i.e., data 
collection and client 

services). 

Recruit student 
volunteers/summer 
interns to research 
community asthma 

resources. 


