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“As we scrolled through her e-shared care plan we 
came to the box where her goals and aspirations had 

been carefully noted. They were simple, humbling, and 
yet so powerful. The room fell silent. It brought the 

patient into the room with us. The human being was 
what we discussed as we kept these goals in mind.”
Gillian Aspin, Diabetes Clinical Nurse Specialist 

“Patient’s 
plan 

brings 
room to 
silence”
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“It’s great, now when I visit the doctor or nurse, I know they 
have talked about my care with those looking after me. They 
know me and my story and I no longer have to keep telling it.”

Karl Farell, ARI patient
(photographed with his wife Ruci and CM Health Occupational Therapist Krishna Narayan)

“I feel 
like I’m 
getting 
my life 
back”
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Informed, 

Activated 

PATIENT

Prepared, 

Proactive 

Practice TEAM

Productive  
Interactions

Functional and Clinical Outcomes

Community 
Resources and Policies

Self Management 
Support

-Advocacy 
-Resources 
-Skills Training 
-Role adaptation

Delivery System 
Design

-Providers 
-Roles Clear 
-Communication & 
Follow-up system 

Decision Support

-Guidelines 
-Provider Education 
-Specialty support 
-Feedback

Clinical 
Information 
Systems

-Registries 
-Reminders 
-Measurement 
-Feedback

Health System 
Organization of Health Care

Overview of the Chronic Care Model
Robert Wood Johnson Foundation/Sandy MacColl Institute
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Community Health Integration 

Planned, proactive care 

Community Hubs 

Urgent & unplanned care 

Enhanced Primary Care 
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“The flexibility of 
funding has meant 
we can spend more 
time with patients. 

As a result they are 
more engaged in 

managing their own 
health. We’ve seen 
incredible results.”

Devika Dayal
Nurse Leader

Greenstone Family 
Clinic
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