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SNAPSHOT:  This innovative practice aims to improve the quality of diabetes management through the use of multidisciplinary 

health care teams delivering multifactorial interventions to persons with diabetes and hypertension or albuminuria, aged 

seventeen years or older. The initial pilot round was launched in five communities in Northern Alberta in 2004 and has since 

been expanded to a total of eight communities (two urban and six rural), serving over 3,000 patients. 

PRACTICE DESCRIPTION:  

In order to address the increasing burden of diabetes and chronic kidney disease, multidisciplinary teams were introduced in 

communities in Northern Alberta. These health teams consisted of a registered nurse and a registered dietician in clinics staffed 

by an endocrinologist, nephrologist, advanced practitioner/project manager, pharmacist, and clerk. The primary roles of the 

nurses and dieticians involved was to promote the development and use of evidence based protocols and guidelines,  control 

risk factors through lifestyle coaching, conduct regular follow-ups, and adjust multifactorial interventions based on individual 

development.  

The clinics were advertised to health care providers to initiate the referral process. New patient intakes involved a standardized 

assessment conducted by the nurse and dietician (two hours in duration), subsequent visits lasted one hour, and reports from 

each visit were sent to the referring physician. The education program associated with this care model’s introduction involved 

an initial five-day residential training program, followed by monthly one-day training sessions, bi-weekly telehealth sessions, 

and ongoing, on-site mentoring by the program advanced nurse practitioner.  

Initially, this pilot project was funded by the provincial government, with a startup budget of $800,000 per annum. Funding now 

falls under the Northern Alberta Renal Program, with the local health authority as the acting employer. 

IMPACT:  

During the initial data collection period between 2004 and 2005, there were 570 referrals received, of which 99% were eligible, 

and came predominantly from family physicians (as compared to specialists). A longer assessment period continued into 2007 

in which 235 patients were followed-up for one year of receiving services. Clinically significant improvements were reported for 

patients across indicators for blood pressure, glycemia, lipid levels, and albuminuria; however patients who did not adhere to 

lifestyle changes such as smoking cession had consistently worse clinical outcomes. Successes were attributed to the role of the 

multidisciplinary team and conduction of follow-up visits to reinforce advice from the physicians to operationalize lifestyle 

changes. In terms of cost-effectiveness, follow-up visits were calculated to cost $130 each but no formal evaluation was 

conducted. 

APPLICABILITY/TRANSFERABILITY: 



 
This innovative practice is considered to be highly transferrable as demonstrated by its expansion to other Northern Alberta 
communities following the initial pilot period. Although one of the initial clinics in Red Deer did close, there are now eight 
communities currently hosting these multidisciplinary clinics, and collectively monitoring over 1,800 patients. Active clinics 
include:  Edmonton, Northeast Community Health Centre (est. January 2004); Vermilion (est. January 2004); Hinton (est. 
January 2004); Wetaskiwin (est. January 2004), Edmonton, Grey Nuns Hospital (est. October 2005); Edson (est. January 2007), 
Grande Prairie (est. February 2007); Fort McMurray (est. June 2008).   
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