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Background

• The incidence of chronic disease is increasing

– Diabetes

– Hypertension 

– CKD 

– Vascular disease (stroke or cardiovascular dz)

• Increasing incidence may be due to obesity, 

smoking, poor diet, physical inactivity plus other 

nonmedical factors



ICDC Overall Objective

• To improve the health of patients living with or at 

risk of chronic disease

• Develop, implement and evaluate novel 

interventions which reduce the clinical and 

economic impact of hypertension, diabetes, 

chronic kidney disease and vascular disease



• Ongoing partnership between 

researchers and decision-makers

• Create new knowledge that will:
– impact health care (and social) policies

– lead to creation of novel interventions

• Ultimate goals:

– improve health

– Improve efficiency and equity 

of care for patients with chronic 

medical conditions

ICDC Objectives



Multidisciplinary Research Team



The research-to-policy cycle



What is already 

known about this 

topic?

Utilize health technology assessment to 

summarize existing evidence and 

observational studies to confirm 

relevance to Alberta.

For the identified population at risk, what 

interventions are known to improve uptake 

of these medications? (SR)

Why are these medications under-used by 

certain groups? (SR)

What are the determinants of health 

behaviors and inefficient medication use? 

(AKDN and  AHW data)

Which of these patients access existing 

chronic disease management programs? 

(AKDN and  AHW data)



Objectives – Using Administrative Data

• Determine the prevalence of chronic disease 

(diabetes, hypertension, CKD and vascular 

disease) overall, and by geographic location

– Administrative and laboratory data to define disease 

conditions

– GIS for mapping



• Determine the risk factors, including suboptimal 

use of prescriptions drugs and gaps in care, for 

patients with diabetes, hypertension, CKD and 

vascular disease that are associated with 

increased risk of adverse outcomes



Linking survey and admin data

• By linking data from a national survey (CCHS) 

and admin data, determine the prevalence of 

self-reported chronic disease and identify 

individuals at high risk of adverse events

– Survey data to define cohorts and predictors of 

adverse events

– Admin data for outcomes



Linking chronic disease databases 

and admin data

• Determine if there are differences in process-

based outcomes between Albertans who attend 

existing chronic disease management programs 

compared to those who do not

– “Living well” program

– Diabetic nephropathy clinic



What information is 

needed to move 

forward and how can 

it be obtained?



Design novel studies to collect primary 

information to clarify existing gaps in 

care, optimal target population and 

issues regarding implementation of 

interventions.

Utilize population based survey and 

qualitative techniques to determine clinical, 

social, cultural, economic or geographical 

barriers.

Do existing programs address these 

barriers? Which barriers are most relevant 

for Alberta? Which will be easiest / 

cheapest / quickest to address in Alberta?

What additional data are needed to design 

an efficacious, cost-effective intervention?

Are there legal or ethical issues to 

consider?

Qualitative methods

Population based survey

• Telephone

• Clinic visit 



What policy change 

should be implemented 

to improve the status 

quo?





Summary

• Administrative data a key source of information 

for the team grant

• Linkages to enhance admin data sources:

– Laboratory data

– National survey data

– Chronic disease databases


