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CDEMS User Newsletter 

June 14, 2007 ~ Kent, WA
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Fifteen CDEMS users attended the June 14, 2007 User Group meeting in Kent, WA.  Participants were: Marian Sofferin & Rhonda Thompson (Polyclinic), Bev Roder & Melody Alefteras (Physicians of Southwest Washington IPA), Jodi Jarrell (Highline Medical Group), Elena Robb (Yakima Valley Farmworkers Clinic), Sara Barker & Erica Long (Sea Mar Community Health Centers), Gigi Altaras (Swedish Physicians), Liana Pence, Sibylle Troyer, Shari Peterson and Jeffrey Wright (Northwest Physicians Network), Dan Monahan (GlaxoSmithKline), Michelle Henry (Healthways/Premera), Francisco Arias-Reyes (WA-DOH Diabetes Prevention & Control Program), and Jackie Gianunzio (CDEMS Technical Support).

“Pay-for-Performance” was the main discussion topic for the meeting with an introduction and overview provided by Michelle Henry of Healthways.  Jackie Gianunzio presented a short demonstration of CDEMS reporting tools for documenting pay-for-performance measures.
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Quote of the Day

 “By having a chronic disease registry, you’re far ahead you are in this pay-for-performance area.”

- Michelle Henry


Heathways

Pay-for-Performance Introduction & Discussion

Michelle Henry of Healthways opened the User Meeting with an overview of pay-for-performance objectives.  Healthways is a disease management company contracting with insurance companies to provide disease management programs, support and tools.  Building a pre-natal registry for Snohomish Community Health Center in Everett was Michelle’s first encounter with CDEMS.  Currently working with the Premera Healthy Connections program through Healthways, Michelle provides RN, QI and office manager support in provider offices, often assisting with registry issues.

With pay-for-performance just beginning, major insurance companies are starting with reimbursements for only large facilities.  Pay-for-performance is outcomes-based compensation giving people, providers and agencies incentives for doing their job well.  Michelle emphasized that pay-for-performance is a win for everyone with medical practices getting more money and patients getting better care.  Pay-for-performance is intended to fill in the gaps between what is recognized as optimal care and what is recorded as actual performance.  According to the CDC, the hole in care accidentally left out is not a gap; it’s a chasm!  Paying for chronic disease management based on outcomes shifts the paradigm from the typical fee-for-service structure that lacks reimbursement for patient calls, follow-up letters, and chronic care tracking.  The boom in electronic information systems and development of best practices and standards of care guidelines drive the current pay-for-performance movement.

In discussing NCQA certification and pay-for-performance, Michelle was optimistic that pay-for-performance will be rolled out in many companies within the next two years.  While not called pay-for-performance everywhere, it all will involve outcomes-based information.  Michelle’s uneducated guess is that the pay-for-performance concept will spread to smaller practices within two years.

The group contemplated overlapping programs and the dilemmas around not having a single good program.  Michelle recognized the Washington State Collaborative as the closest to full integration of the chronic care model.  She encouraged reliance on tools that meet national standards and the need for more evidence-based tools with national standards.  Use whatever works for you realizing that you may have to sift through some of that data.  Everyone’s solution will have variations that make the approach similar, but different at the same time.  Best advice: use whatever program works best for you based on national standards.

Francisco Arias-Reyes suggested looking at NCQA, American Academy of Family Physicians and standards consistent with HEDIS measures.  Test and run reports to test out how you are doing on HEDIS measures.

Resources:

· American Academy of Family Physicians has great toolkits:  http://www.aafp.org/online/en/home/aboutus/relatedsites/fammedassociations.html


· American Diabetes Association:  www.diabetes.org
· WA Department of Health has wealth of resources available on web site; many are free:  www.doh.wa.gov.


· Healthways:  http://www.healthways.com/
· National Committee for Quality Assurance (NCQA): http://web.ncqa.org/
· National Institutes of Health:  http://www.nih.gov/
· U.S. Department of Health & Human Services - Centers for Disease Control & Prevention:  http://www.cdc.gov/index.htm
During a discussion of patient outcomes measures on a general level, Michelle recommended using CDEMS to look at changes.  For example, look beyond patients at HbA1c < 7.0 and consider comparing patients with HbA1c less than 9.0 to evaluate improvement on goals over time.  Some insurance plans evaluate progress from year to year and will look at improvement in values lowered from the previous year.

Polyclinic has used CDEMS helps assess where providers were in preparation for NCQA in deciding which docs to do chart abstraction on.  Swedish used CDEMS data for NCQA starting with providers using CDEMS and reviewing charts later from those not using CDEMS.  If not using registry to fullest extent, gaps become chasms and holes occur.  Sometimes the charts did not support what providers said they did.  Between the lines, if you are getting accredited, documentation must be in the chart or “it didn’t happen”.  Highline used CDEMS to get a visit list to match up with billing system data.  The list printed the patients eligible for the documentation process.

Not all payers are paying for outcomes yet, but they will be based on outcomes data compared with claims data.  Michelle tips:

· can’t stress enough the importance of recording insurance information!!!

· coding is extremely important – e.g. visit billed as DM visit but not really DM – metformin for non-DM use such as metabolic syndrome – LOOK UP CODES!

PFP data in some practices will come out shining through accreditation process.  Some will be listed on web sites.  Don’t think you can sneak by.  You can be one of these top practices by using CDEMS data!

Claims data v. registry data.  Michelle predicts that insurance companies will eventually use registry data for reimbursements.  Don’t know when, but it will happen.  Puget Sound Health Alliance is currently looking at what data is acceptable for reporting.

For the future, be prepared for payers to look at the following tick marks:

· Registry ability for clinics to document QI process

· QI process

· Standards

In talking with colleagues across country, Jackie reported that some plans provide incentives for just having a registry in place, for utilizing a registry, or for having the chronic care model on board.

Francisco stressed that for certification rural clinics need these measures.  They must have a working registry to be re-certificated.  These are issues that will be addressed in Washington State Collaborative 6 (WSC-6) starting next year.

Michelle Henry emphasized the time commitment involved with registries.  That’s where physicians tend to balk, but they need to look at the bigger picture -- reimbursements are possible.  The up-front time is nothing -- think ahead!  Time invested in being proactive with a registry is time is well spent.  

Some EMR companies are starting to build in registry functions.  There’s been a debate at the Community Health Centers about giving up CDEMS for reports from NextGen.  A good question to ask when looking at EMR is whether you’ll be able to get similar reports that you can now get from CDEMS.  Know your questions when shopping for EMR’s – be prepared.  Gigi cautioned that all EMR’s say they can do reports, but much IT time is required, and there are often charges for specialized reports.  Swedish has decided to stay with registries until their EMR is more fully tested and bugs worked out.  Some labs are designing electronic uploads to registries and EMRs.  Look at integration of systems as much as possible when choosing an EMR.

Insurance status – Primera pays on Primary insurance only so it may not be necessary to track secondary payers.

A suggestion was made to consider displaying Insurance on the CDEMS Progress Note.  Current users should start paying attention to how insurance information is captured in the registry.  Now’s the time to review insurance lists in CDEMS to make designations more meaningful.  And, begin cleaning up insurance entries to match these designations.

Pay-for-performance reports must be run by PCP, then by Insurance.  Patients who are now inactive may still be eligible for outcome reimbursements.

CDEMS allows you to set up the program and work with providers so that they are doing everything they need to do in monitoring a chronic condition.  If you’re using the registry to its fullest capability delivering best patient care, it will support the claims data needed for reimbursement.

CDEMS Pay-for-Performance Tools


New features of the 6-20-07 CDEMS Reports upgrade were demonstrated by Jackie Gianunzio, CDEMS Support Specialist.  A new filter has been developed to report by insurance payer when developing summary reports using the “Create-a-Report” template.  After clicking the “Calculate” button to run the user-defined summary, there’s an option to create the report for each insurance payer used in the registry.  This works similar to the PCP option where a summary is generated with statistics reported for each provider in the registry.

By including the “Insurance” field in the “Create-a-List” selections, intervention lists can be created and then filtered to drill down patient documentation to the insurance level.  This is not a new feature of the CDEMS Reports program, but Jackie demonstrated examples for using the filtering and sorting tools in access patient data that may qualify for reimbursement. 

CDEMS does not store historical insurance data and therefore has no way of tracking changes to a patient’s insurance plan.  CDEMS can provide a list of diabetes patients to match with the current insurance patient list.  Payers want to know who they are currently responsible for.  History is less important, but may be looking retrospectively at 2006 data.  The group discussed the possibility that insurance history may be needed in CDEMS -- an insurance table that tracks start and end dates for insurances similar to med or condition start and end dates in CDEMS.  Some questioned whether it would be appropriate to track insurance at this level in a registry and whether it could realistically be maintained and synchronized with billing data.  The need for insurance history in CDEMS will be monitored closely as pay-for-performance evolves to determine whether this capability is critical. 

A CDEMS summary report can be an important tool for comparison with insurance reports.  It allows reconciliation of differences with claims issues.  Some tests may need special queries in order to report on multiple events within a time period (e.g., special queries to look at historical data).  It’s possible to develop more complex, multi-variate queries in CDEMS and include in the Special Measures section of the Create-a-List template.

On a final note:  Pay-for-Performance sounds punitive; Pay-for-Outcomes is more positive.

 And, the door prize goes to… Jeffrey Wright!   

The door prize for the June 14 User Meeting went to Jeff Wright who has worked with Northwest Physicians Network for the last five years.  He is currently a case manager with NPN learning the chronic care model and assisting providers with CDEMS.  He is eager to learn and enjoys working with providers at NPN clinics. 














































CDEMS 6-20-07 Reports – new “insurance” filter for Create-a-Report summaries.
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