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Meeting Highlights

A small group of CDEMS super users attended the October 2, 2008 CDEMS User Support Meeting.  Participants were: Sara Barker (Sea Mar Community Health Center), Jodi Jarrell (Highline Medical Group), Gigi Altaras (Swedish Physicians), Seth Wolpin (Providence Everett Health Care/University of Washington), Tammie Bigelow (Physicians of Southwest Washington), Jeanne Harmon and Francisco Arias-Reyes (WA Department of Health), and Jackie Gianunzio (CDEMS Support Specialist). 

The meeting was a free-form discussion of CDEMS about ongoing EMR report-writing issues, quality improvement tools, technology issues during patient visits, CDEMS data entry strategies, special reporting needs and consideration of additional filters for future CDEMS reports development.  The group also explored the pros and cons of web meetings for future CDEMS User meetings.

Quote of the Day

“Until we are all on Epic and figure out how to use it, we’ll keep entering data into CDEMS to continue our quality program.  We would lose so much ground without it.”

Gigi Altaras 

Swedish Physicians                

User Presentation/Discussion

The user presentation on the re-implementation of CDEMS at Yakima Valley Farmworkers clinics was postponed because Elena Robb could not attend the meeting at the last minute.

Data Sharing.  The meeting began with a continuing discussion of reporting needs not met by EMR systems.  CDEMS users at Sea Mar, Highline Medical Group and Swedish Physicians described their challenges in pulling data from EMR into CDEMS for population-based analysis.  Gigi Altaras shared their EMR vendor is very proprietary and that she could never ask to allow their data to be pulled from Epic.  Jodi Jarrell hopes to generate reports to pour into the CDEMS reporting tool, but incomplete data may be the bigger challenge with the Misys system.  Sara Barker reported that it’s easy to get vitals and labs from NextGen, but other services are more difficult and will require a lot of data dumping to pull data from the EMR in an Excel format to import into CDEMS.  Sara and Gigi both discussed the huge decision about whether to include all diabetes patients from the EMR in the registry.

Mineable Data.  The issue of EMR data formats was discussed at length.  Gigi explained the importance of entering data into the right types of EMR fields in order to be accessible for reporting.  While the EMR progress note may contain great data, text data is not mineable for reporting purposes.  A recent lab issue brought things to a “screeching stop” at Swedish where flowsheets had been designed to collect point-of-care lab data directly into Epic.  On implementing the flowsheet, they soon realized a limitation where labs entered through the lab interface, not associated with a visit, don’t flow into the flowsheet.  Resolution would require dual entry of lab results in Epic.  While a big Epic upgrade is expected in April 2009, a fix for the lab issue isn’t expected.  

Gigi says that data entry has continued into CDEMS carrying out a pledge made early on in the EMR implementation that “Until we are all on Epic and figure out how to use it, we’ll keep entering data into CDEMS to continue our quality program.  We would lose so much ground without it.”

Quality Dashboard.  Gigi described a reports application being developed by a WA company called Deep Domain.  The Quality Dashboard is a user-friendly tool that can be placed on top of any system to pull data for very sophisticated reports with little technical intervention.  The Dashboard is a universal translator and retriever of information readily compatible with most data formats (e.g. most EMR systems, Excel spreadsheets, CDEMS and other Access databases).  Deep Domain is looking for clinics to test the product for free; for Deep Domain contact info, send a note to jackie@cdems.com.  Swedish is now testing diabetes reports with Epic data accessed through the Quality Dashboard.  Even if testing is successful, only data on vitals and labs will be reported because data stored in Epic text fields is not mineable.  The importance of setting up data fields at the start of EMR implementation cannot be emphasized enough.  The group discussed the drivers of EMR development – hospital/billing systems vs. primary care.    

QI drives registry use.  “Quality Improvement!” was the over-whelming response to Jackie’s question to the group about what drives use of the registry.  In summary, CDEMS is reported as the backbone of quality improvement work providing data to show how well practices are doing or not.  Data is what gets people’s attention!  Registry data is helpful in getting grants for community health centers and for positively impacting provider satisfaction and productivity.  Chart audits may be the only alternative for evaluating subpopulations, and that is a “hit or miss” approach.  Registry data is valuable for studying patient retention and following up with patients who don’t come back and also for producing patient lists for special events or patient programs.

Registry expertise is transferrable!  Francisco sees clinics working at different levels with CDEMS as being used to working on quality.  The experienced QI people will be really instrumental at helping to work through EMR limitations.  Jackie shared that QI teams experienced in managing chronic disease health care with CDEMS often are the critical experts transitioning their clinics to new medical information systems.  They are the ones who know how to identify measures for evaluating outcomes and analyze data to see how individual patients are doing and how a clinic is doing with a population as a whole.  The knowledge gained with CDEMS extends beyond the technology to the use of data for analyzing outcomes and improving care.  The need to understand “reportable fields” was again discussed in this context.  Jodi cautioned about signing up for transcription services that could result in the loss of ability to use the data.

EMR Decisions.  The discussion extended next to the voices involved in EMR decision-making.  Several felt if QI had been involved earlier in the decision process, they wouldn’t be scrambling to get data out of the system now.  Chronic disease health care, reminders, building templates and reportable fields are concepts that need to be understood earlier when setting up a new system.  Money and resources are always competing issues in the decisions about what is affordable and what can be lived without.  Many fear their voices won’t be heard and QI will become more difficult to conduct.

Pop-Ups.  Another concern with EMR’s is the flagging or reminder system.  For some systems the reminder system choices are set across the primary care system, not by the provider.  Systems are often overloaded with too many reminders to address.  Jeanne Harmon raised the question: if chronic health care issues aren’t addressed during an acute care visit, when would those reminders ever be addressed?

Technology Distractions.   Jackie expressed concern about health care providers focusing on computers rather than patients during visits.  Francisco said special training is available to help overcome both patient and provider issues with technology interfering with patient time.  There is concern about losing contact with the patient while reviewing popups and entering information into the computer.  Jodi recalled a short video demonstrating the efficient and patient-friendly electronic medical record workflow established by Dr. Dan Griffin at Alpenglow Medical in Fort Collins, CO.  The video shows the reduction in patient wait time and the successful integration of the “right” EMR that allows a practice to customize for the way they work in a controlled, organized and well-run setting.  Thanks to Jodi for providing the link to this streaming video: http://www.qualishealth.org/lkjhg/asdf.htm.  In more advanced systems, patients can enter some of the data themselves to save time.  Jeanne Harmon talked about health vaults developed by Microsoft where patients enter data to share information with their providers.  It’s a way to get people involved in their own health care, and many tech savvy patients want to be involved in this way.  Seth reported that cancer patients are recording their symptoms using touch screen computers at UW.

Data Entry Strategies.    Because data entry is the biggest obstacle to maintaining a registry, Jackie asked the group to share their data entry strategies and timesaving tips.  Mostly MA’s enter data into the registry at Swedish with different strategies implemented at each clinic site.  Gigi described a very efficient and successful approach at one Swedish clinic that makes EMR and CDEMS data entry part of the work to finish out a patient encounter.  It takes only about 30 seconds and avoids the backup that often occurs with batching electronic system updates.  Other clinics have found that having a single individual person responsible for data entry reduces the variability of data entry and allows for a segment of time to be established to do the work.  The risk is that if the data entry person becomes sick or leaves, the process comes to a grinding halt.  At another clinic data updates are done by an MA who really loves the work and time was set aside for her to do it.  This strategy depends on finding the right staff person with interest and talent.  Gigi says, “It’s so easy to enter data into CDEMS, but difficult to add additional tasks for staff.”   Electronic lab interfaces can also help reduce manual data entry and improve accuracy and timeliness of labs getting into the registry.  However, lab imports are becoming more complicated with point-of-care testing and non-exportable EMR data issues.

Who owns the data?  A short discussion about the ownership of electronic data followed.  Jodi pointed out that there are liability issues and customization issues around imported data used for patient care.

CDEMS Reports Filters.  Requests are growing for reports filtered in many different ways.  Jackie says enhancements to the CDEMS Reports program are being studied to offer layered filtering options that could produce a more targeted analysis that the user could define.  For example, additional filters could analyze lab and service statistics for diabetes patients who have had 2 visits in the past year.  Jackie asked the group for input on creating additional filters for the CDEMS statistical summary reports built by the user in the Create-a-Report template.  Community Health Centers need data annually for federal UDS reports for a complex analysis of the entire organization.  Data for this report is often gathered through a combination of systems including chart audits, CDEMS and/or EMR exports to Excel.  Some of the filters recommended by the CDEMS user group are shown in the list below.  Please send other filtering needs to jackie@cdems.com 

· Patients with 2 visits in the past year

· Age (user-defined parameters)

· Ethnicity

· Language

· Patients within user-specified blood pressure ranges 

User meeting format.  Since an unusually small group attended this meeting, Jackie asked for feedback about the User Meeting format.  Though it’s easier to teleconference, the in-person contact and networking opportunities would be missed.  User meetings by teleconference could be more frequent and shorter (1-1/2 hrs).  A combination of meeting types could also be offered – some in-person, some via teleconference.  Francisco suggested running a PDSA cycle to test participation in teleconferenced CDEMS user meetings.  The next meeting will be a teleconference/web meeting on January 22, 2009.  A good question was raised – where are all the new CDEMS users on this call???  
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