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Meeting Highlights

Eleven CDEMS super users attended the CDEMS User Support Meeting in Kent, WA on November 8, 2007.  Participants were: Sandra Dickenson (Tenino Family Practice), Jeffrey Wright (Northwest Physicians Network), Marian Sofferin, Rhonda Thompson, & Julia Gamble (Polyclinic), Katie Coleman (MacColl Institute), Jodi Jarrell (Highline Medical Group), Sara Barker & Erica Long (Sea Mar Community Health Centers), Gigi Altaras (Swedish Physicians), Francisco Arias-Reyes (WA DOH) and Jackie Gianunzio (CDEMS Technical Support).  Eight users attended the meeting by teleconference:  Elena Robb (Yakima Valley Farmworkers Clinic), Tammie Bigelow (Physicians of Southwest Washington), Jill Bradwell (Klickitat Valley Health Services), Annemette Olson & Leilani Goudeau, (Family Health Center-Okanogan), Sharon Richardson (Family Health Center-Tonasket), Jon George (CA Primary Care Physicians), and Janelle Kline (Ferry County Public Hospital District).

The essential role of the CDEMS Coordinator was the focus of discussion for this meeting.  Jodi Jarrell described her first year as the Chronic Disease Specialist and her activities in building a sustainable, comprehensive chronic disease management program at Highline Medical Group.  Francisco Arias-Reyes added his clinical insights about the registry coordinator role in using the registry effectively and sustaining the effort.  He also provided information about the next Washington State Collaborative for Improving Health. 

Quote of the Day

“There are limits to slicing and dicing care to different populations.  The effort is to change the way we deliver care!”

- Katie Coleman

MacColl Institute
User Presentations/Discussion

Jodi Jarrell described her passion for wellness and disease management as the motivation for her work as Chronic Disease Specialist at Highline Medical Group.  The Chronic Disease Specialist position was created over a year ago to help integrate the registry system and build a chronic disease management program.  Chronic disease management has included an in-house performance work group, a requirement that providers participate in utilizing the CDEMS registry, and getting all clinics on board.

A small internal collaborative is being used to implement the Chronic Care Model in the Highline organization.  Provider teams meet for 2-hour sessions over 3 months where the concepts of the Chronic Care Model are covered.  After provider teams complete the internal collaborative, someone from the team continues to represent each clinic at monthly committee meetings.  The emphasis moves on to new providers, with those having more established processes as mentors.  Measures are reported monthly that identify sustainability, and it has been helpful to compare results from the non-collaborative and collaborative groups 

The Chronic Disease Specialist position is part of the IS group at Highline.  That connection helped Jodi work on the technical logistics involved with integrating 10 clinic sites.  CDEMS was initially installed on local machines at each Highline clinic site.  The need to aggregate reports to view the organization as a whole and the difficulty in updating and maintaining multiple databases drove the decision to consolidate all registries into a single database located on the hospital server.  Jodi shared that initial concerns about multiple users (2-3 users at 10 clinics) in Access turned out to be “a lot less problems than I expected.”  Access licenses for everyone on the network and bandwidth issues turned out to be bigger issues that are still being resolved.  

Over the year, all databases were consolidated and a consistent program adopted to make customizations easier to implement and provide organizational reports to match a variety of needs.  Strategies have changed with the Chronic Disease Committee shifting its focus from run chart data to the processes that affect the data.  Action plans are formulated in Committee meetings to focus on foot checks or microalbuminaria testing, for example.

At Highline, like most other organizations, chart abstraction/data entry is the biggest thorn in the process because it’s so time consuming.  A payer partner is also utilized for data extraction with reps doing on-site work.  The User Group discussed the issue of third parties accessing patient data and confidentiality considerations.  At Highline, reps sign patient confidentiality agreements and do not take info away from clinic, the same as anyone hired to abstract data.  Gigi Altaras observed that this may be a gray area for each clinic to decide and to remember the intent is for quality improvement.  

Within the Highline central database, clinics can see each other’s patients.  Each clinic has a pilot and spread population.  Spread clinics hold new and elderly (+75 yrs) patients.  Each year patients seen are moved to the Pilot group with old and new patients separated to avoid diluting statistical analysis.  Meeting participants discussed this topic at length observing that a pilot group is needed for collaborative work with the pilot patients often monitored separately over time for ongoing quality improvement work.  Gigi offered that Swedish started that way but eventually integrated all clinics and patients.  Kate Coleman of the MacColl Institute observed that “There are limits to slicing and dicing care to different populations.  The effort is to change the way we deliver care!”

NCQA (National Committee for Quality Assurance) certification has just begun at Highline for diabetes & cardiovascular.  The registry is helping to identify the 25 patients meeting criteria for evaluation of HEDIS quality benchmarks.  Demonstrating quality care for reimbursements is a matter of pride within the organization though Jodi is not sure that any pay-for-performance reimbursements have been seen yet.  The group continued discussion of pay-for-performance with Gigi observing that “we’ve been hearing about this for years, but not seeing anything yet.”  There is provider resistance to the concept of pay-for-performance reimbursement and a big piece of education needed for providers and clinics about this emerging health care concept.  Pay-for-performance seems more prevalent on the East coast.  Several web sites were discussed as key resources for information in this area:

· http://web.ncqa.org/  NCQA site for information about quality certifications and HEDIS benchmark measures.

· www.bridgestoexcellence.org  “Bridges to Excellence” link to information about provider recognition and rewards for improvements in patient management and system redesign to improve quality of care

· http://www.aetna.com/foundation/grants_qc  Aetna Quality of Care grants for reducing racial and ethnic disparities in health care

Jodi concluded her presentation with the following keys to registry success at Highline:

· Support from all levels

· Provider champion is critical in getting reluctant clinics/providers on board

· A chronic Disease Committee

· Focus on processes

· No team left behind

· Assistance with data abstraction

· Collaboration & communication tools

Francisco Arias-Reyes was the Chronic Disease Coordinator at Sea Mar Community Health Centers for three years before joining the WA Department of Health Diabetes Prevention and Control Program.  As an MA in the beginning, he tried to avoid CDEMS until the Medical Director insisted that we have to do this.  After being tasked with reporting to four different collaboratives, Francisco became excited by a meeting in L.A. that was wakeup call after seeing clinics and quality assurance work and use of registries.  He had needed someone to explain QA work and, without that direction, had felt completely blind.

· It’s important to understand the Chronic Care Model, why reporting is needed and doing the work is quite challenging.  Francisco became the “CDEMS guy” – at first it was viewed was one more thing to do for the clinic personnel with much resistance and lot of excuses.  

· Leadership support is needed to explain that it’s not more work – it should make things easier.  Small PDSA (Plan-Do-Study-Act) cycles were a good methodology for trying to offer the same care to all patients” despite the challenges and differing personalities and processes at each Sea Mar clinic.  Changes were tested on small populations before applying to all clinics.

· Understanding the “big picture” is critical and communication is the key.  It doesn’t matter which road you take.  Look at what is the logical flow and find the best way to do things in your clinic.  Know who is responsible for what.  “We are altogether working for the same aim – to offer better care for our patients.”  

· The quality of data impacts the quality of reports.  Providers are driven by data.  The more accurate the data you have, the more trust you will build with your providers.  Consistency is important in entering data into the registry.  Francisco showed the cheat sheet used at Sea Mar to improve data consistency.  The cheat sheet is a good visual tool that displays a CDEMS progress note overplayed with a large textbox with guidelines for appropriate results entries and valid ranges for items tracked in the registry.  The Sea Mar cheat sheet is available on the “Newsletter” page for the 11/8/07 User Meeting at www.cdems.com.  The cheat sheet must be customized to reflect each individual clinic’s measures and guidelines. 


· The IT department must be on your side.  It goes beyond relationships with people.  IT is so busy, and CDEMS may be a lower priority for them.  Sometimes it will be necessary to build a business case with administrators to get IT to move forward with registry needs.


· Maintain your registry!  There are standard ways to keep registries as clean as possible.  Make sure everyone knows the rules.  Look into establishing a policy of inactivating patients and how pcps are recorded in the registry.  Compact & repair the data file and make sure backups are made weekly -- guard data as your most valuable treasure!  If it’s deleted, it’s gone!   Francisco understands that we’re all human.  He used to audit 5 charts quarterly to compare CDEMS information with information from the chart.  CDEMS tables were periodically spot checked for out of range dates and values.  These checks provided feedback about the level of understanding by the health care team of what must be entered into the registry.


· Getting management support is the key to registry buy-in.  Good communication is critical.  Prepare people in what they are getting into and assist them in handling extra work involved with a registry.  Divide up registry tasks among the team and set aside dedicated time to keep up with new data entry.  In the end, the registry will really help them.

Francisco emphasized the importance of keeping a good link between the provider and the team.  Ask for feedback.  Using the Sea Mar asthma implementation as an example, Francisco described the reluctance of provider to participate at first because they didn’t understand what was on the form or how they should use it.  The form was adapted based on feedback from the providers to make it more useful.  During the asthma implementation, it was discovered that some clinics didn’t have spirometers.  Based on the spirometer reading prompted by the progress note, it was decided that this was an important need for the care of asthma, and all clinics now have spirometers.

WA State Collaborative for Improving Health

Francisco presented information about the Washington State Collaborative for Improving Health that is scheduled to begin in May 2008.  Registration is going on through December 31, 2007.  Adult focus areas for this Collaborative are Asthma, Diabetes, or Hypertension.  New funding was awarded just this month for pediatric topics: Asthma, Medical Home, or Obesity. 
The goal is for 40 practices to participate.  Practices of all sizes are encouraged to enroll in the Collaborative, however, first preference will be given to practices with five or fewer physicians, and first-time participants.

Tuition is underwritten and is free to participants. Expense stipends – up to $5,000 – are available for practices that accept Medicaid clients.  More practice coaching will be available with two or three on-site visits by a coaching team.   Small incentives will be offered for clinics that achieve outcomes goals and process measures.

January through May is devoted to installing a registry and obtaining baseline data on patients in the pilot population.  The first learning session is set for May 15, 2008.

Registration materials can be downloaded from the Web: http://www.doh.wa.gov/cfh/WSC/default.htm  
To enroll in Adult Focus areas (Asthma, Diabetes, Hypertension), contact Francisco Arias-Reyes at    360-236-3738 or francisco.arias-reyes@doh.wa.gov.

For enrollment in the Children’s Focus areas (Asthma, Obesity or Medical Home), contact Nicole Van Borkulo at 206-963-5001 or Nicole@nvbconsulting.com.  
 Door prize goes to… Erica Long!   

Erica Long received the door prize for this meeting.  As Administrative Assistant for the Diabetes and Health Education Programs at Sea Mar Community Health Centers in Seattle, Erica has played an important role in maintaining the CDEMS registry for the past two years.  She enters new patient information and goes the extra mile to catch things not noted on the progress.  Erica is encouraged by provider appreciation of the role CDEMS plays in providing better patient care.  Thank you, Erica for improving patient care through your registry work!

Next User Meeting:  EMR transition strategies: February 21, 2008, Kent, WA.
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