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CDEMS User Newsletter 

November 9, 2006 ~ Kent, WA
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Fourteen CDEMS users attended the CDEMS User Support Meeting in Kent, WA on November 9, 2006.  Participants were: Cathy Irby (Northwest Physicians Network), Marian Sofferin & May Vang (Polyclinic), Bev Roder & Tammie Bigelow (Physicians of Southwest Washington), Cassandra Beard & Shari Giomo (Providence St. Peters Hospital), Jodi Jarrell & Kim Watthew (Highline Medical Group), Gerald Yorioka (Snoqualmie Tribe), Elena Robb (Yakima Valley Farmworkers Clinic), Sara Barker & Erica Long (Sea Mar Community Health Centers), Gigi Altaras (Swedish Physicians), Francisco Arias-Reyes & Jeanne Harmon (WA-DOH Diabetes Prevention & Control Program, and Jackie Gianunzio (CDEMS Technical Support).

The main discussion topic for this meeting was the nuts and bolts of “Registry Spread”.  A panel of CDEMS users with spread experience kicked off the meeting with their perspectives of small and large clinic registry expansions.  The panel consisted of Cathy Irby (Manager of Quality Improvement Initiatives – Northwest Physicians Network), Gigi Altaras (Clinical Quality Department - Swedish Physicians), Erica Long (REACH Assistant – Sea Mar Community Health Center), Sara Barker (Chronic Disease Coordinator – Sea Mar Community Health Center) & Francisco Arias-Reyes (WA Department of Health).  Panelists generously shared their experiences, lessons learned, tips and continuing challenges with registry spread.  Jackie Gianunzio presented a short demonstration of CDEMS Grouper for aggregating data for multi-clinic reporting.
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Quote of the Day

“When you’ve seen one office, you’ve seen one office.  Each one is different; each one has its own characteristics.  It makes the work of spread challenging!”  


Cathy Irby


Northwest Physicians Network
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During introductions, meeting attendees identified areas of registry spread within their clinics, including participation in the Children’s Collaborative for Asthma, Obesity, and ADHD, King County Asthma Collaborative, expansion to new clinic sites, the addition of other chronic conditions, growing the number of providers using registries, and interest in spread to family practice physicians to qualify for pay-for-performance reimbursements.

Cathy Irby led the panel discussion by emphasizing the importance of computer support as the registry is spread to individual provider offices within the Northwest Physicians Network.  Follow-up after intial installation and assistance with reporting are particular areas of importance to get new clinics started.  Cathy shared that “The amount of positive energy that keeps people on task is a big deal when it comes to supporting CDEMS.”


Bev Roder works her magic as “sunshine girl” in rolling out and supporting CDEMS to small independent providers of the Physicians of Southwest Washington group.  With a vision of 50% or more providers using registries, Bev shared that 30-35% of providers are early adopters.  At the start of registry work, Physicians of Southwest Washington staff delivered to new clinics a CDEMS registry fully loaded with patients and historical data back one year to eighteen months.  Over time, the startup approach has been streamlined to create registries more quickly; now only “down and dirty data” is provided (last visit and lab data) with new CDEMS installations.  By providing a quick-start registry, instant historical reports are not available -- it puts the onus on the clinic to own the registry and decide what to track.

Physicians of Southwest Washington runs a local adaptation of the Washington State Collaborative with their physicians group to help build the program.  The mini-collaborative provides periodic opportunities for quality improvement and registry networking for a morning rather than a 2-day learning session.  It was in one of these meetings that providers discussed issues in measuring progress as new less well-controlled patients are added to the registry.  They adopted a protocol to lock in a pilot group of patients within six months of starting the registry –- after that new patients are tracked in a separate spread clinic within CDEMS to enable reporting and comparisons with the original pilot group of diabetes patients.

Swedish Physicians adopted a new technique for registry implementation for the 5th Washington State Collaborative.  No chart audits were performed for WSC-5.  Instead, the registry has been built slowly by entering patients and health data into CDEMS as patients come in for visit.  It takes awhile to get the registry going, but Gigi Alteras reports that it has been a better alternative for their providers. 

In her new role as Chronic Disease Coordinate at Sea Mar Community Health Centers, Sara Barker shared the confusion over patient start dates as patients were added to CDEMS registries at seven clinic sites.  While Sea Mar adopted strict policies to ensure consistency in their CDEMS setup for tracking diabetes and asthma, the understanding and entry of patient start dates varied widely among data entry staff.  Evaluating how the registries grew over time became impossible with some start dates reflecting the patient’s first visit date, some the diagnosis date of the chronic condition, some the date the patient was actually entered in CDEMS, etc.

Jodi Jarrell, Chronic Disease Coordinator at Highline Medical Group, dropped into the middle of a high growth stage with registry use expected to spread from five clinics to nine in the next year.  While there hasn’t been a systematic way of spreading yet, Jodi works with each office to evaluate staffing availablility for data entry and reports.  The CDEMS “Grouper” program is used to aggregate clinics into virtual clinics for analysis and reporting for the Highline group of clinics.  Getting a single lab interface going to simultaneously handle Quest and PacLab results is a top priority.

Insightful thoughts about spreading the registry:

· If you bring on a new thing to a clinic, you must follow up.  If you don’t have time to continue working closely with the office, you might as well not do it in the first place.

· You shouldn’t have to bug providers to do good work.  The physician office must also make the commitment!


· It takes a lot of office support to make a registry valid.

· Independent providers do like being around each other.  Mini collaboratives create an opportunity for independent offices to compare and review things together.

· Some clinics have had issues with obtaining funds to purchase Microsoft Access.  After spending countless hours of staff time abstracting data, the nominal cost to purchase Access is money well spent.

· I think you have to give everyone the same (registry) information, but you will never keep everyone on the same page.  Everyone has their own interests and perspectives.  You have no control over how they use it.


· It’s hard to put this responsibility all on staff.  It takes staff and providers to support this work.  Financial incentives help move numbers and processes when doing the right thing isn’t enough.


· A short, to-the-point “elevator speech” about Collaborative/registry work was shared by Cathy Irby.  That document is available from the CDEMS website (www.cdems.com), along with other documents shared on this User Meeting topic. 

Communication is vital for rolling out the registry to other clinics.  Cathy Irby uses a secure network to keep lines of communication open with Northwest Physicians Network practices.  Annual reviews are conducted where process, teamwork, and pay-for-performance criteria are evaluated for incorporation into the daily practice at each clinic.  On the sidebar is a slide from Cathy’s PowerPoint presentation listing the technical specs tracked for eah clinic to assist in streamlining communications.

   

Incentives for spreading use of and buy-in for the registry were a common issue.  Every clinic has their own characteristics and cultures.  Strong leadership has made a difference in working on changing culture at Swedish Physicians Group.  Swedish has implemented an incentive program around quality measures to motivate staff.  Co-payments are awarded for quarterly reports on counts of patients who have had visits or HbA1c tests and blood pressure readings.  Awards are based on whether the visit or test happened, not on specific outcomes.  This system has cultivated staff interest in utilizing reports for identifying recalls and following up on tests due.

Francisco Arias-Reyes shared the Community Health Center perspective on offering incentives where money is always an issue.  Instead of financial incentives, Francisco described a list of people willing to clean, cook, or exchange other services as incentives for quality improvement.  These volunteer services were the prizes and demonstrated a commitment to improving patient care despite scarce resources.

Pay-for-Performance is an incentive on the horizon that will provide additional financial motivation for providers to document health information electronically, either through registries or electronic health record systems.  Gerry Yorioka of the Snoqualmie Tribal Clinic and President of the Washington Academy of Family Physicians is pushing for pay-for-performance criteria based on registry data as an  alternative for prospective data rather than the typical historical claims data.  Upfront incentives of the Medicare Advantage program will pay $20/month in addition to Medicare payments if certain things are in place such as registries or electronic records.  Gerry described interest in pay-for-performance incentives at all sorts of levels to improve health care in Washington and ensure patient access to health information technology – WA Governor Gregoire’s Blue Ribbon Commission on Health Care, the Washington Health Care Authority, Puget Sound Health Alliance, and major health plans… Gerry stressed that “We can’t do pay-for-performance without data.  Improvement in quality health care can’t be claimed without supporting data.” 

Training was a key area of interest for clinics spreading use of the registry.  At Swedish, one hour of registry training is included in new employee orientation for MA’s and nurses.  The Diabetes educator at  Providence St. Peter’s Hospital teaches MA’s about the chronic care model and CDEMS.  MAs do all the data entry here and learn about diabetes from the patients’ perspective.  They become a vital part of the process to provide services needed and have greatly improved the capture and recording of data in registries.  MA’s know the patients better, and training has resulted in greater confidence and low turnover rates because MA’s are happier in their jobs.  At Sea Mar, a key person is trained at each of the seven clinic sites -- usually the Health Educator.  Challenges occur when staff turns over or when the Health Educator is away.  MA’s are now trained as backups for CDEMS data entry and empowered to be the key people working with patients.  “See one, do one, show one” is the training mantra at Snoqualmie Tribal Health Services where anyone experienced with CDEMS becomes a trainer for newcomers to the registry work.  Northwest Physicians Network provides one hour of data entry training as registries are rolled out to new clinics.

Reporting was another hot topic with the user group.  CDEMS utility program “Grouper” was demonstrated as a way to aggregate multi-site data for reporting.  A Grouper information sheet is posted on the CDEMS web site with other materials for this User Meeting.  Aggregated data is used by some clinics for tables and trending graphs comparing providers to aggregated clinic data and to each other.  Run charts were also used by many to track provider and aggregated clinic-wide statistics.  At Swedish everyone’s data was shared with everyone.  Some providers were competitive; some were offended.  It has evolved now to a clinic-wide report card sent only to the medical director and clinical administrators.  Every clinic claims to be different in clinic profile, ethnicity, age, etc. that accounts for differences in comparison reports.  Gigi explained that the focus at Swedish has not been on specific values but on improvements over time.  “Incentives are on process measures, not outcomes and while there may be legitimate reasons for differences between providers, that doesn’t make it good.”  Francisco Arias-Reyes emphasized that data creates conversations – “Reports create some things to talk about, and the final benefit is for the patient always.”  Bev Roder tries to teach the providers in Physicians of Southwest Washington practices to ask the data questions like “how many patients have an HbA1c over 9.0?” and use that information to get those patients in.  She has seen providers begin to share their successes with each other.

Cassandra Beard of Providence St. Peter’s Hospital described their exploration into graphing and reporting software that hooks to their EMR for direct data feeds.  MQIC is used to hook-up to EMR's such as Centricity to track population data and trend it with benchmarks and national stats.  It also offers quality reports with clinical data and provider-specific data through direct links to the database.  Kryptiq can be considered expensive.  It is a program that hooks to the EMR (Centricity) to help manage population data similar to what CDEMS does.  No data entry is necessary; it directly feeds to the EMR for reporting and graphing capabilities.  Both software packages offer web portals for patients.  

 And, the door prize goes to… Bev Roder!   

Bev Roder of Physicians of Southwest Washington IPA has worked to spread CDEMS to 11 providers in 9 indpendent practices in southwestern Washington.  In a perfect acknowledgement of her dedicated work, Bev received the door prize for this user meeting – a seasonal basket of apples and carmels.  You’re a star in this group, Bev!














































      Keeping specs for each office





Computer user/location	


Technical Expertise


Operating system 


Office version


Lab Interface


Internet


Access version


NPN provided Access license number


Separate tracking for licenses
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