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National CDEMS Support Group 

Teleconference Minutes

January 27, 2010 

Attendees

Adam Baus, Mary Swim,  & Marie Gravelly (WVU – Office of Health Services Research)

Marilyn Bachelor (MI – DMC Primary Care Physicians)

Jackie Gianunzio (CA – CDEMS Support Consultant)

Karen Pasternak (MI – Oakland Physician Network Services)

Tom Kimm (WV – Eastern Panhandle Free Clinic)  

Carol Lovely (MI – Mercy Hospital)

Topic:  “Back to Basics”
 
         What has worked well?

         What has not worked well?

         What have you learned through your experiences?

         What advice do you have for a successful registry implementation?

 
One of our “hot topics” during these calls continues to be the integration of electronic patient registries, such as CDEMS, with electronic medical records. Sharing our successes, concerns, asking questions and communicating on this issue promises to benefit all registry users and those working towards improved quality of care.  

Worth noting, the Rhode Island Chronic Care Collaborative and the Washington State Collaborative to Improve Health were recently mentioned in the Centers for Disease Control and Prevention’s article Preventing Chronic Disease: Investing Wisely in Health, located at:   http://www.cdc.gov/chronicdisease/resources/publications/fact_sheets/pdf/diabetes.pdf.   

Discussion

Today’s agenda came from the survey of CDEMS support group members reflecting an interest in what went well and not so well in implementing CDEMS.  Tom, Carol & Karen are new registry users, and this is a good topic for them to learn from at the start of their implementations.

Marilyn Bachelor reported that CDEMS is in its third year at DMC primary care starting as part of a Blue Cross/Blue Shield initiative to implement patient-centered medical home in Michigan.   The initiative was not looking to expend a lot of money to purchase a registry.  CDEMS met the needs well, is a good system easily modifiable and comes with diabetes measures defined.  Getting CDEMS up and running with diabetes as the first condition was pretty easy without IT expertise.  Marilyn does training, identifies measures for tracking, and runs reports.  What worked well was to start with a small population (120 practices, mostly individual 1-3 physicians in the practice) and involve practices that would work well, have computers and are open to ideas and interested in doing this work.  Marilyn started out with brief description of how CDEMS would work to providers.  Marilyn started each office’s registry by pulling data from charts and entering into CDEMS for a baseline population.  Incentives were offered to administrative assistants and MA’s for adding new patients or entering new data each month.  That worked well!  

Now physicians are logging in to enter data on a server at an administrative.  Each doc has a secure log-in with remote access to a single database for all practices in the group.  Providers enter data under their practice ID and can see only patients assigned to them.  Only progress notes can be printed; Marilyn generates all reports.  Initially in-house IT support was available, but technicians were not familiar with clinical aspects of the registry.  The company now  outsources IT support.  The project started with diabetes and asthma, and it has taken awhile, but now also monitoring congestive heart failure, hypertension, coronary artery disease, COPD, obesity, back pain, chronic kidney disease and preventive measures.  When asked whether it has been hard to get offices to enter data, Marilyn responded that some are very good.  The very best example was when a offered incentive dollars if guidelines were met.  Some were less motivated and had to be oriented through training 6 times.  Financial incentives cannot be continued indefinitely so ongoing encouragement is provided through training.  Marilyn reported the hardest thing is dual entry if entering into other systems as well as CDEMS.  

Adam discussed a different sets of challenges for Tom Kimm.  At Eastern Panhandle Clinic CDEMS will be primarily a reporting engine fed by data from an electronic medical record.  Tom will extract data quarterly from EMR, and Adam will help to import this data into CDEMS.  Under this scenario, providers will not be updating CDEMS on a regular basis.  The import doesn’t have to be quarterly; it could be more frequently, but they will start out using the great quality improvement tools available in CDEMS for reporting on regular cycles.  At any point, those with access to the reporting tool, can identify patients needing services or with labs outside the target threshold or who are overdue for a visit.  Turning those quarterly EMR extracts into something more live and frequent for real-time use of CDEMS would require other data entry.  Mary says CDEMS can do this, but dual data entry is the challenge.

Marilyn had only one clinic with an EMR so EMR extracts were not a factor considered in the MI implementation.  Jackie described CDEMS as a stepping stone to EMR where CDEMS is often the clinic’s first experience with an electronic system.  Because only one of their systems had an EMR, Marilyn explained their requirement was for either a paper system or a basic electronic registry for their program.  Adam explained the difference in WV is that the free clinic has been using an EMR with CDEMS introduced well after the fact.  Tom stated that the reporting capability is the primary shortcoming of the EMR in use, but they have introduced a new registry functionality to the EMR.   Jackie added that implementation issues are very different, depending on where in the process of adapting an EMR the organization is.

Adam’s “Back to Basics” presentation highlighted patterns that have led to success over time from the perspective of the OSHR support team at WVU.  Though not a formula, certain key pieces move things along smoother. 

“If you don’t know where you are going, you might wind up someplace else.”

~ Yogi Berra

Basically, have a vision in mind of what you want the registry to do as you get started...

What has worked well?

1. Registry linked to QI plan:  success and buy-in is better if part of a larger process like the Planned Care Model.

2. Team approach:  one person alone cannot do this work.  One person can do it, but without a substantial impact on the health center.  If that person leaves, the registry leaves or ends.

3. Provider champion:  makes or breaks how well the registry is received

4. Targeted measures:  AVOID REGISTRY BLOAT – include only measures that will actually be used.  Marilyn started with 6 diabetes measures initially.  Start small and build.

5. Data are evaluated, and then used:  PDSA cycle information in registry is monitored closely to ensure data makes sense and there is no breakdown in the data entry or lab interface process.  Don’t take for granted that data are evaluated and used.  OSHR helps with this process of looking at the data and what it means and acting on it.  The credibility of the registry depends on good data – and review.

6. Plan for growth – Is EMR/EHR implementation in future?  How will the registry be impacted?  Will you need to link CDEMS and EMR or will the EMR do everything you need it to do?  These questions spur discussion with EMR vendors and avoid problems over time.  CDEMS and EMR stop registry, resume.  Marilyn – modular EHR components and use – started using CDEMS to help through that hurtle for an all-payer patient registry.  What is difference between EMR & EHR?   Karen explained that EHR is a way of looking at patient’s full account, passing data from e-prescribing into CDEMS and still being able to do decision support on that type of information.  Brings all that data for separate sources into electronic version of health record for decision support and chronic disease action.  EMR evolved over time focusing on data storage and  --  data is less actionable and more focused on data storage.  EHR brings data together for reporting.  Better reporting tools for EHR?  Depends on where the data is combined in EMR.  Challenge is a modular-EHR that has capability and a portal to other data and utilizes a different registry for cross-data labs.  Vendors are now challenged to dump data into a warehouse and develop more robust reporting.  No perfect solution exists to combine all the data that’s out there.  All vendors are battling the need to get exactly what you want, by finding a way to bring systems together to achieve ultimate goals – without a lot of extra work.

Karen struggles with how to handle data entry better and take data entry burden away from the offices.  Everyone is working through those same challenges right now, according to Jackie.  Adam shared that this info is echoed in “Registries for Evaluating Patient Outcomes: A User’s Guide”, a document published by the Agency for Healthcare Research and Quality
7. .  Good document, but dense (over 200 p); available at http://effectivehealthcare.ahrq.gov/repFiles/PatOutcomes.pdf.  Adam boiled the document down to key points that discuss some of the challenges we’ve talked about.


Karen, Carol, Tom felt this discussion was helpful.  Tom who was coming in knowing little about this application and processes , welcomed any info that would be helpful to pass on to clinics and felt it useful to hear about other experiences.  Carol works closely with a free clinic in Grayling, MI and has not yet implemented a registry.  It’s a new concept yet to track the job they’re doing.


Use of data:  Jackie recommends working backwards from the viewpoint of what you need the registry to do to define measures and get what you need.  When Adam started his search for tools that could report on state-wide chronic disease management, nothing compared to what CDEMS could provide to the health centers.  Jackie says CDEMS reports are customizable and flexible, easy to use by non-technical staff to build user-defined reports with report templates based on the user’s measurement set.  Reports tools allow both population and patient-level reporting – a very good system.  Takes awhile to get familiar with and practice to develop expertise for defining elements of a report to match a specific need.  Jackie says training focuses on getting users to think about ways to tap the data in their registries and using the templates to build custom statistical reports and intervention lists.  Marilyn recommends reports training.  Providers want to get a handle on diabetes populations to learn what is being missed.  It’s more than just entering data for certain reports; the progress note shows what individual patients need to have done or what they need to plan for.

Tom started by building his own Access-based chronic disease management system.  Adam asked what Tom whether what he is hoping to do with his system is covered by CDEMS?  Tom initially wanted a way to capture data already tracked in Excel – education classes, HbA1c, BP tests, weight and CHF status.  Looking for a way to capture basic info and display graphically… and wanted tickler functionality.  Adams thinks CDEMS will meet these needs.  Excel data has been captured into CDEMS tables.  Tom agrees that CDEMS can likely serve all or most of their needs.  The reporting function is very flexible in building custom reports.  Karen asked if Tom will be taking data out of EMR and importing into CDEMS?  Adam has been working with folks responsible for EMR system in use and learned the context from Tom in working with this free clinic.  Directions have been enriched by Tom’s description of disease management system to be used on a daily basis.   EMR exports may need to be more frequent than quarterly.  

Next Meeting:  February 24, 2010 – 2:30-4 pm EST
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