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Adam Baus & Mary Swim (WVU Office of Health Services Research)

Belinda Summerfield (WV – DPCP)

Anne Burns (IL – DuPage Community Clinic)

Marilyn Bachelor (MI – DMC Primary Care Physicians)

Thomas Kimm (WV – Eastern Panhandle Free Clinic)

Linda Kehoe (CA – Health Alliance of Northern California)

Jackie Gianunzio (CA – CDEMS Support Consultant)

Discussion Topic:  Data Collection & Quality Assurance

Adam Baus led the discussion using the Agency for Healthcare Research and Quality Registries for Evaluating Patient Outcomes: A User’s Guide (http://effectivehealthcare.ahrq.gov/repFiles/PatOutcomes.pdf 
) as a conversation piece for discussing registry data management fundamentals:

· Defining the core data set

· Forming data collection procedures

· Cleaning registry data

Begin a registry by defining your goals.  Start with your end point in mind with the intent of using the registry as a tool to measure care provided and for decisions on improvement opportunities.  Look at current reporting requirements and work backwards to define the core data set.

Basic goals help define the target population, identify patients to monitor, and determine registry size (e.g. single provider or population with condition).  Anticipating the types of reports needed aids in identifying data elements and the level of detail to track (for example, in monitoring smoker status, is current, previous or never status sufficient or are details about packs per day needed for current smokers?)  Consider these things at start-up to ensure data elements are available for reporting and save much work later on.  

Establishing basic goals also determines personnel and computer equipment (stand alone or networked) needs and costs for implementing a registry.

Defining the Core Data Set

Consider what is the minimum to do good registry work.  Identify key measures to track by health condition.  For diabetes, at a minimum, look at HbA1c, eye exam, and foot exam. 

The stakeholders you report to (insurance agencies, national quality of care intiatives, providers, your patients, etc.) influence the core measures that must be monitored.  Consider what each needs from the registry.  Defining the core data set is great way to prevent over burdening staff and “registry bloat” (a term coined by Dusty Knobel, CDEMS programmer).  Three important questions to ask:

· Is it feasible/realistic?  Can the data be collected without too much issue?

· How much time and effort are needed for success?

· Can data be obtained from another system electronically -- imported from lab interface, practice management system, EMR?  Having an EMR in place can be a great way to maintain a CDEMS registry where the EMR acts as the primary data source and pulls data into CDEMS for population analysis and special reporting.

Data Collection Procedures

Adam emphasized the importance of striving to have health centers work through a data dictionary.  The data dictionary identifies which variables are tracked in registry, the source of the data, codes for dropdown lists, normal/abnormal ranges in tickler settings.  It’s a good conversational map for registry users and keeps everyone on same page with the registry.  Good data collection procedures aid in registry buy-in and boost the overall effort at the clinic level.  Good structure helps the registry immensely and impacts the quality of reporting on data.

Cleaning Registry Data

Registry work depends on good clean data, and a framework must be in place to ensure good data.  Adam emphasized the importance of routinely checking for errors in data or data interpretation and coding, and checking the lab interface for missing values.    

He provided examples of reviewing different parts of the registry on an ongoing basis to validate data – through the progress note, summary report, and lab interface.  It’s easy to go back and correct data issues.  

Most corrections can be remedied through the edit screens so it’s not necessary to work in the tables where technical competence is critical.  To check on the status of the whole data pool, it’s easy to use a Create-a-List template and sort all HbA1c results (from highest to lowest), for example, flag errors, pull charts, and then edit.  As a rule of thumb, making changes in a table is high risk.  Marilyn mentioned a similar approach printing out details from a table and making corrections through the edit screen reconfirming that offices should not access tables.

Adam used the example of looking at data through the progress note to catch questionable info.  Previewing a progress note with a BMI = .2 or height = 605” should raise a red flag.  It’s easy to mistake a 0 for a decimal or omit a decimal such as HbA1c = 90 instead of 9.0.  These types of numeric mistakes can throw off the HbA1c average and negatively affect the Diabetes Summary Report.  These are things that can easily be fixed for the patient.  Adam demonstrated fixing a height data error in the Edit Visit screen and adjusting an HbA1c result in Edit Labs.  CDEMS has some built in data validation rules, and users can also define valid ranges (e.g. HbA1c between 0 and 20) or specific characteristics (HbA1c is numeric) on the data entry side.

A little cleaning before running reports is advisable with many ways to investigate and troubleshoot suspect data.  Adam emphasized the importance of standardizing a method and setting a regular time for registry maintenance.  

The Lab Interface is another area to look at data quality or missing data.  Behind the scenes, the interface is an electronic connection between the clinic and lab vendor.  Results come through in an electronic file and are stored in a results folder that the CDEMS lab interface looks for.  The files in this folder are evaluated and results fed into the registry.  Past lab results are archived.  Suspicion should be raised if no records are appended.  Mary Swim showed a reporting feature for unmatched lab that the WV group has built.  The Interface matches on chart #, patient name and DOB and should be the first spot to check to confirm that  identifiers match up.  Did the error happen in reporting from the lab or is there a registry entry error?  Sometimes lab codes change and you may not know it.  Once corrections are made, past labs can be re-processed through the Interface by moving archived files back into the active lab folder.

The take-home message is that there are a variety of ways to improve data quality as you have the time and energy -- whether it’s daily or a once-a-year clean-up.
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