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Conference Call Minutes 

Attendees

Adam Baus, Mary Swim, Cecil Pollard - West Virginia University Office of 
Health Services Research

Tom Wood – Integrated Health Partners (MI)

Francisco Arias-Reyes, WA DPCP 

Kate Eago – MI

Rod Monroe - MI

Jan Virgo – CO

Marilyn Bachelor – DMC Primary Care Physicians, Detroit, MI 

Kate Watson – KS DPCP

Laura Tate – Asthma Education Prevention Program WVU

Nell Adams – WV 

Teri – CA - Sierra Family Medical Clinic

Jackie Gianunzio – CDEMS Support Consultant, CA

Presentation & Discussion  

Marilyn Bachelor, Health Care Performance Consultant for Detroit Medical Center Primary Care Physicians  (actually independent from Detroit Medical Center) shared her experience using CDEMS for a Pay-for-Performance Medical Home initiative in Michigan.  The Primary Care Physicians Group includes 150 primary care (family practice, internal medicine and pediatrics) physicians located in five southeastern Michigan counties.  

The Blue Cross Blue Shield of Michigan Physician Group Incentive Program (PGIP) was established in 2004 to focus on chronic disease management (diabetes asthma, CHF, CAD) and promote generic drugs with incentives for physician participation.  The Patient Centered Medical Home concept was introduced in 2007 and capabilities of this program increased through in-house IT support (Marilyn-business analyst & Brandon Smith-techie), purchase of computers for member practices as well as providing increased electronic communication tools to the practices – e bulletins & web site.  Electronic registry and EMR evaluation also began in 2007.

The initial focus for the group statewide is diabetes where it was determined they could get the “biggest bang for the buck” with diabetes patients.  Registries were selected with CDEMS established as the primary registry in 10 practices, data entry and reports training provided, and participation in the PGIP CDEMS Data Users Group.  Another registry, WellCentive, is being piloted at 5 clinics.  Using Primary Care Collaborative (Wash D.C.) as a primary patient centered medical home resource – web site and telephonic.

Marilyn is working with doctors offices to increase quality scores on diabetes measures that Blue Cross Blue Shield is providing incentives on -- HbA1c, LDL-C, microalbumin monitoring for nephropathy, lipid lowering drugs, statins…  Quarterly reports highlight diabetes patients needing these services as well as foot care and dilated eye exam.    

Clinics meeting criteria and becoming certified as Patient-Centered Medical Homes will receive a higher reimbursement for services.  A patient-provider agreement sets expectations for Blue Cross/Blue Shield patients and providers.   A note was added to the “Other” field in CDEMS demographics to track agreements.  While visible on the progress note, the Other field can’t be reported on.  Afterthought from Jackie:  create a new CDEMS service called “PCMH_Agmt” to better track and report on the status of agreements.  Record in CDEMS the date an agreement was signed and a status of completed.  Use Create-a-List to generate a list showing which agreements that have been signed (those with dates) or those still pending (no completion date).  A copy of the patient/provider agreement is available on the “Self-Support” page at www.cdems.com along with other shared resources from this meeting -- look in the National Support Group section.

The goal is to track all diabetes patients in the registry, not just Blue Cross Blue Shield patients.   Practices enter 20 diabetes patients/month into their registries from all health plans and incorporate evidence-based guidelines for all patients.  This helps across all plans that are participating in p4p initiatives as outcomes will be improved across the board for all patients.  Registries have been installed at each practice and staff trained.  Only one practice has an EMR so dual entry is not an issue.  CDEMS was modified to match MQIC guidelines developed by many health plans in MI (see http://www.mqic.org/guid.htm).  Asthma, COPD, CAD and CHF measures and well-child/well-adult guidelines will be added in 2009.  Also looking at ePrescribing as a way to increase already high generic drug rate. 

Providers are excited about having CDEMS because insurers often show a lower rate of services while CDEMS reports on a real-time basis services actually provided.  CDEMS users can run their own reports to show actual improvement.  Most practices are using reports as they come out of CDEMS with only a couple new reports added.  This year the focus will be on graphing results and making reports consistent for different managed care programs.

While CDEMS is user-friendly, easy to learn, Marilyn reported that the biggest barrier to success is resistance to change.  Provider incentives are not available for staff and most providers do not incent staff to participate in the program.  Marilyn takes gift cards to express gratitude for the increased staff workload.  She also awards certificates of completion for CDEMS training.  Reluctance to upgrade staff increases resistance to incorporating the disease management component into the office.  The cost of health IT at physician office level is another factor.  Marilyn finds most offices are electronic phobic and have very little electronic management in place.  On-site IT services related to registry will be provided as part of the 2009 initiative.  

A chronic disease management team consisting of an RN, Diabetes Educator and Dietitian collaborated to visit offices for patient diabetes education.   Co-pays for diabetes education, high gas prices and layoffs were deterrents and so the program was ended.  So far nothing has been done with self-management except for handing out the graphs page of the progress note.  Self-management will be a goal for this year.

Q – How is evidence-based care calculated; how is progress measured?

Patients under the PPO plan are not populations assigned to a specific provider.   If two or three claims are submitted in a consecutive period of time with a provider, the patient is considered assigned to that physician.  Blue Cross diabetes patients were compared with registry lists; 90% of our data was accurate for diabetes diagnosis.  Blue Cross data is used as the basis and charts reviewed to focus on patients not receiving services.  CDEMS reports are run monthly and reported to docs quarterly.  Progress is driven by services provided rather than changes in clinical values. 

Rod Monroe (MI) directed folks to the PGIP website for more information about the PGIP group working with the Blues to quantify measures better: 

www.bcbsm.com/provider/value_partnerships/pgip/

Q – What are the barriers to patient education?  Who does patient education?

Marilyn response:  We collaborated with other groups.  Education was provided at physician’s offices.  Most have MA’s, not nurses in their offices.   Primary Care Physicians arranged for a team of nurse, diabetes educator, dietitian and psychologist providing 30-minute diabetes classes one-on-one to patients in clinic offices – not a group session.  This is reimbursed by BC as part of PGIP.

Adam liked Marilyn’s levels of registry training -- how to use the registry, input/manage data and finally use the data.  “We get pretty happy when we get to that point with providers,” says Adam.  “It’s a sign of success when get those types of questions!”   Marilyn used Jackie’s materials for CDEMS training.  Most doing entry are not nurses so Marilyn created a detailed narrative cheatsheet for diabetes (not based on progress note) highlighting MQIC guidelines.  Adam’s group is working on incorporating a diabetes flow sheet with CDEMS progress note to avoid adding a new form in the patient record.  Jackie shared that some clinics simply print the CDEMS progress note on the reverse side of their flow sheet.

PGIP clinics are not using the electronic lab interface at this point.   New IT company now has capability to work on this.  JVHL is primary lab + Labcorp + some Quest.  Quest data available from BC.  Use generic CDEMS lab interface to track multiple lab companies.  Include with minutes as a resource.  Why reinvent the wheel??? 

Q - Have you found that one disease state is harder than others to get uptake on for registry use?  Marilyn – Yes, CAD.  When you have non-clinical staff extracting date it’s hard for them to understand.  Many tools have been developed to help get the data.  Most offices will enter data into CDEMS themselves.  Administrative Specialists is a small operation (6 people) so it’s better to make clinics self-sufficient.  Incentive dollars are reduced if clinics don’t enter data themselves.

An alternative is a spreadsheet tool for recording diabetes incentives -- $1000 incentive payment was paid for data entered by 12/1/08, another $1,000 for data by 2/28/09.  Adam suggested it may be possible to import Excel spreadsheet data into CDEMS to start a registry.  Marilyn knows she can do this, but most offices may not know how to it themselves.

The group then discussed an NPR story aired on Jan. 28 about the $20 billion stimulus package for electronic medical information systems to improve health care.  Jackie expressed a need to stay on top of this better.  Marilyn suggested tuning in for weekly teleconferences of the Patient-Centered Primary Care Collaborative for legislative subcommittee updates and visiting  http://www.pcpcc.net/ for more information and minutes.  The calls are every Thursday at 11 am EST; the conference call-in number is 712-432-3900 (passcode 471334). The PCPCC Subcommittee on e-health is always looking for members to participate.  

Adam & Cecil deal with EHR issues on a vendor-to-vendor basis depending on health center EHR’s and appreciate being involved in a larger ongoing discussion of CDEMS/EMR issues  through these conference calls.  Tom Wood with Integrated Health Partners in Battle Creek, MI is completing work with on Allscrips/A4, Misys, MedInformatix, and ModuleMD.  WVU is working with Healthy West Virginia and Medinotes.  Tom is maintaining a list of people/organizations that have interest in extracting CDEMS data from EMRs/EHRs.  About 12-14 people submitted their contact info for the “EMR-to-CDEMS Integration Bank” Tom organized to connect support group members for collaboration on EMR/CDEMS integration efforts.  Tom was the intended clearinghouse to match users and EMR vendors, but not much is going on now.  Tom has connected 14 of 23 clinics with automated EMR data feeds into CDEMS rather than manual data entry.  Tom has been able to completely automate all clinics which use MedInformatix, ModuleMD, and A4/Allscripts – data extraction, encryption, transmission, and incorporation into CDEMS is all done automatically each evening. Misys users still need to initiate the query, amounting to 2 clicks of the mouse and entering 2 date fields, and the rest of the process is likewise automated.  

Adam asked whether folks are familiar with why transition steps are important for moving to EMR.  Tom shared that his organization recognized CDEMS as a free and robust system – no crashing bugs – that met their purposes.  IHP decided to stay with CDEMS but enthusiasm waned for dual entry into the system.  An EMR data interface was built to eliminate data entry and extend the life of CDEMS.  The  caveat is that services are difficult to collect from an EMR.  Down the road the best thing that could happen is for everyone to be on the same system.  There are 300-1000 vendors playing in one market right now, and Tom’s philosophy is to “make CDEMS last longer while the big picture is developing, technology develops, and players merge.”  One issue with the merging idea is that since A4 and Misys (2 of the largest, if not THE largest players) merged; service has lately dipped, response and result time has been  extended. 

Cecil Pollard agreed that there is utility in being able to export EMR data to CDEMS.  He asked about experiences with EMR’s importing existing CDEMS data or claims data.  Tom has not looked at that; it’s an area where EMR’s are slowly improving.  These systems are designed to take care of everything within the walls inside an office and no outside input.  As the notion of personal health records grows more appealing and less distasteful, Tom predicts changes will come about.  Those in health care IT are in a good position with Obama’s interest in health care IT.  There is concern about family practice docs doing EMR implementation.  They will have to spend more and hire someone from outside for the common good.  Cecil is glad to see this coming but foresees some problems.  Tom compared the purchase of an EMR/EHR to a marriage:  “very costly and difficult to get out of.”   Through his EMR-to-CDEMS interface project, Tom found that working with smaller companies (MedInformatix, ModuleMD are 2 examples) resulted in a more “willing to do whatever is needed” attitude, including faster response times.  With MedInformatix, programming work was actually carried out by  eInformatics, a VAR of MedInformatix products.

Resources shared by Marilyn are available on the “Self-Support” page at www.cdems.com in the National Support Group area:

· "Pay-for-Performance Experience of DMC Primary Care Physicians" PowerPoint presentation by Marilyn Bachelor
· Patient Centered Medical Home patient/provider agreement
· Diabetes Measures Cheat Sheet
· Asthma Measures Cheat Sheet
· CHF Measures Cheat Sheet
· CAD Measures Cheat Sheet
· American College of Physicians recommendations for economic stimulus legislation
· American Osteopathic Association letter on economic improvement and health care.

Next meeting
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National CDEMS User Support Minutes – 1/28/09

p. 4

