[image: image1.wmf]National CDEMS Support Group 

February 27, 2008
Conference Call Minutes 

Attendees: 

Kate Watson, Program Manager, Kansas Diabetes Prevention and Control Program – funds 45 health care organizations in 80 sites across the state to participate in the Kansas Diabetes Quality of Care Project – most of the clinics are using CDEMS – a few use PECS and EMRs
Tom Wood, Integrated Health Partners, Battle Creek, MI – background in data and programming and less in the clinical arena – CDEMS based in 12 physician offices with a focus of developing interfaces with EMRs. 
Cecil Pollard – West Virginia University, Department of Community Medicine – working with CDEMS as quality improvement tool for about 6 or so years transitioned from CVDEMS – provide TA support for the health centers around WV.

Peg Adams – Program Manager, West Virginia Diabetes Prevention and Control Program (DPCP). The West Virginia DPCP contracts 
Wendy Ahrens – Kalamazoo, Michigan - data analyst for 7 practice sites using CDEMS – new to CDEMS as of 6mths ago – looking to expand to 6 more sites to Diabetes Centers of Excellence.  
Patty Kelly-Flis Rhode Island Diabetes Prevention and Control Program - health system coordinator involved with all the registries – have experience with all versions (DEMS, CVDEMS etc)  – supports team in RI with CDEMS mostly private clinics – there are some using PECS – coordinated the move to asthma.
Diane Barnham – Michigan Medical PC – care management team in 16 offices using CDEMS – tracking 4 diseases and preventive health for 3 years.
Nathan Peterson – Utah Diabetes Prevention and Control Program working with 18 community health clinics. 
Agenda:

· Update on the face-to-face meeting at the National Diabetes Conference in May

The face-to-face meeting that was originally scheduled for May 5, 2008 from 10:30-12:30 has been rescheduled for the same day at 12:30-2:30. A reminder with room location will be sent out to the group prior to the meeting. Please be thinking about agenda items for the meeting and let Kate know. 
· Data entry issues - How do you determine what information is to be entered into certain fields?  For example, what do your users enter into the "DM Education" field? 

Patty – They set DM education field with instructions on what exactly the measures mean ahead of implementation. One way to measure was if the patient had completed education and another way was if they accomplished the core competencies. 
Diane – defined in the beginning that it was a formal education program – also used referred as a measure and once the education was completed they put the date in.  In providing their users with CDEMS training they gave them a list of every field and described what she be entered into each field.  Smoking issue is a problem- no matter how much training you provide they still don’t get them to put in what the correct information.  

Cecil – WV cleaned up the smoking variable to make it more meaningful – all fields are defined as to what needs to be in there – they worked with their providers to define what goes in the fields.  When modifications are made to CDEMS, they update all users. Analyzing data – data is analyzed across all sites and then share the results with the providers.  Aggregate data and put on website. Can you lock a field so providers can only select a particular option? Yes.  You need to eliminate the free text field.  Cecil has a website showing all of their modifications. 

http://www.hsc.wvu.edu/som/cmed/ohsr/downloads.htm
Also in the process of how they make that data available working with Indiana Primary Care Group. WV is also engaging the Tobacco Use Prevention Program to utilize CDEMS.  
Wendy – documenting in smoker field if they are smoker – they see things entered such as cigar, quit and date in the same field so they are dealing with the data entry side of that – smoking cessation is being recorded as the date they got the advice. Wendy works with 7 sites with 49 physicians.  All sites went through the Diabetes Recognition program process. 
Patty – provides all to the systems for her state.  She physically goes out to the sites to change fields.  Working on Asthma issues now – the fields are protected so all they can enter is what she puts in. Working with a variety of organizations – e.g., community health center, private practice and hospital base practices. 10 on CDEMS and 5 on PECS – funded through DPCP for the infrastructure.
· Evaluation methods - How do you know if you're making a difference? How are you analyzing CDEMS data?

Cecil – WV developed a data sharing agreement for collecting de-identified data to be housed in a central repository – conducted a cohort study with 1100 – in total they have 8000-10,000 that they collect data on – data is submitted  via a summary report of each registry and emailed  to Cecil and put in a master access file. (Cecil – could you elaborate on this for the record – it seems I’m missing some information. Kate)
Rhode Island – they use excel spreadsheet with a master file that reads everyone’s spreadsheet – it is broken down by type of clinic. This is done monthly – phase 2 is done quarterly.  There is also a narrative report that is required using the same format as the Health Disparities Collaboratives. Plan Do Study Act (PDSA) cycles are used as well.  Providers need to get to the point where they see that the PDSA format moves processes along quicker and teams feel much more involved – most all don’t have an executive person on their teams – they have a provider champion on each team along with nursing staff and medical assistance staff – so they look at things like how they are writing things in the chart – once they test the changes and see that it works – they send it to the decision makers – normally this process would take a year. It is much harder to make it happen in private practices.  
Utah – 12 community health centers in Utah are using PDSA cycles. Utah collects data from the centers once a year for July 1-June 30.  So far they have 6-7 years of data. They collect information including A1c – but haven’t seen any real changes/improvements in the numbers. They are thinking about ways to collect information on family history in order to collect information on people at risk for diabetes. Nathan has shared Utah’s measures for the ABCs (A1c, Blood Pressure, Cholesterol) and tobacco. (See attachments to the email) They also collect nutrition and physical activity data. 

Note: Remind health centers that EMRs don’t do what they need them to do in terms of quality of care information – few electronic health records will give them the information that HRSA requires. Almost all of the EMRs do not query. Rhode Island is working with 4 EMRs and only

· Buy-in issues - How have you approached the leaders in your organization to get buy-in for your projects using CDEMS? 

One strategy for getting buy-in from decision makers such as the medical director would be to have the medical director (decision maker for the organization) of a successful organization talk with the medical director from the organization having buy-in issues.  Another strategy could be to pull in people from other states (HD Disparities Collaborative states) to talk with teams – really great motivator.  West Virginia works in a less formal manner than other states – they have CDE and nurse educator go out to clinics to see what they need and work really closely with the clinic to meet those needs. 
· Strategies for expanding the use of CDEMS - How to market the utility of CDEMS to improve quality of care.

West Virginia – working with 44 sites and do not fund them – 3 use PECS, some are transitioning to EMRs, the rest using CDEMS.  There are a total of 28 active registries. They have been getting contacted by mid-levels asking for CDEMS.  They work with a variety of types of clinics – including 2or 3 private docs, dm education programs, hospital based clinics, community health center.  There is one endocrinologist that is using CDEMS for his recertification – all he needs 45 patients.  80% of sites use labcorp.  WV populates each of their clinics systems with billing data and sets up the lab interface.
Rhode Island has there own page on the Health Disparities website. They have an agreement with the website and there is an application process if someone on one of their teams wants be on it. Here’s the link to the HRSA Health Disparities Collaborative website: http://www.healthdisparities.net/hdc/html/home.aspx
Tom – Sometimes in the health field we don’t blow our own horns about the good work that we do. Need to think about how to market that work to the patients. 

Rhode Island has a letter electronically signed by the physician – really positive response from patients.  Kansas has some providers that send out news letter to patients describing the project and that they are an important part of a project that is nationally know – this has really increased patient compliance with office visits. 
· Future facilitators for this call.

Cecil volunteered Adam (
Tom will volunteer for next call with the Webinar.
Next Conference Call: March 26, 2008 @ 2:30-4:00 EST

877-278-8686

Pin# 151890

Webinar instructions will be sent out before the next call.  The call-in numbers will be the same. 
