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May 28, 2008
Conference Call Minutes 

Attendees: 

Lee Caruthers – Wyoming DPCP
Teri Caudle – Kansas DPCP
Adam Baus – West Virginian University 
Cecil Wood – West Virginian University
Mary Swim – West Virginian University
Marilyn Bachelor – Detroit, MI
Carmen Harris – CDC, ABRESE Team
Jackie Gianunzio – Washington
Nathan Peterson – Utah 
Peg Adams – West Virginia DPCP
Agenda:

Utilizing CDEMS to identify/track:

Patients who are at risk for diabetes 

Patients with pre-diabetes

This call is an open forum for people who are using electronic registries for quality improvement projects.  Previously, we have not talked about using the registry to flag patients at risk for diabetes and/or the metabolic syndrome. WV just started talking about using CDEMS for pre-diabetes – which has not done in that state before.
DQCMS
Wyoming uses the Diabetes Quality Care Monitoring System (DQCMS) developed by the University of Wyoming. Utah, Wyoming, North Dakota and Montana use this system.  Wyoming also uses the Primary Prevention Quality Care Monitoring System (PPQCMS). 
CDEMS does not replace paper charts – it is used as a supplement to CDEMS. EMRs have limited functionality for quality improvement information.
WY – clinics will not entertain the idea of using another system such as CDEMS after they have implemented an EMR. 

Utah has implemented DQCMS in their tribal programs. DQCMS uses 2 screens per patient – demographics and clinical screens. DQCMS is a very simple system. 
WV – clinics are reluctant to let go of 2-3 years of CDEMS data when they go to an EHR

Marketing CDEMS 
They market CDEMS through word of mouth. 

Jackie – not typically marketing to clinics that have EMRs. Dual data entry is a huge issue. She tries to guide users to maintain the registry until the EMR is far enough along to see what kind of data they can get out of the system.  One clinic went from CDEMS to an EMR and didn’t want anything to do with doing an interface. Now they have gone back to CDEMS having realized the value of it.
WY has 30 sites and they market by calling physician offices to gauge interest in DQCMS. They find it difficult to get the word out. They lack the financial resources to travel. (DQCMS tracks BP, Cho, weight, height, A1c, microalbumin) – free product.   Utah contracted with University of North Dakota – Montana DPCP paid the University to develop DQCMS. 

Tribal Programs

Montana initiated DQCMS in their tribal program.  Tribal programs have more leeway compared to the IHS programs – less bureaucracy.
IHS.gov –has a list of tribal programs. There are 3 types of programs – IHS, Urban or Tribal. Urban and Tribal are easiest to work with because they don’t have the resources compared to IHS.

Tribes sometimes have an issue with using RPMS and CDEMS (dual entry issue). 
Tech Support
WY – they won’t use CDEMS and only want to use PECS.  They will lose the support for PECS unless they contract for it. 

WV uses remote support. This may be an option for WY if they had a tech support person. WV has a reputation for providing excellent TA.

Tracking Pre-diabetes
Pre-diabetes issue – add a condition to the basic CDEMS. Isn’t it possible to do this with pre-diabetes? Kansas has a clinic that has added waist circumference.
WA – the clinic that is reinstating CDEMS has dumped all of their lab results in a pre-diabetes separate group. Therefore, they were just picking up lab results with no additional data entry. They used the lab results to identify patients at risk. 

ADA risk assessment test could be use to identify pre-diabetes. 

WA – clinic set up metabolic syndrome to tag patients – family history, pre-diabetes, obesity – a shortened list of diabetes measures.  One of the issues is what do you do with the information once you identify people. Nutrition and exercise could be the first step in the clinical process once a patient at risk is identified. 

WV – one clinic interested in pre-diabetes. Focusing on 3 general areas: How do we identify them? What measures do we include? What do we do with the data once we have it? Will try to incorporate existing physical activity and nutrition components in the intervention. Kansas will be doing a survey of their 44 clinics to see what they are doing to identify patients at risk. 
The problem is not what is being collected that is at issue – it is how to work with the providers. Could look at BG 100-125 – but the provider must to do the evaluation. 
There are multiple lists of pre-diabetes indicators. Peg will send those to Cecil and Adam to review. 

Jackie could create a special place on the CDEMS.com forum to discuss pre-diabetes measures. If everyone would submit their pre-diabetes measures, Jackie can put those on the forum. 

WY – Lee will share what the measures are in the PPQCMS.

Jackie will check with the clinic in WA that is tracking metabolic syndrome. She referenced the book “Eat This Not That” for patient self-management.
3 Issues of Concern 

· How to identify patients at risk and get them in the system 

· What measures to track

· What education to provide to providers and staff

Utilize Small Steps Big Rewards – if we identify people with pre-diabetes we need to be prepared to be able to treat them. 
How do you measure prevention?  Losing 5-10% of your weight and exercise frequency. Could create a field in CDEMS with starting point weight to be able to track the difference in body weight change. Jackie has done some of these queries for some clinics. Can already track exercise assessment recording the number of days per week. WV has done measurements with labs for rise and fall of A1c.  Graphs would be helpful to show weight loss and exercise. Jackie will look to see if things other than lab data can be graphed. 

Not very many technical issues the work is around once we identify them what do we do with the data. Education is a big part of the prevention effort. Education has to reach health care professional. 

WV is creating a module for increasing physical activity. The module includes 3 components including a teacher’s manual for providers and mid-levels to assess patients wanting to exercise – buddy system to ID people to help encourage them to exercise. The module is based on the Stages of Change Model as well as the “conversation maps” developed by Merck.   

What else is missing to the prevention piece? Measuring success needs to be included. 

Next months call: WV presentation on linking CDEMS with other systems. 

Next Conference Call: June 25, 2008 @ 2:30-4:00 EST

877-278-8686

Pin# 151890

