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October 22, 2008

Conference Call Minutes 

Attendees

Kate Watson - Kansas DPCP

Betsy Thornton, Jessica Wright, Tom Sims, Nell Phillips, Joan Skaggs – West Virginia Bureau for Public Health

Cecil Pollard, Trisha Petitte, Mary Swim, Nell Stuart, Marie Gravely, Adam Baus – West Virginia University Office of Health Services Research 

Christina Volcalon – Hawaii DPCP

Patty Kelly-Flis – Rhode Island Department of Health

Jackie Gianunzio – CDEMS Support Specialist

Francisco Arias Reyes – Washington DPCP

Marilyn Bachelor – Health Care Performance Consultant with DMC Primary Care Physicians, Detroit, MI

Discussion Topic  

Presentation by Nell Stuart, Marie Gravely and Trisha Petitte on their role as Health Improvement Consultants in West Virginia.  They link registry use with health centers' quality improvement plans and help to overcome barriers to full registry implementation.
Trisha has been a health improvement consultant for over six years in collaboration with Bureau for Public Health for diabetes, asthma & cardiovascular.  Maria and Nell have been involved with health improvement consulting during past year.  Their PowerPoint slides outline strategies for improving patient care based on 2008 clinical practice guidelines for diabetes care (note: slide show is available on the “Support” page at www.cdems.com)  The guidelines concentrate on working with the clinics to improve patient health care and implement electronic tracking systems.  The focus of health improvement consultants is health care improvement, professional development, and community interventions and links to resources.

The consultants begin working with clinics to understand how their processes relate to the guidelines.  Looked at specific guidelines incorporated into the practice for standing orders, Diabetes Day and, more recently, quality improvement activities.  The team has helped with tracking systems – CDEMS in particular.  They promote themselves as a “QI team” with knowledge to answer basic questions and get Adam Baus or Mary Swim involved on more difficult issues.  Clinic visits by the team help to identify who is responsible for data entry and improve staff communications.  Summary data is reviewed with the clinic on a quarterly basis.  

Another area of focus is improving education to professionals, MA’s, LPN’s.  The West Virginia DPCP provides funding for the office staff diabetes curriculum and Asthma funding now provides the asthma module for staff training.  The “Are you Ready” program is a patient-oriented self-management program to help health care workers identify which stage of change patient is at.  Web based programs are available for continuing education credits for diabetes, asthma or cardiovascular.

Community interventions help with self-management education.  Specific programs discussed were the Stanford self-management “Help Yourself” program, “Dining w/Diabetes” for teaching about diabetes cooking techniques & food items and “Gentle Yoga” chair exercises for patients who have limited mobility and can’t get out.  Diabetes support groups in churches and clinics are promoted as well as connections to speakers and materials.

The team also tries to bring people together between the clinic and community.  For example, they try to connect clinics using the same EMR system for collaboration.  Also connect to resources within the state such one clinic’s eye doctors willing to work with patients around the state.

The Health Improvement Consultants shared their experiences on the road at two clinics in West Virginia…

Case #1 – the team addressed quality improvement struggles to measure patient satisfaction and honed in on effectiveness of HbA1c standing orders using PDSA cycles and measures in QI reports.  Realized that ongoing training is necessary in many areas to cover staff turnover in diabetes education, switchboard operators, telephone communications, etc.  Discussed the importance of developing an IT person at the clinic rather than relying on Adam as their IT person for registry/EMR issues.

Case #2 – found that only two medical records people in the clinic knew about the registry and how to use it.  Reports were printed for the administrator and passed around at staff meetings, but no one was familiar with them.  The people who could use this data to make changes in the way they were functioning in the clinic didn’t know anything about  it.  The consultants were invited to present information about CDEMS at clinic.  The data presented to medical staff showed improvement.  They had never seen anything like that and were pleased they were doing so well!  They didn’t know the potential of using data.

Health improvement consultants need to document what they can offer, what they can do, what is needed.  “Basically, in summary we are liaisons trying to do whatever we see is needed.”

Kate Q – how do you define contact?  Adam – have web based system, office is scattered across state.  Needed a web based system to record contacts and help better communication.  Whether F/U phone calls or in-person site visit, calls, e-mails, code and track what we’ve done.  Contact system is based on required reporting funders.

Participants discussed at length breaking through resistance by clinic staff, administrators and providers and making inroads wherever possible.  Adam advised that it helps to link registry use to the health center’s own QI plan.  They already have questions they want answered.  If we come in as added service to tedious and time consuming work that they already have to do, it’s a huge help.  Find someone in the clinic to start building a rapport, find the right niche, and keep trying to get the right event to pull it all together.  Health centers are not required to work with health improvement consultants.  It’s all about rapport-building.  Sometimes clinics don’t know amongst themselves what each is doing and need help talking to each other about their QI plan and how information will be used.  These discussion can help to clear up misperceptions like the early belief that QI data was for a WVU researcher to publish results with no benefit to the clinic.

Christina asked about the role of the primary care assoc. in this initiative in terms of funding and staff.  Christina feels that PCA may play a bigger role in her state (Hawaii) with QI initiatives.  PCA work is different in each state.  

Francisco described the history of the WA State Collaborative and the current 6th collaborative which is running with the concept of coaching.  Coaches help clinics to work through the models, registry, teamwork.  Working as a team helps improvement.  Clinics often have no time to stop and think about how they are doing; sometimes it take an outsider to step back and look at how things are done.  Need outside perspective to get other suggestions.

Nell asked about clinics tracking pre-DM in CDEMS -- measures, reports, interventions.  Patty (RI) is willing to share their adaptation of CDEMS for pre-DM on the CDEMS web site.  Patty worked with DPP looking at 2 different levels – identify patients at risk, screen into 3 categories (at risk, pre-DM or DM)  Depending on how they fall, looking at reports on patients at risk who were screened or at pre-DM population and action taken (% wt loss, follow-up fasting BS or HbA1c).  DPP didn’t look at lab work component other than fasting blood sugar or glucose tolerance, but might be able to screen pre-DM with an HbA1c.

Kate requested more information about education resources such as “Are You Ready? program”  Marie can get this information.  “Are You Ready” looks at Prochasta model of readiness to change at three levels:   balance your plate (basic nutrition), choose the move (physical activity), kick the habit (smoke cessation handouts to identify readiness to change).  Cecil described the “Benefit” physical activity project based on Prochasta’s change theory and conversation mapping from Merck.   The program is put together at the community health center level where a patient identifies their own level and reviews the treatment process with the health care team.  The program includes self-help activities and log books.  Cecil just placed this program in a second clinic for testing and will distribute in the next 3-4 months.  

Marilyn performs a similar kind of health consulting role with small PCP offices in the Detroit area.   Working with Blue Cross Blue Shield in Michigan, she places computers loaded with CDEMS in each clinic and administrates managed care contracts.  Incentives are in place and improved performance must be demonstrated to receive incentives for diabetes, cardiovascular, asthma, COPD and depression care.  Marilyn suggested that sometimes the clinic administrator or office manager is more interested in QI information at first and spreads later to the physicians.

Patty said the big secret is to keep the docs out of the loop for awhile until the project is going and they want to be involved.

Patty described the patient-centered medical home project kicked off in Rhode Island in Sept. The registry is not one of early starting pieces.  She sees CDEMS as being a huge help with medical home patients.  One track of the current WA State Collaborative is pediatric medical home, and a state-wide medical home collaborative is planned for 2009.  Current medical home measures are available on the “Download Files” page at www.cdems.com.  Look for the Excel setup (Medical Home SetUp) in the 2008 WA State Collaborative area or view the Medical Home cheatsheet further down that page.  Francisco reports that the difficult process of identifying Medical Home measures for the 2009 state-wide collaborative has just started.

At that point, a technical blip disconnected everyone from the web meeting and teleconference! 

Next meeting -- TBD
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