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October 24, 2007

Conference Call Minutes 

Attendee: 

Farooq Ghouri, Moderator - Diabetes and Cardiovascular Senior Epidemiologist, Kansas DPCP
Teri Caudle, Chronic Care Specialist, Kansas DPCP

Tara Schooler, Health Educator, Kansas DPCP
Joe Brisson, Kansas, Browsersoft, Inc.

Tom Wood, Integrated Health Partners

Adam Baus, West Virginia University, Department of Community Medicine

Cecil Pollard, West Virginia University, Department of Community Medicine

Mary Swim, West Virginia University, Department of Community Medicine

Jackie Gianunzio, Washington, CDEMS Developer/Support Specialist

Francisco Arias-Reyes, Washington DPCP

Nicole King-Boise, Idaho, Saint Alponsus Physician Services

Gale Emery-Kalamazoo, Michigan

Wendy Ahrens – Kalamazoo, Michigan

Mary Burns-Michigan Medical PC

Sharon Job-Boise, Idaho, Saint Alponsus physician Services

Sheri Malakhova-Boise, Idaho, Saint Alponsus physician Services

Donna Garwood, Kansas, Kansas Foundation for Medical Care, Inc.

Jon Georg – California Primary Care Association

Agenda:

· Discuss extending teleconferences to 1-1/2 hours

· How registry information is used to improve care

· Pay-for-performance documentation

· Integration of CDEMS with other applications

Welcome and Introduction

· Welcome Gail Emery and Wendy Ahrens from Kalamazoo, Michigan and Mary Burns from Michigan Medical PC (If you are interested in receiving email updates, please send your name and contact information to kwatson@kdhe.state.ks.us)

· Call extended to and hour and a half

Hypertension (HTN) Cohorts

· Hypertension Cohort - Farooq described the Hypertension cohort added as part of Kansas Diabetes Quality of Care Project.  They used JNC-7 standard guides and translated it into a document/CDEMS template for all performance measures and indicators of hypertension quality of care.  Clinics gave input on the document and were trained to set up new cohort and track hypertension.  The final hypertension document, “Hypertension Control & Management”, will be distributed soon and will be shared with the National Support Group when ready on the “Self-Support” page at www.cdems.com.  The cohort is focused on patients with hypertension only and not diabetes.  If diabetes develops during the project, patients will stay in hypertension cohort.  The project works on improving management of quality of care through meds & lifestyle modifications. 

Francisco reports that WA is in the process of developing their next collaborative.  An expert panel will be working on measures and deciding on the focus of primary prevention for hypertension.  Hypertension is also being tracked in West Virginia using national health disparities measures.  Adam Baus is interested in how those compare with the hypertension guidelines.  Farooq will send copies of JNC-7 for comparison.

Using registry information to improve care

· On-Site Clinic Assistance – Cecil Pollard (WVU) described periodic registry data reviews at clinic sites in West Virginia by three chronic disease educators (employed by WVU but work with DPCP) to help clinics evaluate where to focus improvement efforts and to train in better using registry data.  Ultimately clinics will be able to do this on their own and this knowledge will also be helpful in using EMR data as well.  Reports are used to identify patients who have not been in for a long period of time or need eye exams.  Chronic disease educators work with clinics to take advantage of registry data to target education.  
They added a new denominator so clinics can look at total visits without having to calculate number of visits minus no visits.  For further information about this go to their website: http://www.wvuohsr.org
· Reminder Letters – Adam Baus (WVU) Looking at counts and percentages in the Diabetes summary report, registry users can identify patient without visit in the last year and send reminder letters.   Also from QI standpoint, we can look at HbA1c values over 7 and use list reports to find patients who fall outside of recommended guidelines and send a reminder letter for services due.  The summary report is the springboard for global look at patient care; the list template generates patient-specific lists to target for care.

· Issues with % values and counts in summary reports.  Should patients who did not come for a visit be excluded from the denominator?  Farooq reports that issues like this are confusing to users.  Adam reports that WVU had this problem early on w/BP – for example, 100 patients in registry – 70 had visits and all 70 had BP taken.  The percentage with BP would be reported as 70%, not 100%.  The Office of Health Services Research group at WVU developed a way to allow users to switch back and forth between denominators (total registry or 1+ data points) for different statistical views.  This was developed at the request of health centers and has gone over a lot better.  The WVU reports version with this flexible denominator feature is available at: http://www.hsc.wvu.edu/som/cmed/ohsr/downloads.htm.  Changes are documented on the change log also located at this site.

· Online Diabetes Summary Report – Joe Brisson described an online version of the Diabetes summary report developed in Kansas that allows you to choose any group of denominators, males, females, insurance class, etc.  

· CDEMS Super User Group – Francisco Arias-Reyes (WA-DPCP) described meetings of a group of experienced CDEMS users two or three times each year in Washington.  The User Meetings are interactive meetings where users share registry ideas used at clinics, interpret reports, and discuss quality improvement work.  A short user presentation is made at each meeting and new features of CDEMS are also demonstrated and technical questions discussed.  A CDEMS newsletter is produced summarizing discussions at each meeting.  Newsletters are e-mailed to the CDEMS distribution list; contact Jackie Gianunzio (jackie@cdems.com) to be included on this  e-mail list.  Newsletters, presentations, and other shared documents are available on the “Newsletter” page at www.cdems.com.  

Pay-for-Performance
· New features of the CDEMS Reports program (v. 6-20-07) facilitate documentation for pay-for-performance reimbursements.  The group discussed insurance setup strategies and documentation needed by clinics for reporting on pay-for-performance outcomes.

· Kansas, Diabetes Quality of Care Regional Training. Farooq included insurance as a topic in regional training last summer in a series of presentations highlighting pay-for-performance history, benefits, and tips for tracking patient insurance info in CDEMS.  Not all clinics are on board with submitting pay-for-performance documents to show Medicare quality of care.  Farooq noticed a lack of insurance standardization with aggregated data and has now organized insurance into five groups to ensure standardized measures by inisurance:  Medicare, Medicaid, Private, No Insurance, and Other.  In response to Francisco’s question about the ability to track other health plan incentives, Farooq explained that only two health insurances in KS are included in the “Private” group: Blue Cross Blue Shield and Aetna.  Other specific paid-performance plans are tracked by name within the “Other” group.  Farooq is adding list of insurance providers in Kansas to the CDEMS cheat sheet to help standardize insurance payers. 

· Joe Brisson (Kansas) reported that he is doing a side study on pay-for-performance and shared the challenge of every insurer using a different class of measures.  No uniformity between the pairs right now adds to the challenge.  Joe has a couple of articles to share.

· Adam Baus (WVU) -- 2007 Physician Quality Reporting Initiative – 74 unique measures.  Contains a number of pay-for-performance measures.  Don’t know how these relate to what insurance payers look at.  Seems like a lot of P4P measures floating around.  Doesn’t seem to be any standardization at this point…  Difficulty is in understanding what should be in CDEMS.  

· Donna Garwood (Kansas QIO) - Voluntary reporting of quality measures is expected to continue into 2008.  The comment period may be over for 2008.  All measures for 2008 should be final by mid-Nov.  It is the beginning of Medicare’s attempt to pay for reporting program – bonus pay for providers for reporting.  Reimbursement is for reporting numbers, but also performance measure.  Visit www.cms.hhs.gov/pqri for toolkit for collecting data quality measures.  Only clinics and physicians that submit Part B claims are eligible; Part A is not eligible for the program.  

Integration of CDEMS with other applications

Tom Wood (IHP-Michigan) just completed an integration module with Module MD and is in the process of doing the same with A4, Med Informatics and Misys.  Some of these interfaces are being done at little or no charge.  For other EMRs, the charge is quite high.  Tom reported the interface cost with Module ME was $2500-$3000 for an Excel-type file that can pick up data daily or as often as wanted, though not real-time.

Tom is working on survey to sort out which vendors are easier to work with and is willing to share this information.  Tom reports that A4 and Med Informatics proceed with the idea that this is an easy query to write and there shouldn’t be a charge!  A Misys interface, on the other hand, runs around $15,000 with a three month wait time.  Module MD is homegrown and very easy to collect data from.  Tom is trying to develop an approach with one common record structure that can be turned over to EMR companies for data files needed though he admits it may not be exactly the same procedure for all companies.

The integration module is important to health organizations from a financial standpoint and Tom would like to be able to share.   He encouraged members of the group to contact him directly by e-mail (Woodto@trinity-health.org) on this topic.  The feeling of the group is that anybody who puts data into an EMR should be able to export that data out.  There should be a way for us to help each other negotiate with EMR companies.

Adam Baus reported, reluctance by LabQuest to provide electronic files with lab results.  Adam was asking for a standard data feed, not a customization, for two clients in California.  Jackie has not heard from any users about issues with paying for electronic lab results.  Francisco offered that the “data belongs to the clinic, not the lab.”  If a lab company is not willing to share the data without charge, Francisco urged looking for someone else.  Usually a friendly reminder that the clinic has this option is helpful.  

Farooq mentioned a clinic in Kansas City that works with an EMR system that directly connects with CDEMS reports without the need for exporting data.  Farooq offered to get information about that EMR vendor and share that with the group.

Tom has heard of someone (located on a boat in the northwest) on-line who is working to solve this EMR data export to CDEMS issue - can Tom provide developer name?  Joe Brisson feels the difficulty of an interface is overrated – there are interoperability standards for HL7 feed that can easily be tweaked.  The issue is that vendors want to charge a lot of money for this.  Tom was interested in where to get quick training on HL7?  Health Level Seven transactions are described in detail at HL7.org.   HITSP (John Harumka) established interoperability standards; CCHIT group certifies practice management systems for interoperability.  100 vendors are now on the list for meeting standards.  Problem becomes the price tag of $5,000 - $25,000…

Everyone was asked to send new discussion items to Kate for next month’s meeting.  Cecil suggested a face-to-face meeting of the national CDEMS support group at the May, 2008 national diabetes meeting in Orlando to discuss (1) use of data for improving care and (2) technical issues (EHR, HL7, interoperability, etc.).  Kate was attending a Conference Planning Committee meeting at the time of the October call.  The Abstract is already closed, but sometimes there are opportunities for round-table meeting discussions – perhaps a pre-conference meeting.

CDC Diabetes Conference 

Kate Watson is currently meeting with the 2008 CDC/Diabetes Division of Translation conference planning committee in Orlando.  She will explore the options of the possibility of a face-to-face meeting with the National CDEMS Support group during the conference. This will most likely happen on Monday, May 5, 2008.  Meeting rooms are reserved for pre-conference meetings.  The conference runs from May 6-May 8, 2008 at the Wyndham hotel in Orlando.  

Support Group Objectives/Guidelines

The Support Group participants seem to fall within two categories: (1) technical support people and/or (2) program implementation people. If you have not entered your information in the roster please do so. The roster is attached to the email. 

Suggested Topics for Next Call
· Technical side of working with EMRs – what is an ADT feed, HL7 record, HITFP, establishing inoperability between systems? For more information on HL7 go to:  HL7.org 

· How to use data to improve care.

· Is anyone using SQL data base instead if Access?  

Please send new discussion items to Kate (kwatson@kdhe.state.ks.us) for next month’s meeting.

Tech support contact information
· Jackie Gianunzio, CDEMS Technical Support Specialist:  360-387-2928, jackie@cdems.com, www.cdems.com and www.support.cdems.com.

· Adam Baus, Program Coordinator, WVU Dept. of Community Medicine
Office of Health Services Research:  304-293-1083, abaus@hsc.wvu.edu, http://wvuohsr.org, remote support available at: http://support.wvuohsr.org
Next Conference Call: November 28, 2007 @ 2:30 EST
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