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Yikes – Can you believe the summer is nearly upon us?  We have certainly been busy since the last update e-news sent in December, and wanted to provide you an update of activities to date, and a snapshot of activities coming in the next few months.  Thanks again to each of you for your continuing commitment to this exciting initiative.  
 
 
1.         CAFP’s First NDDC Collaboratory
CAFP’s New Directions in Diabetes Care Collaboratory teams are ¾ of the way through their year with us.  They met for their second learning session on 11 January, and their third on 17 May — the meetings were entirely virtual. Using WebEx technology, the meetings were designed to save teams travel time and expense, and if participant reaction is an indication, they are a big success. 
 
Twelve of the 16 teams were online, and connected by conference call as well, while key components of the chronic care management change package were discussed.  Equally important was the time the teams spent sharing the results of their Small Tests of Change in care for their diabetic patients over the past three months, with some fabulous success stories.  Just a few examples include: 100 percent screening for depression of patients with diabetes; 40 percent improvement in monofilament foot testing; and 44 percent improvement in referrals for eye exams.  These improvements were made using techniques and processes made available through the Collaboratory. 
 
Best practices developed by our teams will be made available to all members on CAFP’s Web site (look for more details in future editions of Academy in Action). If you know a family physician who should participate in the second Collaboratory class, beginning in Fall 2006, please contact Sandra Newman, MPH, snewman@familydocs.org.
 
A Prime Example of Progress Being Made:
 
Take the example of Michael Zimmerman, MD, leading an NDDC team in Alameda.  Dr. Zimmerman recently implemented DocSite as part of efforts to develop a Diabetes Care Management Framework (see graphic).  He recommends that family physicians who want to improve care for their patients with diabetes consider starting with a conversation about the population management construct that includes: 
1.  Patient Identification             2.  Risk Assessment
3.  Intervention                          4.  Follow up 
5.  Measurement                       6.  Repeat
 
As a central component of planned care, a disease registry doesn’t have to be complex. It can be as simple as using index cards or an Excel spreadsheet, or it might be further along on the technological spectrum, such as with a Web-based tool like DocSite.  But according to Dr. Zimmerman, who uses DocSite, “Using one is central to getting providers to think in terms of populations of patients, in addition to their hard work with individual patients.”  Prescription refills have been the main way his practice has identified patients with diabetes for the registry.  Once a protocol for planned care was developed, the practice began to use population management techniques by querying DocSite to develop outreach protocols for specific services needed (e.g., A1c testing, immunizations, etc.)  Although the disease registry has proved to be useful, it hasn’t been without challenges.  Dr. Zimmerman reports that when he looked at one process, he started to realize that all of his workflow and processes were interrelated.  He couldn’t just fix one thing.  So he began step-by-step, using Small Tests of Change (STOCs), to first look at the architecture as a whole, not just his diabetes care.  He found that caring for patients with diabetes, or other chronic conditions, wouldn’t thrive if his practice only used an acute care model.  He needed to rethink what it means to deliver care; care could come from a variety of methods, not only in the face-to-face office visit. 
 
According to Dr. Zimmerman, “There is a certain amount of medicine that’s unpredictable, and we’ll always have to react to that.  But we can retool our offices to respond to planned care needs — which are predictable — in a reliable fashion.”  One way to accomplish this was to get buy-in from his staff.  He sent several staff to the CAFP’s recent Annual Scientific Assembly to attend a Diabetes Care Coordinator training led by Ana Perez of Lumetra.  He reports, “One staff member came back and said, ‘I finally understand why we have a flow sheet.’  That was more valuable than any philosophic talk or intervention I could have with staff.”
 
Patient self-management is also an important component of planned care.  The practice has put signs in all of its exam rooms reminding patients with diabetes to remove shoes and socks.  They’ve also started to use “My Diabetes Progress Report” to keep patients engaged with their care.  The progress report includes room to record results (and targets) so patients can track measures including A1cs, blood pressure, lipids, eye exams, immunizations, and other key markers.  
 
 
2.         Physicians’ Foundation for Health Systems Excellence Grant Update
We are working closely with our subcontractor, the CMA Foundation, on the collaboratory activities supported by the PFHSE grant.  The CMA Foundation has completed a series of focus groups with physicians and patients.  CMA Foundation held its first collaborative learning session on 10 May.  Kwabena O.M. Adubofour, MD has joined the Diabetes Advisory Board representing the CMA Foundation.
 
3.         CAFP’s 58th Annual Scientific Assembly
The 2006 ASA was great.  The content was given rave reviews – the downside was the low attendance.  Sessions included:  diabetic neuropathy, pre-diabetes and prevention, better insulin use, diabetes care coordinator training, mastering insulin, and at least 4 sessions on practice re-design.  It was chock-full of Future of Family Medicine/Practice Re-Design/New Model of Care goodies, and we used our Booth time to recruit for the next collaboratory, which will kick off in the Fall.  
 
Robert Graham, MD, and Chuck Kilo, MD, were our special guests – and they wowed the crowd.  We also had a bonus learning session for our collaboratory teams – featuring behavior/self-management guru William Polonsky, PhD.
 
4.         General Membership Education
In our humble opinions the past five editions of California Family Physician have been among the finest ever produced by the Academy.  Although we initially thought we’d offer CME credit for each issue, the time and cost, paired with low usage, prompted us to curtail that activity.  We will continue, however, to include a column in each issue – with members of the Committee on Continuing Professional Development taking the responsibility for coordinating, and in many cases, writing, the NDDC feature.  If you’d like to volunteer to write one of these features please let Shelly know – she’ll get you the details. (srodrigues@familydocs.org)
 
Academy in Action, our twice-monthly e-newsletter, generally features some aspect of New Directions, including a Diabetes Tip of the Month section to highlight websites, programs and resources on a particular issue of interest.  We continue to insert “diabetes pearls” in each issue of Academy in Action.  Further, six of twelve issues our Practice Management Newsletter are targeted at practice process re-design.  The other six target coding and reimbursement issues, and we were able to devote one of these to coding for group visits.  
 
We are also finishing plans for a late summer launch of the Diabetes Resource Center on www.familydocs.org.  The center will include loads of information about the initiative, educational materials, community and patient resources, and discussion forums. Some of the content is already in place – check it out.  And if you haven’t checked out the forums – please take a look, and post a comment, today – go to http://www.familydocs.org/forums/signin.php.  Need help in logging on – contact Alissa, achadburn@familydocs.org.
 
5.         Quality Improvement and Evaluation
Sandra Newman, MPH, our Director of Medical Practice Affairs, is the newest graduate of the IHI breakthrough college series, and continues to work with our collaboratory teams and others on quality improvement questions.  Lumetra has also dedicated two hours each week of Cathy Coleman’s time as a QI advisor for the collaboratory.  Cathy and Sandy have already made one site visit to a collaboratory team, and have two more planned for the near future.  Thanks to Lumetra for this generous commitment.  Sandy and Susan will also be attending the IHI Improvement Advisor seminar in June, adding to our expertise.
 
On the evaluation front, we’re in discussions with Joseph Green, PhD, Associate Consulting Professor, Duke University School of Medicine, on our plans for initiative evaluation and eventual publication.  CAFP has worked with Joe on other projects, and he’s excited by the potential for this initiative.  Some of you may have met Joe at the CAFP’s Education Advisory Board meeting in January 2005.  More to come.
 
6.         BridgingCare Planner
CAFP has been in negotiations with GlaxoSmithKline for 100 licenses to the BridgingCare Planner (DocSite) registry.  The product will be offered by GSK as a 2-year license to members of the collaboratories free of charge, in exchange for de-identified data.  Michael Zimmerman, MD, a member of the first class, already uses DocSite (see above), and 5-6 of the teams are in line to receive the product.  CAFP is not endorsing the product, but rather making it available to members for use, if they so desire.  Want more information, contact Susan, shogeland@familydocs.org.
 
 
Recruit a Practice
 
We are recruiting practices for the 2nd collaboratory.  If you would like to participate, or know a colleague who should be involved, please contact Sandy, snewman@familydocs.org.  We would like to have 25 practices ready to go in the Fall.
 
 
So, that’s it for now.  Again, we thank you for everything you’ve done on your part to make this project as success!
