 

 Note One: Fields to include in the Diabetes Registry

Your registry construction should strive to capture certain data as you continually improve it.  The list below suggests a minimum starting point for data capture.

• Patient identification number

• Patient name (full name with middle initial)

• Address (complete enough for mailing purposes)

• Phone (home and work)

• Gender

• Birth date

• Treatment type (diabetes medications)

• Other relevant medications (e.g., ACE inhibitors, aspirin, etc.)

• Comorbidities

• Date of last glycosolated hemoglobin

• Result of last glycosolated hemoglobin

• Date of last total cholesterol

• Result of total cholesterol

• Date of last HDL

• Result of last HDL

• Date of last LDL

• Result of LDL

• Date of last microalbuminuria

• Result of last microalbuminuria

• Date of last retinal exam

• Eye disease status

• Date of last foot exam

• Foot risk status (high or low)

• Smoking status

• Evidence of any ongoing patient education (e.g., classes, instructional materials, etc.)

• Has a collaborative self-management support plan been discussed: Yes/No

• Notes associated with collaborative self-management support plan

 







Note Three:  Example of Chart Abstraction Form for Collecting Registry Data

DEMOGRAPHICS

Today’s Date:





Patient ID:





Patient Name:





Address:

City:
State:
Zip:

Phone:
H:
W:



Birth Date:





Gender:





PAST MEDICAL HISTORY

Comorbidities:
CHF
COPD
Blind
Deafness


Asthma
Stomach Probs
Arthritis/Rheum
Chronic Back Pain


Hypertension
Angina
MI
Stroke


Cancer
Kidney Disease
Sciaitic








PHYSICAL EXAM VITALS

Smoking Status:
Yes
No



Last BP:





Last Weight:





Height:





MEDICATIONS

Insulin(s):





Oral Agent(s):





ACE Inhibitor:





Other Relevant:





LABS

Last A1c:
Date:

Value:


Last Microalb.:
Date:

Value:


Last Creatinine:
Date:

Value:


Last Total Chol.:
Date:

Value:


Last HDL:
Date:

Value:


Last LDL:
Date:

Value:


Last TG:
Date:

Value:



ROUTINE
DIABETES
CARE


Last Eye Exam:
Date:

Retinal Status:


Last Foot Exam:
Date:

Foot Risk Status:


SELF-MANAGEMENT SUPPORT AND PATIENT EDUCATION

Ongoing Pt Ed?
Classes
Provider Visits
Other:


Collab. Plan?
Yes
No



If yes, what are details of plan?





Note Four:  Example of Patient Encounter Form for Collecting Registry Data at

Time of Visit  (same form can be used as template for automated 

Patient Summary form for use during next visit)

Patient Summary Sheet

Date: 

Patient ID #:

Patient Name:

Patient Age:

Primary Phone:

Alternate Phone :

Primary Practitioner:
Vital Signs
      Last Visit
        Today

Weight (Lbs.)

Height (Inches):

Blood Pressure:

Body Mass Index:

Vital Signs Date:

Smoking Status:

Priority Registry Health Risk Factors
Working Notes

1. CAD/CVD Risk 

Family History of PREMATURE CAD?

Most Recent Lab Values


Total Chol.:_____
HDL:___________


TC/HDL:  _____
Date:___________


LDL:        _____
Date:___________


TG:          _____
Date:___________

Baseline LDL


Aspirin/day?


2. Kidney Risks

Albuminuria/Creat. ratio

Date:

Serum Creatinine


Date:



3. Retinal Screening

Latest Eye Exam:

Left Eye: 

Right Eye:


4.
Foot Risk Status




Date of Last Foot Exam:

      High Risk Foot?


5. Glycemic control

HbA1c:


Date:

Frequency of SMBG:

Shots/day:


Insulin Dose:


6. Cardiac/Diabetic Meds 

Niacin:

BAS/Fibrate:

Statin:

ACE Inhibitor:

Beta Blocker:

Diabetic Meds:
Changes:

yes





no





yes





no





Find someone and 


get them trained.





Establish set of standard queries for determine routine care needs for the 


population and to begin planning schedules to deliver care proactively.





Patient Encounter:


At every visit data


from flowsheet


should be entered. 





Chart Audit:


suggest bi-annually for data


missed during patient


encounter.





Automated data:


suggest monthly 


for whatever data


are available.





Establish data update protocols from each data source:





Patient Encounter


(see Note Four for 


sample flowsheet) .





Chart Audit


(see Note Three for 


example of chart 


abstraction form). 





Automated  data 


via  Information 


Systems Support


People (see Note Two for


guides to this step).





Identify population and begin data collection using EASIEST combination of the following data sources:





Is


there a team


member that knows


EXCEL or 


ACCESS? 





Is


there a 


computer at 


the


clinic? 





Follow instructions


below using 


paper and pencil.





Identify team member to build spreadsheet in EXCEL or table in ACCESS


 that contains at a minimum the fields in Note One.





Example: Constructing a Diabetes Registry





Create an automated template that prints individual patient summaries for use at the time of visit.





Note Two: Getting Automated Data for the Registry





After initial data download, set up schedule of data updates that do two things:


1. Update changes to existing population data, and;


2. Identifies new patients that have entered the system in the last month. 





Request that data download be put into either EXCEL or ACCES format.  If that is not possible, ask for a 


text delimited file that you can manipulate and load into your registry software.





Review Note One and ask information system personnel for all data points that are available.





Ask for list of all patients that were seen in last year where an ICD9 diagnosis code of diabetes was recorded for the visit.


Use ICD9 codes 250.xx.  





Begin chart audits of known


diabetics, and use prospective


patient encounters to complete


population identification.





Is there a


billing dept. or


other source of 


automated patient info.


system in your clinic or 


off-site that can


 help you get


 data?








No








Yes











