Data Tracking and Reporting 

January 24, 2000

Learning Session II


Organization: ______________________________ 
Date: _____________

Location: _________________________________

I. Aim:

Should include the patient population and the use of the Chronic Care Model.

Description of Pilot Team Population of Focus, # of patients___(Estimated number of pts. in pilot.)
II. Measures:

Measure
Definition of Measure
Goal
Sampling Plan for Measure

HgA1c< 9.5%
% of pilot population with most recent HbA1c<9.5%
90%
Registry

BP<140/90 mmHg)
% of pilot population with most recent BP measure<140/90 mmHg
70%
Registry

LDL<130 mg/dl 
% of pilot population with most recent LDL <130 mg/dl
70%
Registry

Documented Self-Mgmt Goal
% of pilot population with documented self-management goal(s)
70%
Registry











III. Annotated Graph(s) of Key Measures (See attached page or Excel file.):
IV. Brief Description of PDSA Cycles (annotate cycles on chart):
Key Cycles and Themes from Chronic Care Model

Cycle:      Element of Chronic Model:*                                                       Describe Change: 

1. Clinical Information Systems: Ran query to identify patients not receiving HgA1c. 

2. Delivery System Design: Medical assistant called 20 pts.  Fifteen pts. came in for tests. 

3. Self-Management Support: Diabetes Educator and PCP meet together with patient to discuss self-management for 10 minutes. Diabetes Educator follows-up with phone call.  Effective in 5/10 pts.
* Identify specific component: organization, community, self-management, decision support, delivery, or information system.

V. Summary of Results:  We have identified effective methods and will test them on a larger scale.  Need to address Decision Support and Community PDSA cycles next month.

                                                                                            

Team Self-assessment
: 3.0
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