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What is quality in healthcare? 

Safe Effective 
Patient- 
centered 

Timely Efficient Equitable 



The Chronic Care Model 
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Health Care Transformed 

• Information that follows the patient – timely, accessible, 
complete to enable patient centered, integrated care across 
all settings 

• Evidence based decision support at point of care for 
practitioners of all disciplines to assure consistent, high 
quality care 

• Access to decision support and tools for managing health 
by/for patients  

• Population based data to advance medical knowledge, 
understanding of factors influencing health practice and 
status and drive improvement 

• Transparency of quality information to incentivize quality 
rather than cost/profit 



 

• Performance 
Assessment and 
Improvement 

 

• Trend Identification 
and Evaluation 

•Population Management • Evidence based 
recommendation/ care 
standard 
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Use of EMR data for quality  

• Individual patient level clinical decision support 

• Support for care delivery processes 

• Population level management  

• Data to support quality improvement initiatives and 
program development 



Types of Clinical Decision Support 

• Passive 

– e.g., templates, order sets, display of protocols 

• Active 

– e.g Prompts, popups, alerts 







Structured Data Entry 

Practice Guideline 

Patient Status 

Decision Support 
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Clinical Decision Support –  
Impact on Vaccine Administration in Adults 

Courtesy of Neil Calman,  

Institute for Family Health 



Health Outcomes – Preventive Care 

DOQ-IT Preventive Care Measures General Population

Alliance Centers vs. MQIC National
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Health Outcomes Preventive Care Disparities 
DOQ-IT Preventive Care Measures General Population

Health Disparities by Race
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Data Visualization 
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Data into information  





Chicago Health Center Average Body Mass 
by Community Area 





Population level management views of data 

 

• Patient 

• Practitioner 

• Patient Cohort           

• Population 

• System 

 

 

• Visit schedule 

• Care protocol schedule 

• Visit 

• Unpredicted Contact 

• All the rest 

 

 

BY 



Limitations of current EMRs 

• Transactional database model, originally designed to function 
at individual patient level. 

• May be difficult to utilize for population level functions such 
as cohort management, population analysis and reporting 

• Has led users to add data warehouse and reporting  and 
chronic disease management approaches to more optimally 
support these needs. 



Proactive Care – The Power of Planning 



Proactive Care - Planning 

Patient list Last visit 

Create recalls: letters, 
email, labels 

Clinical Data: Hgb A1C, 
Framingham Risk  



Proactive Care – Morning Huddle 

What care 
needs are 

outstanding? 

Who are the patients 
coming in today and 
what is their current 

health status?  



Health Registry Report 
Assigned Patients 

and status 

Provider/Care 
team 



Quality 
Measures 

Provider/Care 
team 
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12345 Test 
Patient 

09/16/1961 51 F Bailey NP, Kelly 02/06/201
3 

01/23/201
3 

9.9 01/23/201
3 

132 79 01/23/2013 157 01/23/201
3 

180 01/23/2013 141 3.8 0.75 7 
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Adam 

02/19/201
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01/16/201
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10.4 01/16/201
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120 84 01/16/2013 #######
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0 

Proactive Care:  Diabetes population 
management report 



Sample - PCMH - Depression Registry 

Patients with at least one PHQ-9 Score > 12 in the last 6 months and who do not have an antidepressant on their active medication list. 

Last Values and Dates 

PatientID PatientName DOB Current Age Sex Preferred 
Language 

Responsible Provider Next Scheduled 
Appointment 

Last OV Date HGBA1C  HGBA1C Date PHQ-9 PHQ-9 Date LDL  LDL Date Triglycerides Triglycerides Date Smoker On CAD Registry On Diabetic Registry 

180621 02/13/1947 66 M English 01/21/2013 13 01/21/2013 N N N 

171007 01/14/1992 21 F English 12/11/2012 21 08/14/2012 Y N N 

108081 06/11/1965 48 F English P 12/26/2012 17 12/26/2012 114 ########## 124 12/26/2012 N N N 

159236 11/25/1988 25 F English 11/26/2012 19 11/05/2012 N N N 

69199 03/22/1993 20 F English 09/24/2012 14 09/24/2012 N N N 

177714 04/05/1994 19 F English 12/11/2012 15 12/11/2012 N N N 

170981 08/24/1974 39 F English 08/28/2012 6 08/22/2012 22 08/21/2012 341 ########## 190 08/22/2012 N N N 

15438 08/29/1978 35 F English 12/11/2012 14 10/04/2012 N N N 

26867-1 05/05/1935 78 M English 08/07/2012 7 06/15/2011 21 08/07/2012 93 ########## 174 06/23/2011 Y N N 

127858 09/17/1954 59 M English 08/09/2012 24 08/09/2012 N N N 

25229-1 08/31/1943 70 F English 02/12/2013 01/08/2013 6 12/04/2012 14 01/08/2013 118 ########## 62 12/04/2012 N N N 

109761 07/09/1965 48 F English 09/06/2012 6 09/01/2011 13 09/06/2012 108 ########## 86 09/01/2011 N N N 

16299 08/01/1959 54 M English 01/03/2013 17 01/03/2013 N N N 

72566 12/24/1956 57 F English 04/28/2011 18 01/23/2013 Y N N 

166340 08/24/1955 58 F English 10/25/2012 21 10/25/2012 N N N 

173439 10/12/1963 50 F English 12/13/2012 16 12/13/2012 109 ########## 205 09/12/2012 Y N N 

118458 10/26/1968 45 F English 01/31/2013 01/17/2013 5 11/06/2012 14 01/17/2013 107 ########## 107 08/29/2012 Y N N 

177359 12/26/1969 44 M English 11/21/2012 16 11/21/2012 Y N N 

1099-1 09/26/1962 51 F English 01/24/2013 9 01/12/2013 18 12/06/2012 70 ########## 115 10/19/2012 N N N 

179379 05/18/1978 35 F English 02/25/2013 01/28/2013 16 01/28/2013 Y N N 

21982 02/14/1961 52 F English 12/19/2012 18 10/23/2012 131 ########## 170 04/02/2012 N N N 

88622 04/10/1952 61 M English 01/10/2013 15 01/10/2013 Y N N 

181530 05/07/1978 35 F English 01/24/2013 14 01/24/2013 N N N 

158579 07/11/1942 71 M English 02/15/2013 01/18/2013 6 08/10/2012 21 01/18/2013 69 ########## 67 05/22/2012 N N N 

180248 06/29/1950 63 M English 02/12/2013 01/14/2013 15 01/14/2013 Y N N 

168203 07/30/1969 44 F English 10/19/2012 14 09/24/2012 139 ########## 80 07/13/2012 Y N N 

155554 02/24/1984 29 F English 01/17/2013 19 12/10/2012 Y N N 

99774 06/20/1990 23 F English 11/26/2012 14 11/26/2012 62 ########## 69 10/02/2012 N N N 

123581 03/29/1963 50 F English 02/09/2011 13 10/12/2012 132 ########## 185 08/20/2010 N N N 

161100 04/17/1979 34 F English 01/16/2013 6 04/19/2012 13 12/03/2012 87 ########## 238 04/19/2012 N N N 

162920 08/07/1951 62 F English 01/16/2013 13 01/16/2013 110 ########## 62 04/26/2012 Y N N 

135215 05/02/1965 48 F English 01/18/2013 5 08/24/2012 22 11/05/2012 137 ########## 97 08/24/2012 Y N N 

Proactive Care:  Registry report 

Patients with 
depression not on an 

antidepressant 

Data relevant to eg, 
HgbA1C,  Blood 

pressure 



From data to information to intelligence 

• Capture data 

• Analyze data 

• Present data 

• Display data 

• Visualize data 

 



Future directions 

• Balance measures across dimensions of quality:  Timeliness, 
efficiency, effectiveness, safety, equitableness, and patient 
centeredness. 

• Patient level measures  Patient  defined/reported outcome 
measures 

• Structural measures 

• Integration across levels of care 

• Integration/expansion to other important health aspects: eg; 
nursing, nutrition, behavioral health, social services, health 
education 

• Integration of measures across programs (e.g., substance abuse, 
housing) 



Underlying data infrastructure challenges 

• Is documentation consistent? 

• Are relevant data elements captured as structured data? 

• Where in the workflow is the element best captured, and 
does this require workflow redesign? 

• Do current clinical workflows support use of advanced clinical 
decision support by appropriate members of the team at 
appropriate points in care process? 

• Do technology and information processes support necessary 
analytics? 



Challenges to comprehensive interdisciplinary 
records 

• Data concepts and standards have developed largely around 
billable services 

• Many important aspects of care therefore do not have 
standardized data strategies 

• Just as among medical practitioners, there may be resistance 
to developing/adhering  to  structured data capture and or to 
integrating information. 

• Other barriers: 

– Current, competing reporting requirements  tied to 
categorical funding 

– Legal barriers to integrated records (eg,  HIV information) 



Clinical Outcomes 

                             Approximately 4300 Patients 

 
There is a 10% decrease in relative risk for every 1% reduction in A1c 
.  
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THANK YOU! 
 
 

Contact Information:  

 

 

Fred D. Rachman, MD 

frachman@alliancechicago.org 


