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CURRENT PROJECTS 

Healthy Hearts 
in the 
Heartlands (H3) 
aka Midwest 
Small Practice 
Care 
Transformation 
Research 
Alliance 
(MSPCTRA) 

5/1/2015 – 
4/30/2018 

Abel Kho Heartland 
Health 
Outreach, 
Heartland 
Health 
Centers, 
Near North 
Health 
Service 
Corporation, 
Friend 
Family, 
Alivio 
Medical 
Center, 
Howard 
Brown 
Health 

H3 is a federally funded research program that 
will work with small practice clinics in the Midwest 
to implement and evaluate quality improvement 
strategies for cardiovascular care. Small practices 
receive one year of hands-on coaching, tools, and 
strategies to provide point-of-care support for 
Million hearts cardiovascular measures – aspirin 
therapy, blood pressure control, cholesterol 
management and smoking cessation. Half of the 
practices will also receive support to engage in 
population health management. 

H3 is a research project that may help health centers: 
1. Strengthen prevention for heart disease and stroke by 

focusing on the ABCS – Aspirin, Blood pressure 
control, Cholesterol management and Smoking 
cessation; 

2. Build or enhance its infrastructure to report and use 
quality data to improve care; 

3. Generate new opportunities for providers to earn 
continuing medical education (CME) credits and 
maintain their board certifications; 

4. Prepare to take advantage of fee-for-service 
reimbursement opportunities and quality-based 
incentive programs; and 

5. Prepare for our healthcare system’s rapid shift toward 
value-based reimbursement. 

Illinois Precision 
Medicine 

11/1/2016 – 
10/31/2021 

Fred 
Rachman, MD 

TBD This project involves a large, multi-Health 
Provider Organization collaboration to engage, 
recruit, and retain a population-representative 
cohort of 150,000 patients and to collect, 
integrate, and share demographic, 
anthropomorphic, clinical, biospecimen, and other 
longitudinal data to inform new scientific 
discoveries and future subsequent research 
across the age spectrum.   

The Alliance will participate in the following ways: 
1. Alliance leadership will collaborate as members of the 

research team.    
2. Alliance FQHC site leaders will facilitate individual 

patient stakeholder engagement in refining the IPMC 
study design by identifying and brokering efforts to 
include approximately 10-15 Alliance patients in 
IPMC working groups/subcommittees or in one or 
more interviews or focus groups led by other IPMC 
personnel.   

3. Alliance leaders will collaborate on dedicated IPMC 
subcommittees to define key attributes of effective 
recruitment of low income and predominantly minority 
primary care patients; pragmatic data collection in 
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busy Federally Qualified Health Center (FQHC) 
settings; and integration and sharing of electronic 
health provider organization data across other 
regional HPOs and with the NIH.     

4. Collaborate with NU and other IPMC co-investigators 
to design and pre-test a series of novel patient 
engagement and recruitment procedures that have 
the potential for sustainable implementation in both 
FQHC and non-FQHC settings.  

5. Co-develop, implement, and maintain Alliance-level 
data extraction and data-sharing processes that will 
enable the integration of Alliance-member FQHC data 
with other regional HPO data sources for all 
individuals consented and enrolled in IPMC cohorts. 

 

NACHC 
IBM/CVS 
(Enhancing 
Patient 
Engagement 
with Mobile 
Messaging and 
Provider 
Endorsed Portal 
Utilization) 

12/1/2015 – 
6/1/2017 

Fred 
Rachman, MD 

TBD This project seeks to address challenges to 
patient enrollment and use of the patient portal, 
use of mobile messaging with patients rather 
than web-based communication, and 
incorporating patient engagement technologies 
in clinical workflows. These challenges will be 
addressed through interventions in the following 
areas: 1) development of marketing plan and 
related materials, 2) staff training/orientation 
plan and implementation, 3) patient orientation 
plan and implementation, and 4) deployment of 
mobile applications. Tracked measures will 
include percentages of: missed patient 
appointments, patient portal PIN dissemination, 
portal usage rates among patients, two way 
SMS communication between CHCs and 
patients, and the number of staff trained in new 
patient engagement strategies. Impact of these 

The desired outcomes from this project are: improved 
patient enrollment and use of the patient portal, 
initiation of secure SMS messaging for enhanced 
provider-patient communication, and clinical staff 
training to improve knowledge and promote 
collaborative approaches to integrate patient portal and 
text messaging into clinical workflows. 
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strategies on existing clinical quality measures 
will be studied as well.  The Alliance will 
leverage its well-developed data analytic and 
reporting capabilities to track metrics to assess 
and report impact and promote improvements 
throughout the project. 

Third Coast 
Center for AIDS 
Research (TC 
CFAR) 

6/1/2016 – 
5/31/2017 

Richard 
D’Aquila 

N/A TC FAR is collaborating with Alliance, 
Northwestern University, University of Chicago, 
and CDPH to harmonize and link data and plan 
for research and care improvement across all 
these institutions. TC FAR is one of a national 
network of Centers for AIDS Research, the 
purpose of which is to synergistically enhance and 
coordinate high quality AIDS research projects. 
The emphasis is on collaboration between basic 
and clinical investigators in order to enhance 
translational research.  

1. Alliance will support TC CFAR by contributing to the 
development of new systems to identify/refer eligible 
patients to research studies at the CFAR academic 
sites (Northwestern University and University of 
Chicago) from Alliance community health centers.  

2. Alliance will also develop strong HIV clinical 
outcomes research using EMR data, including 
working through and with CHARN on new funding 
opportunities via CFAR partnerships. W 

3. Alliance will support the Scientific Working Group 
(SWG) and the Clinical Sciences Core by leveraging 
EMR-derived clinical data.  

4. Lastly, Alliance will work with the CFAR SWG to 
increase provide/patient education/engagement using 
EMR and clinical decision making tools. 

CMS Million 
Hearts 

9/1/2016 – 
9/20/2021 

Nita Mohanty, 
MD 

TBD Million Hearts is a 5-year project funded by CMS. 
The Million Hearts®: Cardiovascular Disease Risk 
Reduction Model test is a randomized-controlled 
trial designed to identify and test scalable models 
of care delivery that reduce Cardiovascular Risk. 
The target population for the Million Hearts® CVD 
model are Medicare FFS beneficiaries aged 18-79 
years of age who have not had a previous Heart 
Attack, Stroke, or Transient Ischemic Attack. They 
cannot be in hospice or have End Stage Renal 
Disease (ESRD). In September, Alliance applied 
as a “Participant” organization on behalf of our 

Million Hearts®: Cardiovascular Disease Risk Reduction 
Model (MH Model) supports both the Million Hearts’ goal 
is to prevent one million heart attacks and strokes and 
CMS’ objective to identify and spread better models of 
care delivery and payment. This model aims to improve 
quality while maintaining budget neutrality for Medicare 
beneficiaries ages 18-79 who have not had a previous 
heart attack or stroke. 

http://www.niaid.nih.gov/labsandresources/resources/cfar/Pages/default.aspx
http://www.niaid.nih.gov/labsandresources/resources/cfar/Pages/default.aspx
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CHC network and in March we were notified that 
we were selected to participate in the model. 

Using EHR to 
Evaluate 
Diabetes 
Screening Rate 
in 
Alliance 
Community 
Health Center 
Network 

3/2015-3/2016; 
4/2016 - 
4/2017 

Matthew 
O’Brien,MD, 
MSc 

Erie Family 
Health, 
Howard 
Brown 
Health, 
Heartland 
Health 
Outreach, 
Near North, 
PCC 
Community 
Wellness 
Center 

According to current data, little is known about 
true diabetes screening rates and methods in 
primary care settings. Even less is known about 
diabetes mellitus (DM) screening practices in 
community health centers. This study will fill an 
important gap in our knowledge of diabetes 
screening rates and practices in a primary care 
settings and serve as a foundation for future 
studies of (1) interventions to increase the rate of 
diabetes screening at community health centers 
and (2) compare effectiveness of preventative 
health services. 

The specific study aims are as follows: 
Aim 1: Use available data from electronic health records 
to define the population of adult primary care patients 
eligible for diabetes screening. 
Aim 2: Use available data from electronic health records 
to examine patient, provider, and clinic site/network 
factors 
associated with the receipt of diabetes screening 
1. Aim 3: Use available data from electronic health 

records to determine the receipt of recommended 
services, and factors associated with receiving these 
services, among those who screen positive. 

Promoting 
Health:  
Improving 
Patient 
Outcomes for 
Childhood 
Obesity through 
a Coordinated 
system of Care 

1/1/2017 – 
7/30/2017 

Mary Elsner, 
JD 

Erie Family 
Health, 
Heartland 
Health 
Centers 

The Illinois Chapter of American Academy 
Pediatrics (ICAAP), Alliance of Chicago, Lurie 
Children’s Hospital, and various community-based 
organizations are working together on a project 
designed to support families of children who are 
overweight and obese. This project allows 
providers to identify children with a BMI >85% and 
assess readiness to change behaviors in order to 
promote health weight. Families are referred to 
the ICAAP Care Coordinator who facilitates 
referrals to community based programs and 
tracks participation. 

2. Assist pediatricians and other medical providers in 
the Chicagoland area to improve their care of obese 
and overweight children  

3. To implement effective prevention strategies with at 
risk patients and families. 
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Diabetic 
Retinopathy 

1/1/2016 – 
2/31/2016 

Paul Bryar, 
MD 

Near North 
Health 
Service 
Corporation, 
Erie Family 

In collaboration with Northwestern University, 
Alliance is working on a retrospective study which 
looks to describe diabetes and diabetic eye 
disease incidence, screening rates, and treatment 
rates across two participating health centers 
(Near North and Erie). We are assessing the 
extent of health care disparities in diabetes as it 
relates to diabetic eye disease. Inclusion criteria 
include all adult Type 1 and Type 2 diabetic 
patients over age 18. 

The aims of this NIH-funded grant are: 1) Estimate the 
number of diabetics with an annual eye care exam and 2) 
Estimate the diabetic retinopathy incidence, screening 
rates, treatment rate and time to treatment.  

 

EMC2 8/15/2015 – 
5/31/2019 

Mike Wolf, 
PhD 

Near North 
Health 
Service 
Corporation, 
Heartland 
Health 
Centers 

The Health Literacy & Learning Program at 
Northwestern University is partnering with the 
Alliance and health centers on capitalizing on 
Alliance’s integrated EHR infrastructure and 
pioneering new ways to simplify and improve the 
delivery of healthcare to patients. 
 
EMC2 (Electronic health record-based Medication 
Complete Communication) aims to improve 
patients’ understanding of the risks associated 
with high-risk prescriptions to ensure that patients 
are taking medications safely. Research has 
shown that patients lack adequate information on 
how to take prescribed medications safely. Lack 
of knowledge related to risk and warnings has 
been identified as the root cause of medication 
misuse which can lead to adverse drug events. 
 
EMC2 is a strategy that leverages the EHR and 
interactive voice response (IVR) to (1) prompt and 
guide provider counseling, (2) automate the 
delivery of medication guides at prescribing, (3) 
engage patients post-visit via IVR to confirm they 
are using prescription properly, and (4) activate 

1. Test the effectiveness of the EMC2 Strategy, 
compared to usual care, to improve: H1) patient 
understanding of risks,H2) patients’ demonstrated 
safe use, H3) detection of ADEs 

2. Assess whether the EMC2 Strategy can reduce 
disparities in understanding and demonstrated safe 
use by patient literacy level, English proficiency, and 
age compared to usual care. 

3. Evaluate the effectiveness and fidelity of the EMC2 
Strategy to promote provider counseling, deliver 
patient Rx information, monitor use, and inform 
providers of potential harms. 

4. Explore patient, provider, and health system barriers 
to implementation and effectiveness. 

5. Determine the cost of delivering the EMC2 strategy 
from a health system perspective. 
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the clinical team to help patients overcome 
barriers to safe medication use. 

UMS portal 9/15/2015 – 
5/31/2020 

Mike Wolf, 
PhD 

TBD  This project is an extension of the current Merck 
project at Near North and Erie Family.  For this 
current, NIA-funded trial, we have listened to 
providers at Near North and Erie sites and will 1) 
improve how the above EHR medication tools 
function in clinic practice to mitigate any impact on 
workflow; 2) expand beyond diabetes and 
cardiovascular medications covered by the 
existing project to offer a more comprehensive 
primary care product. Most importantly, we also 
will test the effectiveness of two additional UMS 
tools that may greatly benefit patients: 

1) SMS text reminders to support memory 
and promote adherence 

2) Patient portal tools that aid in medication 
reconciliation, provide medication 
education, routinely assess patients’ safe 
use and adherence to Rx regimens, and 
report back to providers via the EHR on 
their patients’ medication taking 
behaviors. 

1) Compare the effectiveness of the UMS EHR tools, with 
or without SMS and/or Portal interventions. 

2) Evaluate the ‘fidelity’ (reliability) of each strategy and 
explore patient, staff, physician, and health system 
factors influencing the delivery of the interventions, 
alone and in combination. 

3) Assess the costs required to deliver each of the 
interventions from a health system perspective. 
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Improving 
Diagnosis of 
Hypertension in 
Children (IDHC) 

12/15/15-
10/31/17 

Goutham Rao, 
PhD 

Erie Family This project, in collaboration with Northshore 
University HealthSystem, integrates provider 
feedback on diagnosis and management of 
pediatric blood pressure and uses this feedback 
to guide the development of Clinical Decision 
Support to improve the diagnosis and 
management of elevated blood pressure in 
children. 

The overall purpose of the proposed research is to develop, 
implement, and evaluate the impact of a program in a large 
network of community-based practices which serve 
primarily minority children and families. The intervention 
includes education and/or training for clinicians and 
parents, as well as clinical decision support within an 
electronic health record system which facilitates diagnosis 
and makes recommendations for follow-up, evaluation, and 
management. 
 
The principal outcome is the change in the proportion of 
children whose hypertension is accurately diagnosed 
between the 15-month period prior to the intervention and 
the 15-month intervention period in each of the two groups. 

Reducing 
Tobacco Use 
Disparities 
Among Adults 
in Safety Net 
Community 
Health Centers 
(Choose to 
Change Study) 

9/24/2015-
8/31/2018 

Brian Hitsman, 
PhD 

Near North 
Health 
Service 
Corporation 

As a part of the Chicago Cancer Health Equity 
Collaborative (Chicago CHEC), and in partnership 
with Northwestern University and University of 
Illinois Chicago, Alliance is excited to be 
participating in a new grant from the National 
Cancer Institute which aims to foster meaningful 
cancer research, education, training, and 
outreach in Chicago’s underserved communities. 
Specifically, Alliance is collaborating on an effort 
to improve patients’ health through an opportunity 
to quit smoking as a part of the Choose to 
Change program. 

With Near North as the pilot site, the goal of this research 
is to evaluate whether using the electronic health record 
(EHR) system to identify patients who smoke and reach 
out to them with information about treatment options helps 
them make a quit attempt.  
 
One part of Choose to Change involves sending patients 
a letter and text or voice messages designed to help 
motivate them to accept free stop smoking coaching and 
free nicotine replacement medication from the Illinois 
Tobacco Quitline. Patients are encouraged to choose their 
own stop smoking goal, which may include quitting 
completely or gradually cutting down as a first step to 
trying to quit.  
 
A second part of Choose to Change involves easily 
connecting patients to the Quitline and then providing 
feedback to NNHSC doctors to support follow-up care. 
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HealthLNK 
(AKA Chicago 
Health Atlas) 

3/1/12-
12/31/12; 
9/9/11 – 
9/8/2016 

Abel Kho, MD Erie Family 
Health, 
Howard 
Brown 
Health, 
Heartland 
Health 
Outreach, 
Near North  

The Chicago Health Atlas was a pilot project to 
explore the potential of combining demographic 
data, targeted health intervention strategies, 
public health and healthcare services data, and, 
as feasible, de-identified electronic health records, 
to provide policy makers, health practitioners, 
community advocates, and the public at large 
insight into the health challenges facing their 
communities and the best strategies for mitigating 
these challenges.  The project is now moving 
forward as a new initiative, HealthLNK. 

The objective is to determine if de-identified data from 
different institutions can be linked to provide a regional 
picture of health status at the population-level. 

Chicago Area 
Patient-
Centered 
Outcomes 
Research 
Network 
(CAPriCORN) 

3/11/14-
8/31/15 

Terry Mazany, 
MA, MBA 

Alivio, Erie 
Family, 
Heartland 
Health 
Centers, 
Heartland 
Health 
Outreach, 
Howard 
Brown 
Health, Near 
North, Night 
Ministry, 
PCC 
Wellness, 
TCA Health 

CAPriCORN, funded by PCORI, was developed 
to address significant health disparities due to 
variable access to high-quality care and 
differences in socioeconomic resources. 
CAPriCORN will seek to model how healthcare 
institutions in complex urban settings can 
overcome barriers of competition, care 
fragmentation, and limited resources to develop, 
test, and implement strategies to improve care for 
diverse populations and reduce health disparities. 
 

The goals of the project are: 
1. Capture clinical information in more than 1 million 

patients 
2. Develop the capacity to efficiently conduct 

comparative effectiveness research (CER) trials and 
observational studies, including a fully operational 
central IRB 

3. Establish procedures for clinical data standardization 
and inter-operability across the national patient-
centered research network of CDRNs and patient-
powered research networks (PPRNs) 

4. Engage patients, clinicians, and health system 
leadership in governance and use of CAPriCORN 
resources 

5. Recruit and survey five cohorts (C.diff, sickle cell, 
anemia, asthma, obesity) 

CAPriCORN 
Weight Cohort 

3/1/14 – 
5/31/2016 

Marian L. 
Fitzgibbon, 
PhD 

Erie Family 
Health, Near 
North, 
Howard 
Brown 
Health 

As one of the disease cohorts in the CAPriCORN 
project, the weight study proposes to incorporate 
the collection of diet and physical activity data on 
a 
subsample of our cohorts in order to better 
characterize them. At Alliance participating Health 
Centers, we will be conducting surveys with 

This project aims are to 1) characterize patterns of 
overweight and obesity among adults receiving primary 
care at CAPriCORN sites, 2) pilot test strategies to collect 
information on dietary intake, physical activity, and 
sedentary behavior in diverse samples of overweight and 
obese adults, 3) describe the dietary intake, physical 
activity, and sedentary behavior in those samples, and 4) 
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patients that are eligible and consent to 
participate. 

iteratively improve our characterization of this cohort. 

CAPriCORN 
Asthma Cohort 

3/1/14 – 
5/31/2016 

Chris 
Codispoti, MD, 
PhD 

Erie Family 
Health, Near 
North Health 
Services 
Corporation, 
Howard 
Brown 
Health 

As one of the disease cohorts in the CAPriCORN 
project, the asthma study proposes to identify 
patients with asthma in the participating 
CAPriCORN institutions, to approach identified 
patients with asthma and obtain consent, and 
then to administer a 25-minute survey to 
characterize their asthma, physical activity and 
sleep quality. 

The project aims are to: 
1. To recruit 1000 patients with asthma and ascertain their 
interest in participating in future studies.  
2. Use the results of the Asthma Survey to evaluate what 
demographic and health characteristics are associated 
with asthma control and risk for asthma exacerbations. 
3. Use the results of the Asthma Survey to compare 
characteristics of asthma disease and demographics 
between obese and non-obese subjects with asthma. 
4. Use the results of the Asthma Survey to evaluate 
whether the level of perceived satisfaction with sleep 
quality is associated with 

Community 
Heath Applied 
Research 
Network 
(CHARN) 

4/10/14-4/9/17 Fred 
Rachman, MD 

Erie Family, 
Howard 
Brown 
Health, 
Heartland 
Health 
Outreach, 
North 
Country, 
Near North, 
PCC 
Community 
Wellness 
Center 

CHARN is a unique network of community health 
centers and universities that was established to 
conduct patient-centered outcome research 
among underserved populations. It represents the 
first time that such a large and diverse group of 
community health centers has come together in 
this context. CHARN comprises four research 
node centers and a data coordinating center.  The 
research node centers are the Alliance of Chicago 
Community Health Services, the Association of 
Asian Pacific Community Health Organizations, 
Fenway Health, and OCHIN.  CHARN working 
groups include: Cardiovascular Disease, Risk and 
Resiliency, Substance Use, Smoking Cessation, 
Insurance Transitions, and Infectious Disease. 

The projects aims are to: 
1. Develop and refine clinical data systems, such as 

electronic medical records, in community health 
centers 

2. Create infrastructure (i.e., registries) to pool patient 
data across centers 

3. Train community health center personnel in the use of 
research methods and protocols 

4. Improve ways to translate research findings into 
practice 

5. Foster practice-based collaboration among clinics 
and center personnel, practitioners, and researchers 

6. Develop research proposals to obtain additional 
funding through federal agencies 
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Improving 
Patient-Level 
Race and 
Ethnicity Data 
Collection and 
Reporting  

11/1/14-
8/31/15 

Omar Hassan, 
MBBS, MPH, 
MS, FACP 

Erie Family 
Health, Near 
North Health 
Service 
Corporation 

The American Medical Association (AMA), 
Chicago Health Information Technology Regional 
Extension Center (CHITREC), and Alliance will 
conduct a quality improvement (QI) project aimed 
at improving the accuracy and reliability of race 
and ethnicity data collection and internal reporting 
in ambulatory care clinics. 

1. Define best practices and highlight barriers to 
effective implementation of guidelines for 
categorizing R/E status, and (PHASE 1) 

2. Develop and pilot test a ‘toolkit’ with practical and 
easy-to-use information and resources aimed at 
improving the accuracy and reliability of R/E data 
collection and internal reporting for quality 
improvement purposes. (PHASE 2) 

Hepatitis C 
Community 
Alliance For 
Testing And 
Treatment In 
Chicago 
(HepCCATT) 

9/30/14-
9/30/18 

Daniel 
Johnson, MD 

Erie, 
Heartland 
Health 
Centers, 
Heartland 
Health 
Outreach, 
Howard 
Brown, Near 
North, Night 
Ministry, 
PCC, TCA 

The Extension for Community Healthcare 
Outcomes Chicago (ECHO-Chicago) program at 
the U of C Medicine received a grant from CDC to 
lead an unprecedented public health collaboration 
to reduce hepatitis C (HCV) infections in Chicago. 
The grant will fund HepCCATT to build Chicago's 
capacity to test for and cure HCV infections. 
HepCCATT brings together leading academic 
medical centers, community health providers 
(Alliance), corporate partners, and advocacy 
groups in collaboration with IDPH and CDPH. 

The goals of the project are to: 
1. Public education on hepatitis C risk factors and 

importance of testing  
2. Expand primary care provider (PCP) capacity to treat, 

and cure HCV at community health centers  
3. Robust surveillance to monitor population-level 

changes in HCV testing, treatment, and cure  
4. Coordination among all stakeholders to improve 

access and reduce the cost of HCV care. 

Promoting the 
Universal 
Medical 
Schedule 
(UMS) via 
Mobile and 
EHR 
Technologies 

9/1/13-9/30/16 
 

Michael Wolf, 
PhD MPH 

Erie Family, 
Near North 
Health 
Service 
Corporation 

The purpose of the UMS is to standardize and 
simplify medication instructions to support safe and 
effective prescription drug use. The UMS 
standardizes the prescribing and dispensing of 
medicine by using health literacy principles and 
more explicit times to describe when to take 
medicine (morning, noon, evening, bedtime). 
Funded by Merck & Co., this project aims to 
eliminate the variability found in the way 
prescriptions are currently written by physicians 
and transcribed by pharmacists. 

1. Leverage an EHR to impart the UMS as a standard 
for writing prescriptions. 

2. Identify any system barriers to patients receiving 
UMS instructions - at prescribing or dispensing. 

3. Determine the extent of benefits patients receive as a 
result of receiving UMS instructions. 
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Proposed 
Universal HIV 
Testing and 
Linkage to Care 
Quality 
Improvement 
Initiative  

12/31/14-
6/30/16 

Allison 
Gardner, PhD 

Howard 
Brown 
Health, Near 
North, 
Heartland 
Health 
Outreach, 
TCA Health 

To address gaps related to HIV testing and 
linkage to care, Med-IQ and Alliance propose to 
build on existing EHRS support and patient 
counseling tools established in an ongoing pilot 
study with a targeted, comprehensive, system-
based research and quality improvement initiative. 
Funded by Gilead Sciences Inc., this multiphase 
project, which includes an objective practice 
assessment, tailored educational interventions, 
and targeted reinforcement, is designed to 
engage primary care providers who practice in 
Alliance CHCs to reflect on and improve their 
current processes related to universal HIV testing 
and linkage to care. 

1. Increased use of universal, opt-out HIV testing for 
adolescents and adults in the primary care setting 

2. Increased linkage of newly diagnosed patients to HIV 
medical care 

3. Improved knowledge of effective strategies for 
discussing the rationale for universal HIV screening 
with patients and counseling individuals with a 
positive test result 

4. Improved knowledge of benefits, barriers, and 
facilitators to linking individuals with newly diagnosed 
HIV into care 

Community Rx 10/1/14-
9/30/16 

Stacy Lindau, 
MD 

Friend 
Family, Near 
North  

Community Rx is a healthcare service delivery 
improvement project. The Health Rx, a document 
with a list of resources for health and social 
services in their own community (including a 
map), will be printed automatically at the end of 
the ambulatory care. 

The CommRx innovation will demonstrate:  
1. Better healthcare through improved care 

coordination, improved patient satisfaction; decrease 
in unnecessary service utilization, increased access 
to community-based service 

2. Better health as evidenced by better chronic disease 
management, self-reported physical and mental 
health, better health behavior 

3. Lower cost as measured by healthcare service 
utilization and reduction in costs. 
 

RECENTLY COMPLETED PROJECTS 

Using EHR 
Data to 
Evaluate Pap 
Test Screening 
Patterns In 
Adherence to 
ASCCP 

9/1/2014-
3/15/2015 

Dana Gossett, 
MD 

Erie Family 
Health, 
Howard 
Brown 
Health, 
Heartland 
Health 

Physicians often perform Pap tests unnecessarily 
in low-risk women despite relative agreement 
amongst professional guidelines on acceptable 
screening intervals. Unnecessary Pap tests have 
significant downstream effects including 
psychological stress, additional Pap tests, 
colposcopies, surgical procedures, their 

The aim of this project is to ascertain patterns of use and 
identify under- or over-utilization of the Pap smear in a 
community health network. 
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Screening 
Guidelines  

Outreach, 
Near North, 
PCC 
Community 
Wellness 
Center 

associated complications, and excess costs. We 
have previously demonstrated that an electronic 
health record (EHR) can be utilized to identify 
women at low risk for cervical cancer and to 
characterize Pap smear over use in an academic 
general medicine practice.  

Best Practices 
for Integrating 
CDS into 
Clinical 
Workflow 

9/30/13 – 
9/29/14 

Muriel Jean-
Jacques, MD, 
MPH 

Near North 
Health 
Service 
Corporation, 
North 
Country, 
PCC 
Community 
Wellness 
Center 

This study evaluated the effectiveness of the 
Clinical Decision Support (CDS) Five Rights 
Approach to guide implementation of CDS 
targeting two high priority areas for the Medicare 
and Medicaid populations – cardiovascular 
disease and asthma.  
The study was comprised of two main parts: 
Part 1: An observational study of health center 
level factors associated with successful clinical 
decision support and clinical workflow integration 
Part 2: A cluster randomized trial of the effects of 
practice coaching on clinical decision support 
implementation 

The goal of this study is to determine if the use of a 
clinical decision support implementation toolkit can lead to 
improvements in 1) the use of clinical decision support 
tools targeting asthma management and heart disease 
prevention, and 2) treatment outcomes for patients with 
asthma and for patients at risk for heart disease. 

Behavioral Risk 
Factor 
Surveillance 
Survey 
(BRFSS) 

7/1/14-
12/31/14 

Fred 
Rachman, MD 

Near North 
Health 
Service 
Corporation 

BRFSS is a survey used to collect prevalence 
data among adult U.S. residents regarding their 
risk behaviors and preventive health practices that 
can affect their health status. Funded by IDPH, 
the purpose of this project is to explore the 
feasibility of collecting self-reported health data in 
a primary care setting with subsequent linkage 
and comparison to patients’ electronic health 
record data. Alliance recruited participants and 
implemented surveys in two Near North Health 
Centers. 

Provide Insight into: 
1. Patient consent, recruitment, and ease of survey 

administration 
2. Structured and unstructured EHR data 
3. Accessibility and usefulness of the EHR data 
4. Assess if EHR will have complete data on certain 

measures normally captured on patient self-report 
5. Validation of self-reported data against EHRs 
6. Potential usefulness of aggregated de-identified 

linked survey data for the CHC and routine public 
health surveillance 

7. Potential identification of human and technological 
barriers to pushing health-related behavior data into 
EHRs and the clinical decision support system 
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8. Potential for real-time feedback on public health 
interventions 

Utilizing EMR 
Clinical 
Decision 
Support to 
Improve 
Identification of 
Adult 
Hypertension 

1/1/14-
12/31/14 

Fred 
Rachman, MD 

Erie Family 
Health, Near 
North, 
Howard 
Brown 
Health, 
Heartland 
Health 
Outreach, 
PCC, TCA, 
Friend 
Family, 
Night 
Ministry, 
Heartland 
Health 
Centers, 
Alivio, 
TPAN, Circle 
Family 

Funded by Michael Reese Health Trust, this project 
addresses the issue of undiagnosed hypertension 
among patients served by 10 Alliance CHCs, 
comprised of more than 60 individual clinical 
locations of care across the city. This project has 
two moving parts: 1) to create a clinical decision 
support (CDS) tool in Centricity that helps clinicians 
identify patients who have not yet been diagnosed 
with hypertension but meet the criteria that puts 
them at risk and 2) running weekly usability reports 
on the content to see how often the tool is used as 
well as a data build in the Alliance data warehouse 
that allows health centers to run lists of patients 
with undiagnosed hypertension through weekly 
and daily huddle reports 

1. Embed  an already developed   algorithm  to interpret 
current blood pressure measurement in context of 
previous  observations   

2. Develop Population quality reports designed to be 
run at Health Center and individual practitioner level 
to enable clinical teams to track the percentage of 
patients with  unidentified/unaddressed to 
demonstrate improvement over time 

3. Work with clinic teams to refine clinic workflows to 
maximize use of the clinical decision support 

4. Document strategies and success to promote 
widespread use among Alliance clinicians and Health 
Centers 

 


