
Improving Primary Care 

Physician Visit Compliance

HVCS QI Team

November 16, 2017



QI Team

• Elizabeth Hurley, Assistant Director of Client 

Services

• LaShonda Cyrus, Senior Program Supervisor

• Kevin Smedman Jr., Program Supervisor

• Pat Jacobs, Case Manager

• Sandra Katz, Quality Improvement Specialist



About HVCS

• Operate in 7 counties in the Hudson Valley 
➢ Westchester, Putnam, Rockland, Orange, Dutchess, Sullivan 

and Ulster

• Medical Case Management, Transportation, THRIVES 

Nutrition, Housing, Behavioral Health 

• Health Home

• Education and Prevention: Substance use outreach, 

Syringe Exchange, HIV/HCV/SDT testing



QI Question

Why did timely attendance to PCP visits decline 
according to the eSHARE Primary Care Status 
Measures?

Goal: Increase PCP Compliance to 85%  

Jan-Apr May-Aug Sep-Dec

PCP Visit on PCSM - 2016

PCP Visit



Background

Regular PCP appointments are important to 

ensure clients:

• can discuss medical or medication 

concerns

• obtain latest viral loads and CD4 counts

• uncover new medical issues before they 

become more complicated



Plan

Task Who?

Compare eSHARE PCSM dates against actual date of the 

last PCP visit

CQI

Share report and reconcile dates MCM team

Amend private tracker to include last and upcoming PCP 

visit

CQI and 

Program 

Supervisor

Identify clients with past due visits. Reduce barriers to 

arrange a PCP visit 

CM

Run private tracker and eShare generated 

Scheduling/Reporting report to compare results 

CQI and MCM 

team



Baseline Data

eShare Report – PCSM 

Client ID Last Form 
Update

Result for PCP

Client 1 12/6/2016 Not Late

Client 2 11/21/2016 Late

Client 3 11/20/2016 Late

Client 4 12/7/2016 Not Late

Client 5 12/2/2014 Group

Client 6 12/21/2016 Not Late

Client 7 10/03/2012 Group

Client 8 12/7/2016 Group

HVCS Tracker – PCP Visit

Client ID Tracker Form 
Update

Result for PCP

Client 2 11/21/2016 Late

Client 3 11/20/2016 Late

Client 9 2/3/2017 Late

Client 10 1/3/2017 Late

Client 11 9/14/2016 Late

Client 12 1/6/2017 Late

Client 13 3/16/2017 Late

Client 14 12/7/2016 Late

Client 15 8/2/2016 Late

Result: Our trackers agreed that 2 clients were late with PCP visits

Based on the actual data in eShare for PCP visits, we had 9 clients with late visits



Intervention

New



May Data

eShare Report - PCSM

Client ID Expected 

Service Date

Result for PCP

Client 1 4/3/2017 Late

Client 2 3/29/3017 Not Late

Client 3 4/3/3017 Late

Client 4 Not Late 

(Group)

Client 5 Not Late 

(Group)

Client 6 Not Late 

(Group)

Client 7 Not Late 

(Group)

HVCS Tracker – PCP Visit

Client ID Expected 

Service Date

Result for PCP

Client 1 4/3/2017 Late

Client 3 4/3/3017 Late

Client 8 4/28/2017 Late

Client 9 4/15/2017 Late



May Summary

eShare:

• 7 clients categorized as late on PCSM

• 4 were group clients

• 2 agree PCP visit late; 1 PCSM late

HVCS Tracker:

• 2 additional clients had late PCP

Overall PCP Compliance:

29 out of 33 – 88%



Act

• Amend private tracker: “Next PCP visit” and color coded

• Supervisors review with care managers 

• Clients who are not visiting PCP may face suspension of 
other services 

Example: Transportation provided to physician (no 
support groups until compliance) or THRIVES clients 
see physician before next distribution of food etc.



THANK YOU!

http://amorebeautifulquestion.com/


Development and Utilization of 

Custom Food and Nutrition 

Services (FNS) Program Database 

for Quality Monitoring and 

Improvement

Kavitha Balakumar, MPH, Program Manager 

Esther Fleharty, Assistant Program Coordinator

Rebecca Lindner, QI Analyst



• Five-site network of hospital and 

community-based clinics caring 

for more than 13,000 patients with 

and at-risk for HIV/AIDS

• Co-located, comprehensive 

services to reduce barriers and 

increase a patient centered 

approach to care

• The Food and Nutrition Services 

(FNS) Program is based out of 

our Morningside and Samuels 

clinics attached to Mount Sinai St. 

Luke’s and Mount Sinai West 

Hospitals

Clinics Across Manhattan

✓ Morningside Clinic

✓ Samuels Clinic

✓ Jack Martin Clinic

✓ Comprehensive Health Clinic

✓ Peter Krueger Clinic

Who We Are



About Us

• Food and Nutrition Services (FNS) Program at IAM

• We are the only hospital-based FNS program in NYC

• Unique service-delivery model

• CQI Goals

Goal 1: Increase adherence to nutritional treatment plan (measured by 

reassessments conducted within appropriate window)

Goal 2: Increase linkage of primary care and nutrition appointments

Goal 3: Develop systems that facilitate efficient and accurate data collection 

and entry

PCP Nutritionist
Linkage to 

ancillary services 
(internal/external)



Custom Access Database

EPIC

• Patient Electronic 
Medical Record (EMR)

Access
• Internal FNS Database

eSHARE

• PCSM Uploads

• Custom Reports

• Internal tracking system adapted to 

our unique service delivery model

• Direct crosswalk between EPIC and 

Access 

• Expands upon the functionality of 

eSHARE

• Displays clinical data alongside 

programmatic data

• Facilitates more robust tracking of 

linkage to care

• Systematizes data entry pieces



Methods

HIV Indicators
• Linkage to HIV Primary Care

• ARTs

• Retention in HIV Care

• CD4 Count

• Viral Load

• PCP appointments

Linkage to Other Services at 

IAM
• Care Coordination

• Mental Health Services

• Substance Abuse Treatment

• Integrative Medicine 

(acupuncture, massage, yoga, 

meditation)

FNS CQI Indicators
• Reassessment Window

• Linkage of Primary Care and 

Nutrition Services

• Adherence to Nutritional 

Treatment Plan

• FNS Program Exposure

Other Clinical Quality 

Measures
• Tobacco Screening & 

Counseling

• BMI

• HCV Co-Infection Screening 

&Treatment



Implementation

Proposed plan for calls

- Call script

- Database tool that was used (screenshot of blank report)

- System for collecting call information
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Results



Future Directions

• Opportunities for expanding CQI initiatives

• Viral load suppression

• Document additional clinic-based CQI initiatives pertaining 

to FNS patients

• Opportunities to expand indicators in the database

• Opportunities for research

• Longitudinal analysis on health indicators



Questions?



Thank you!

Kavitha.Balakumar@mountsinai.org

Esther.Fleharty@mountsinai.org

Rebecca.Lindner@mountsinai.org
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A quality improvement project to 
improve quality improvement: 

Lessons from one organization’s 
quest for the most accurate data

Karen Mandel, LMSW

Director of Care Coordination Programs

Open Door Family Medical Centers



Open Door Family Medical Centers

• Federally Qualified Health Center
• 6 community health centers (5 in Westchester County, 1 in Putnam 

County), 7 school based health centers (in 2 districts)
• Services include primary care and specialty care programs 
• Demographics (2016)

– 87% at 200% or below poverty level
– 78% uninsured or Medicaid
– 66% of our patients are better served in a language other than English
– Majority Hispanic/Latino 
– Majority Elementary School Children (ages 5-11) and Adults (ages 25-

49)





Disclosures

• I am not officially…

– an IT expert

– a data analyst 

– a statistician
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Overview
• Quality improvement initiatives are only 

effective if the data being utilized is accurate

• In order to obtain accurate data, quality 
improvement teams must consider matters 
pertaining to data input, system choice and 
output format, and validation strategy

• Organizational data systems need to be tailored 
for use with HIV care quality improvement 
initiatives



Overview

• Selecting a data system

• Identifying metrics 

• Validating data



Selecting a Data System



Selecting a Data System
• EXCEL

• EMR built-in reports

• Relevant Healthcare Technologies, Inc.: Web-
based software for healthcare organizations

• Tableau: Multi-industry systems for data 
visualization 

• Azara Healthcare, LLC: Data reporting and 
analytics for community health providers



Selecting a Data System
• Weigh your options

– Cost

– Compatibility with EMR
• How much data can the system link to? 

– Where/how the data is housed/stored 

– Options
• Patient-level data vs. aggregate data

• Customizable time-frames 

– Usability
• Do you have a “data person” or do you fill that role yourself?



Identifying Metrics



Identifying Metrics

• Brainstorm all of the metrics you need

–What data will you need for the next phase
in the QI process addition to the current 
phase? 

• Review and standardize data entry 
workflow proactively



Identifying Measures

• What do you want to measure?
– Who are the patients, specify characteristics to 

limit the report by and where those 
characteristics are found in the EMR

– What indicators do you need and where can 
those be found in the EMR

– When—indicate time frame 

– Additional information to include and where to 
find it in the EMR 

– Individual-level data vs. aggregated data



Identifying Measures

• When you request a data report be prepared 
for you, be specific and clear

Request
Please can you write me a 
report that shows the Viral 
Load for all of our patients 

who are HIV+?

Result
A list of all patients who 
were seen at the agency 

ever who had a HIV 
diagnosis and their last 

Viral Load measure 
whenever it was.

Request
I would like to calculate our agency’s Viral 

Load Suppression Rate.  Please can you run 
me a report with:

• Patients with an HIV diagnosis from 
clinician dx who have been to our 

agency from January 1 to June 30, 2017 
for any type of visit

• Their last Viral Load within that same 
time period from the lab section of the 

EMR
• Please include the medical provider, 

care/case manager name and patient 
account number

Result
Data to create the basics of a 6-month 

cascade



Validating Data



Validating Data

• Look for abnormalities in the data
• Select random charts to review

– Where data is missing
– Where data is accurate

• Do not stop old methods of data tracking until 
you are certain the new method works smoothly
– Compare new to old

• Correct and validate again (and again, and 
again…)



Case Example

• Standard of care at Open Door: Quarterly 
medical and case management visits for 
patients who are HIV+

• Question: 

– What % of active patients attended an HIV 
medical visit in each of the first two quarters of 
2017 (Jan 1 – Mar 31, April 1 – June 30)?



Case Example: Selecting a Data System

• Old system

– EXCEL spreadsheet maintained by care/case 
managers

• New system

– EMR—eCW 

– Relevant, reports function 



Case Example: Identifying 
Metrics

• Current phase: 
–What % of active patients attended an HIV 

medical visit each of the first two quarters of 
2017(Jan 1 – Mar 31, April 1 – June 30)?

• Next phase
–After year-end, what % of patients attend all 

4 quarterly visits? 3 visits? 2 visits? 1 visit? 
None?



Case Example: Identifying 
Metrics

• Who: Patients with an HIV diagnosis from clinician dx, 
who have been to our agency from January 1 to June 
30, 2017 for any type of visit

• What: Date of HIV medical visit (either monitoring or 
comprehensive exam) in each quarter, as indicated by 
CPT codes

• When: Jan 1 – Mar 31 and April 1 – June 30
• Additional information: Patient account #, PCP name, 

CM name
• Individual-level data



Case Example: Identifying Metrics

Pt Act # PCP Name CM Name Date of HIV 
Med Visit  
Jan 1-Mar 
31, 2017

Date of HIV 
Med Visit  
April 1-June 
30, 2017

12345 Yam, MD Parsnip Feb 3, 2017

67891 Parsley, MD Squash Mar 23, 
2017

June 21, 
2017



Case Example: Validating 
Data



Case Example: Validating Data



Case Example: Validating Data



Case Example: Validating Data



Case Example: Validating Data



Case Example: Validating Data



Conclusion

• Select the right data system for your agency

• Identify your metrics—who, what, when, 
where to find the data 

• Validate the data



Questions?

Karen Mandel, LMSW

Director of Care Coordination Programs

Open Door Family Medical Centers

Office: (914) 502-1419

E-mail: kmandel@odfmc.org


