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PPC2: Patient Tracking and Registry Functions 
 
Element F: Use of System for Population Management 
At CHC-B we use our EMR, clinical event manager, and the ad hoc reporting system 
(Business Objects) for a multi-pronged approach for population management. Clinical 
Event Manager and Business Objects allow us to link decision rules to the relevant 
patient-specific data, such as diagnosis, age, procedure codes, medication, test results, 
and clinical data (i.e. blood pressure, BMI, A1c value, etc) 
 
1. Patients needing pre-visit planning (obtaining tests prior to visit, etc) 
Providers enter deferred orders for lab and other tests that are to be obtained prior to the 
next visit. This is date sensitive and would “pop up” on the provider and staff organizer 
when due. Here is a lipid panel deferred for a patient with hypertension from 4/21/10 to 
7/20/10. Because it is purple, it is past due and staff should be attempting patient 
notification. 

 
 
 
2. Patients needing clinician review or action. Each month population reports and 
corresponding lists are generated and distributed to providers for patients whose 



CHC-B PPC2 Element F 
PCMH Recognition Application Page 2 of 14  

condition is uncontrolled. 
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Provider list – highlighted if patient not seen in the last 3 months. 
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3. Patients on a particular medication. Business Objects allows us to build reports for 
specific medications. For Asthma, we use a report to see if patients with persistent asthma 
are on an anti-inflammatory medication. Any medication can be queried. 
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Example of a list of Asthma patients on Anti-Inflammatory Medication: 
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4. Patients needing reminders for preventative care. Business Objects allows us to 
build queries for patients needing well child exams, immunizations, pap smears, 
mammograms, etc. Providers and PF’s also enter deferred orders for well exams and 
when the order is due it populates to their organizer. Staff then attempt phone calls and 
send system generated reminder letters that can be accessed from the patient’s chart. Also 
patient alerts are built to pop up when you access a patient’s chart to remind staff of 
preventative care that is delinquent. 
 
Here is an example of a Pap Smear List for a provider team: 
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Example of a deferred order for an annual breast exam & the letter sent: 
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System generated letter for patient reminders (bottom is cut off due to screen shot): 
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Patient alert for colorectal referral: 
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5. Patients needing reminders for specific tests. Again, we utilize Business Objects to 
generate lists, deferred orders to provide a list of patients in organizer for follow up, and 
patient alerts to remind staff when they access the patient’s chart. PF’s and the Patient 
Navigator would call the patients on the list to get them in for the A1c and other needed 
care. Here is a sample list of diabetic patients who need their second A1c. 
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Documentation of staff working to get patient in for A1c: 
 

 
 
Patient Alert for A1c that pops up when we access the patient chart: 
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6. Patients needing reminders for follow-up visits such as for a chronic condition.  
Again, we utilize Business Objects to generate lists, deferred orders to provide a list of 
patients in organizer for follow up, and patient alerts to remind staff when they access the 
patient’s chart. PF’s and the Patient Navigator would call the patients on the list to get 
them in for the chronic condition and other needed care. (See an example above, as the 
same process is used). This deferred order for DM follow up shows staff attempts to get 
the patient in for a DM check up. Per health disparities guidelines, we mark the patient 
“UNABLE TO CONTACT FOR ALERTS” after at least 3 attempts to contact the 
patient. The recall for the appointment then is marked “not performed” with a reason. The 
order with the notes still remains on the Patient Alerts page and would pop up any time 
the chart is accessed. If the patient eventually comes in, staff would check all alerts on 
this page for items the patient needs. 
 

 
 
When the patient is marked “UNABLE TO CONTACT” this note pops up throughout the 
system i.e. when the patient is accessed for scheduling, charting, phone calls, etc. to alert 
the staff member that the patient has alerts that are past due: 
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7. Patients who might benefit from care management support. We have four health 
coaches supported by grants that focus on patients with cardiovascular disease, diabetes, 
and BMI > 25. Two are bi-lingual and concentrate their efforts on our Hispanic 
population. We have a Patient Navigator who helps patients access care (calls lists) and 
helps with barriers such as transportation, the cost of medications, and specialty care. We 
have an SBIRT Health Educator who assists patients with substance abuse or risky 
substance use. We utilize the Clinical Event Manager in our EMR to create alerts for 
patients in these identified populations who need to see the health coach or SBIRT. These 
alerts can be customized based on race, diagnosis, age, insurance, patient status, etc. so 
they can be made very specific: 

 
 
Health Coaches also work a “Master List” using phone calls and letters to engage patients 
in lifestyle changes, behavior modification, increased activity, improved nutrition, 
tobacco cessation, and our free classes. We then track the percentage of their target 
patients that they have contact with: 
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We have many resources internally and in the community that we refer patients to for self 
management support. Any staff member can mark the referral to resource in the patient’s 
chart and then we run a BO report for health coaches, patient navigator or SBIRT to 
follow up with. 

 


