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 Why EHRs? 
 UCHS adoption of EHRs 
 The ACS study and what we learned 
 How we approach data, data mining, and 

improvement strategies 
 Examples—what it looks like, how providers 

use the tools in the EMR (we hope) 
 Lessons learned/wisdom acquired along the 

way 



 Revisiting why we are all converting 
 Quiz:  My health center is spending thousands of 

dollars to purchase and implement an EHR 
because: 
▪ Meaningful Use Money is flowing from the federal 

government and we need to cash in! 
▪ Can’t get paid in the future if we don’t have an EHR 
▪ Ran out of space to store paper records 

 



 Age adjusted rates of office visits fell after 2 years of EHR use; 
quality measures remained unchanged or improved slightly 
(Kaiser) 

 Colorectal cancer screening rates increased among patients with 3 
or more visits when providers received reminders 

 No relationship between length of time using EHRs and provider 
performance on quality measures 

 Accumulation of data in EHRs has outpaced our capacity to use 
the data to improve efficiency, clinical quality, financial 
performance (JAMIA, 2010) 

 Meta analysis of recent studies showed 92% positive results 
associated with EHRs overall (Health Affairs, March 2011) 

 Small practices (<10 providers) serving Medicaid/uninsured 
showed increases in preventive services delivered (JAMIA, August 
2011) 



 Adopted Starpanel EHR from Vanderbilt in 
early 2001 

 Immediate impact 
 Multiple clinic sites—access to patient records 
 Greatly enhanced physician chart review for APNs 
 Opened up physical space (record room 

eliminated) 
 Not much data mining at that time—data 

went in, not much came back out in 
aggregate 
 



 UCHS separates legally from Vanderbilt 
necessitating a new record system 

 Very fast selection and implementation of 
Allscripts in late 2007-early 2008 

 Customization took place after the fact (not the 
recommended course of action!) 

 Clinician hired to manage the IT-Provider 
interaction in late 2008 

 4 years’ experience; continued refinement of 
both the software itself but also of our ability to 
leverage it to meet operational and fiscal goals 



 Colorectal and breast cancer screening rates 
were followed for 12 months, from June 2010 
(baseline month) through June 2011 

 Colonoscopy (within 10 years) or annual 
gFOBT (take home kit) was counted 

 Yearly mammography for women age 40 or 
older 
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 Screening for both diseases improved somewhat over 
time (more so for breast cancer): 
 External reporting raised awareness among the QA/QI 

committee members 
 Drill down on insurance status showed missed 

opportunities for mammography in particular 
 Data mining led to focused efforts to improve the results 

using provider communication and EHR tools 
 Colorectal cancer screening rates remained flat for 

uninsured patients 
 Need to explore options for patients 
 Need to educate providers on alternatives to colonoscopy 

 
 



Screen shot discussion by Christian Ketel, RN, MSN, CIO 





























 Consistent with the literature, length of time using an EHR did not 
seem to be associated with higher prevention rates 

 For colorectal cancer screening, being uninsured was associated 
with lower rates of screening 
 Should clinic standard be changed to gFOBT take home kits? 

 For breast cancer this was not the case—uninsured patients often 
had same or higher rates of screening 

 Missed opportunities by primary care providers to order free 
mammograms (women’s health providers were much more 
vigilant) 
 Lack of knowledge about Tennessee Breast and Cancer Screening 

Program? 
 Patient did not follow up? 
 Results never received by primary care clinic? 
 Lack of assigned personnel to help patient navigate and to chase 

results? 
 



 Valuable tool when data can be easily extracted 
 Data can and should be extracted from both the clinical record as 

well as the practice management system 
 External reporting forces us to look at how well we manage our 

populations (ACS project, ACNM reporting, UDS, Meaningful Use 
reporting, Medical Home reporting) 

 Having a clinical provider building/customizing EHR screens is 
invaluable and time saving 

 Population health improvement should be the core purpose of the 
QA/QI committee 

 Measure what is important to know and act on that information 
[only] 

 Keep refining; never a finished product 
 Listen to clinical providers—leverage the EHR to improve their 

workflow 
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