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Got 
Data?

Beyond the EHR:

…analytics-powered insight.



Outreach tools (Registries):
• Population health literacy
• Population health accountability

Inreach tools (Pre-visit planning):
• Prepared, informed, empowered teams
• Efficient teamwork

Advanced Registries: thoughts on design 
and function…



What if…?

What if the moment you walked into your primary care team’s office, 
everyone really knew you and was ready to meet your needs?

What if your health was as important to your care team between visits 
as it was when you were in the office?

What if, at every visit for healthcare, your provider was relaxed, 
seemed to have plenty of time to listen, understand and to connect? 

What if, after an office visit, you consistently felt better informed and 
more capable —even energized—to promote your own health?

Patients’ view



Registry Impact:  Population Health

• Primary Care Team continuity
• Walking the talk of evidence based care
• Demonstrable performance (chronic care, 

prevention and screening)
• Hot Spotter competency
• Making Transitions of Care safe and efficient
• Moving beyond patient-centered:  person- 

centered
• Patient activation (self management) as priority



OUTREACH tools (Registries):
Population Health literacy and accountability

“What should the tool really do?”

• Patient empanelment—chronic care, prevention, 
screening, TOC

• Risk stratification, Hot Spotters
• Rules-based alerts
• Actionable—meaningful alerts, standing orders
• Activate teamwork and team members
• Centered on patients, not conditions
• Prospective—informed about patients’ care 

appointments
• Promote PCP continuity
• Care team communication tool
• Never touch providers’ hands…



Anatomy of an ultimate registry…the Outreach Tool
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Pre-Visit Plan Impact: Practice transformation 

• Essential tools of meta-teamwork
• Top of license, “load balancing” the clinical work, 

flattening the hierarchy
• Informed, efficient workflows
• Enhanced communication (playbook)
• Meaningful work
• The huddle (pre-visit planning) made easy
• Powering triple aim performance (all and only…)
• Proactive “person-centered” care



INREACH Tools (Pre-Visit Planning):
Prepared, informed, efficient teamwork

“What should the tool really do?”

• The daily playbook for team-based care—chronic 
conditions, prevention, screening, transitions of care
• Focal point for efficient and effective Pre-Visit 

Planning
• Actionable—meaningful alerts, standing orders
• Centered on patients, not conditions
• Rules-based alerts
• Prospective—informed about patients’ care 

appointments
• Anticipatory of Patient needs—refills, near-term EBM 

“due’s”
• Promotes PCP continuity



1234567   Helthy, Jane 303 555-1234 cell            57         F     

Past Due – Mammo Last Counseled

Past Due - Flu Vaccine       4/1/2011

A Huddle Playbook…the Outreach Tool





PCMH line-up:  just how important are Inreach and 
Outreach tools (“advanced registries”)?

Directly impact all 6 Standards and 20 of the 27 
Elements:

1G: Practice Team

2D: Use Data for Population Management

3C: Care Management (Huddle)

4A: Self Management

5A: Test Tracking

6C: Continuous Quality Improvement



Practice transformation—really?
Advanced Registries as the soul of primary 

care…reinvented:

1. Healthcare Value IT—mining the database 
gold for population health literacy

2. Engaged Learning Organization—powering 
team-based care

3. Community Benefit—transparent, market 
relevant and accountable

Really!
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IMPROVED OUTCOMES



What if…?

What if a busy PCP schedule was 12 patients/ day?

What if each PCP was supported by a team of 2 MAs?...and 
that the MAs did as much clinical care as the provider? 

What if pre-visit planning (huddling) was the key to a relaxed 
day and superior population-based care…and technology was 
a gateway not a barrier to effective and efficient huddling?   

What if, aside from indicated physical exams and Pap smears, 
PCPs never did prevention, screening or routine chronic care 
management?...but could prove that the care their panel of 
patients received was in the 90th percentile nationally?

Providers’ view



“ Data is a campfire around which organizations 
huddle for heat and light. The irony is that 

neither the heat nor the light yield the solution. 
The solution emerges out of the huddling”

--Stolen shamelessly from the 2009 Vancouver IHI Office Summit--
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