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BACKGROUND  
New models of care delivery and payment require primary care providers, including federally qualified health centers 
(FQHCs), to make significant improvements in patient access to care, quality of care, patient and population health 
outcomes, and cost containment. Health care providers, localities, and the State, among others, must target limited 
resources to address high-priority gaps and yield the greatest results. Having ongoing access to in-depth and high-quality 
data and advanced analytical support is critical to achieving these goals.  
 
In response, CHCANYS has launched the New York State Center for Primary Care Informatics (CPCI) to support the 
targeting, design, and implementation of improvements; health care system planning; and policy development. The CPCI 
has three major components: 
 

1. A Statewide Data Warehouse 

2. Data Analysis and Support  

3. Quality Improvement Technical Assistance 
 
 
STATEWIDE DATA WAREHOUSE 
As a central CPCI strategy, CHCANYS has implemented a statewide data warehouse with extensive analytic and 
reporting functionality. The CPCI data warehouse builds upon the electronic health records that all New York State 
FQHCs have adopted, drawing clinical, operational and financial data from the EHRs and practice management systems 
nightly.  It organizes and presents data to give FQHCs the information they need to allocate resources to maximize their 
improvement efforts, and enables the sharing of data across health centers to benchmark performance and facilitate 
collaborative improvement initiatives. All three components of the CPCI listed above provide intensive support to guide 
and drive significant improvements in patient access to care, quality of care, patient and population health outcomes, and 
cost containment. 
 
The software platform for the CPCI data warehouse was created specifically for FQHCs and is licensed from Azara 
Healthcare. The Azara product is in use in 17 states in over 125 FQHCs.  

In just 2 years, 35 of New York’s 63 FQHCs have been connected to the CPCI data warehouse. When all health centers 
are connected, the CPCI data warehouse will include annual data on 1.7 million patients with over 8 million visits at 580 
FQHC center sites.  
 
The data warehouse automatically produces standard reports on over 120 clinical quality and key performance 
indicators. The data warehouse also enables FQHCs to drill down to view data at the health center, health center site, 
provider and patient level (depending on level of access granted to a given user).  (For a sample of measures see the 
Appendix.) It also allows users to filter data by a standard list of parameters to assess patterns in their data, including 
payer class, service line, and race and ethnicity. Data are shown in easy-to-understand visual charts and tables.  Clinical 
quality measures are calculated based on widely accepted standards (e.g. NQF, CMS, HEDIS, and New York State).  The 
product is in continuous development to meet the changing needs and reporting requirements of its user community. For 
example, the April, 2014 release included 15 New York State HEDIS measures for the first time as well as 25 newly-
certified Meaningful Use measures eligible for submission as part of provider incentive payment attestations. In winter of 
2015, 7 HIV-QUAL measures were added, and another 17 are in progress with funding support from the New York State 
AIDS Institute.16 Financial & Operational measures are also available. 
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The CPCI data warehouse includes 50 additional reports, including: 

 11 patient registries 

 14 Meaningful Use reports 

 4 NCQA Patient-Centered Medical Home-related reports 

 8 tables required for the federal Uniform Data System (UDS) report 

 8 types of individual provider report cards 

 2 reports specific to CHCANYS grant-funded initiatives 

 Financial and operational reports 
 

CHCANYS will also add external data to the CPCI data warehouse (e.g., payer claims data relating to services rendered 
outside the health center, data to assess workforce shortages and unmet health care needs). The additional data will 
support more robust analyses of quality and outcomes in relation to costs as well as planning activities related to primary 
care capacity and workforce development.  
 
The initiative benefits the FQHCs, CHCANYS, and the larger health care system in efforts to improve the quality and cost-
effectiveness of patient care by: 
 

 Supporting the identification of needs and opportunities across the State to improve quality, outcomes, and costs and 
allowing the targeting of resources to areas of greatest need and opportunity. 

 Supporting FQHCs’ leadership and participation in new integrated delivery models, including New York’s Delivery 
System Reform Incentive Payments (DSRIP) Performing Provider Systems, Accountable Care Organizations, and 
independent practice associations (IPAs). 

 Enabling FQHCs that do not have the in-house expertise or resources to compile and use their data to track their 
performance and implement quality improvements, as follows:  

o Users at participating FQHCs can access and view the data they are authorized to view via the web.   

o CHCANYS will help health centers understand the data, implement improvements, and teach health centers 
how to do it themselves. 

 Supporting patient, panel, and population management at the health center and provider/care team level, including: 

o Patient registry reports that list patients in specific chronic disease or preventive care categories and identify 
actions that need to occur in order to meet quality goals. For example, the diabetes registry report provides a 
list of patients who have not had their A1c test. In addition to the date of their last test, the list includes a 
phone number so teams can call patients to schedule a test.  For a screenshot of the Obstetrical Registry see 
the Appendix. 

o Patient visit planning report that lists all patients scheduled to see a provider or team for a single day.  It is 
organized by provider and then by patient scheduled appointment time to make it easier for care teams and 
providers to review alerts (20 are available), identify care gaps and prepare in advance of the patient’s visit.  
For a sample of the Patient Visit Planning report see the Appendix. 

o Risk and care management reports that integrate external payer claims data to identify high-cost, high-risk 
patients for focused care management services.  Payer claims data provides the information on use of 
hospital inpatient and emergency services that can be used to calculate risk scores for each patient. For a 
mock-up of this report, which is in development, see the Appendix. 

o Referral management reports that list open referrals for services outside the FQHC, by type of referral and 
length of time open, to assist FQHCs in the difficult task of closing referrals to ensure that patients receive the 
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specialty services they need and the data is entered into the electronic health record in a manner that allows 
the FQHC to get credit for the service in various clinical quality measures.   

 

 Enabling FQHCs  to benchmark their performance with that of their peers and against national benchmarks 

 Producing standard measures and reports
1
 required by HRSA, national Patient-Centered Medical Home recognition, 

EHR Incentive Program Meaningful Use documentation, Health Home reporting, and others. 

There is a one-time cost associated with connecting each FQHC to the CPCI data warehouse and validating the data that 
is transmitted. On an ongoing basis, FQHCs pay a quarterly subscription fee based on the number of primary care patient 
encounters. This subscription allows health centers to access their own data, run automatic and standardized reports, and 
compare their performance with that of their peer health centers. CHCANYS has secured grant funding to cover the one-
time connection costs and to subsidize a portion of the subscription costs. CHCANYS efforts to secure other funding will 
be ongoing. 
 
DATA ANALYSIS AND SUPPORT  
Under the CPCI, CHCANYS has developed advanced analytic capacity to conduct customized analyses to support 
FQHCs, the State, and other health care stakeholders in policy, planning, and program initiatives.  
 
For example, CHCANYS Data Support Team has developed a variety of tools using publicly available data from state and 
federal sources to assist FQHCs in their applications for federal funding and their participation in major New York State 
initiatives, including the DSRIP program. The Data Support Team has also provided customized data analyses for 
FQHCs, on request, in connection with these initiatives. This analytic support complements tools available to the FQHCs 
through the CPCI data warehouse. 
 
The Data Support Team has also licensed the Salient tools for accessing Medicaid claims data, and is exploring uses of 
this data in relation to the clinical data in the CPCI data warehouse. 
 
QUALITY IMPROVEMENT TECHNICAL ASSISTANCE 
In connection with the CPCI data warehouse, CHCANYS has developed an accompanying program of related technical 
assistance to support data quality, clinical quality improvement, health center planning, advocacy, and fund development 
statewide. CPCI provides technical assistance tailored to the specific needs of each health center and combines a variety 
of modalities—from the economies of scale offered by distance learning, to one-to-one coaching via telephone, to the 
higher touch in-person assistance needed by some health centers. 
 
Quality improvement (QI) activities have generally focused on improving workflow, data flow and clinical processes 
around specific chronic diseases, including diabetes, hypertension, and other cardiovascular conditions; cancer; obesity; 
depression; HIV and hepatitis C. CHCANYS Quality Improvement Specialists provide instruction on QI techniques and 
tools; bring in external content experts to speak with the FQHCs; coach health centers through the planning, execution 
and evaluation of their QI activities; and facilitate the sharing of best practices and lessons learned among FQHCs.  The 
CPCI Warehouse plays an integral role in all of CHCANYS QI initiatives, providing tools for measurement and feedback to 
the FQHC providers; benchmarking performance against each other and established targets; and supporting care 
planning, care coordination and patient outreach. 
 
Examples of funded technical assistance programs include a partnership with New York State Department of Health’s 
Bureau of Chronic Disease Control and IPRO, New York’s Quality Improvement Organization, in the CDC-funded 
Innovative Demonstration Project to Advance Population-Based Cancer Screening and Treatment. This five-year program 
is funding technical assistance to improve rates of screening and follow-up for breast, cervical, and colorectal cancer 
among FQHC patients statewide. All of New York State’s FQHCs are eligible for participation in this program. Other 
quality improvement programs are currently conducted through CHCANYS Health Center Controlled Network, a program 
funded by the Health Resources Services Administration of the federal Department of Health and Human Services.34 
FQHCs are participating in this program.  
 
 
For more information, please contact:   

                                                        
1
 The vendor will automatically update reports as the reporting requirements change. 
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Lisa Perry 
Sr. Vice President, Quality & Technology Initiatives 
lperry@chcanys.org 
 
 
 
 
 

Appendix: A 
 
 
Sample of Clinical Measures in the CPCI Data Warehouse 
(All calculated using nationally accepted standards) 
 

 

 Controlling High Blood Pressure 

 Weight Assessment and Counseling for Nutrition 

and Physical Activity 

for Children and Adolescents –BMI 

 Weight Assessment and Counseling for Nutrition 

and Physical Activity for Children and Adolescents 

– Counseling for Nutrition 

 Weight Assessment and Counseling for Nutrition 

and Physical Activity for Children and 

Adolescents– Counseling for Physical Activity 

 Preventive Care and Screening: Tobacco Use: 

Screening and Cessation Intervention 

 Breast Cancer Screening 

 Cervical Cancer Screening 

 Chlamydia Screening for Women 

 Colorectal Cancer Screening 

 Use of Appropriate Medications for Asthma 

 Childhood Immunization Status 

 Preventive Care and Screening:  Influenza 

Immunization 

 Pneumonia Vaccination Status for Older Adults 

 

 Diabetes: Foot Exam 

 Diabetes: A1c>9 

 Diabetes: Hemoglobin A1c Test for Pediatric 

Patients 

 Diabetes: Urine Protein Screening 

 Diabetes: Low Density Lipoprotein (LDL) 

Management 

 Ischemic Vascular Disease (IVD): Use of Aspirin 

or Another Antithrombotic 

 Ischemic Vascular Disease (IVD): Complete Lipid 

Panel 

 Ischemic Vascular Disease(IVD): LDL Control 

 HIV/AIDS: Medical Visit 

 Preventive Care and Screening: Body Mass Index 

(BMI)Screening and Follow-Up: >=65 Years 

 Preventive Care and Screening: Body Mass Index 

(BMI) Screening and Follow-Up: 18–64 Years 

 Hypertension: Improvement in Blood Pressure 

 Primary Care Prevention Intervention as Offered 

by Primary Care Providers, including Dentist 

 Children Who Have Dental Decay or Cavities 
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 Diabetes: Eye Exam 

 

 HIV/AIDS: RNA Control for Patients with HIV 
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Clinical Registry of Obstetrical Patients 
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Patient Visit Planning Report: showing a provider’s scheduled patients for the day, including clinical services due 

 
 
 

Registry & Preventative Care Alerts ordered by provider and appointment time, in one report. 
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Report in Development: Using payer claims data to calculate patient risk scores, calculate total patient cost, and identify use of external services 
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Report in Development:  A registry to identify open referrals by priority, type, date.  Will support follow-up & closing of open referrals. 


