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• Discuss specific components of the EMR to support 

an interdisciplinary model of care framework that 

optimizes team performance and efficient use of the 

EMR. 

   

• Identify the processes of interdisciplinary collaboration 

towards an optimized EMR focusing on creative use 

of existing tools, optimized workflows and a group 

vision of documentation of patient care pathways to fill 

the gaps created by traditional EMR functionality in 

order to reach population health goals. 

OBJECTIVES 
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Create a patient-centered, nurse-led interprofessional model of care at a Family 

Medicine Clinic and a School Based Health Center; and include IPECP experiences for 

interprofessional students. 

 

I-CARE PATH GRANT* (HRSA)  
 

*Interprofessional Collaborative Redesign and Evaluation for Population Access to Health. The I-Care Path project is supported by a 

Health Resources and Services Administration Cooperative Agreement Award No. UD7HP26040: LOYOLA UNIVERSITY.  
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CURRENT STRUCTURE: GETTING THE WORK 

DONE! 

Monthly: Grant 
Management 

Monthly: Care 
Coordination Team 

Weekly  

Work  

Groups 

Monthly: 
Full Staff 
Meetings 
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Weekly Work Group: 
Care Coordinator Team 
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IV. INFORMATION SYSTEMS AND 

ORGANIZATIONAL FOG 

What data?      Where is it?    Who can access it? 

Return data to team for decision making? 

Patient Centered Medical Home 
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• Population Metrics 

• Staff/Provider Response 

• Health System Response 

• Health Promotion to Meet Community Needs 

• Patient Response 

 

 

V. OUTCOMES3 



L O Y O L A  U N I V E R S I T Y  C H I C A G O  

Two New Activities 
– Risk Scoring 

– Health Assessment 

VISIT NAVIGATOR ACTIVITIES 
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RISK SCORING 
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ADULT AND PEDIATRIC HEALTH ASSESSMENTS 
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REVIEW FLOWSHEETS 
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• Risk Scoring 

• Care Team 

SNAPSHOT – CHANGES VISIBLE TO 

ALL TEAM MEMBERS 



L O Y O L A  U N I V E R S I T Y  C H I C A G O  

NEW PROBLEMS ADDED BY CARE 

COORDINATOR 
• Health Care Home, Active Care Coordination 

• Nursing Home Resident, if applicable 
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DISEASE MANAGEMENT TOOLS 

Currently available review flowsheets with recommended data capture for 

diabetes, HTN, cardiac disease, etc. 
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TOOLS – OUTREACH TOOLS IN 

TELEPHONE ENCOUNTER 
- Embedded in current ‘telephone’ 

encounter (separate activity button on 

the left, use ‘reason-Outreach’ 

- Scripts available or ‘regular’ 

documentation of call content 
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- Decide on encounter type 

- Use template and note type 

‘Multidisciplinary 

- Audit history of note contributors 
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MULTIDISCIPLINARY NOTE OUTLINE 

- Measurable defined chronic 

disease goals of treatment 

are ‘hard coded’ in the 

document so no one has to 

spend lots of time typing 

- Lab values can be 

‘automatically’ pulled in so 

they don’t have to be 

searched for 

- Currently have diabetes, 

cardiac, obesity 

- Documentation time spent 

on ‘personalizing’ the plan 

- The estimated time for 

goals include one month, 

three months, ongoing 
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• Proof of concept with CMS dialysis plan of care 

• Each discipline addends their note template 

• Audit trail of each clinician 

• Less typing, more synthesis 

• Linking of already documented items when 

possible (labs, vitals, flowsheet content, etc.) 

NOTE TEMPLATE 
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• Normal workflows for office visits 

• Additional visit time with other disciplines (SW, 

Dietician, Care Coordinator) also documented 

• Outreach telephone encounter 

• Monthly Clinical Update (or Multidisciplinary) 

encounter and note to capture plan of care with 

addended note to capture synthesis of the 

team’s strategy for this patient’s care and focus 

WORKFLOW 
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