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Title:  Improving the Health of the Patient Population 
Utilizing our EHR, patient registry, and clinical based guidelines to engage our patients and 
improve outcomes.   
 
Background knowledge 
Miramont Family Medicine (MFM) has four locations in Northern Colorado, two in Fort Collins, 
one each in Wellington and Red Feather Lakes.  MFM is a multi-specialty clinic of 13 providers 
and 50 employees.  Our providers round at three hospitals and 11 nursing homes.  We currently 
serve over 20,000 patients annually.  We implemented our second EHR, e-MD’s in 2007,  which 
can be accessed through a secure Virtual Private Network (VPN) connection from any location 
with internet capabilities.  MFM has been named by the Northern Colorado Business Report as 
the 4th fastest growing company, in our region, for 2010.  Miramont Family Medicine’s model for 
success is exemplary in a community where 34 Primary Care Physicians have either bankrupted 
or prematurely closed their doors in the last eight years. 
 
Local Problem 
Before implementing our EHR, we knew we had a diabetic population, but we would not have 
been able to run a simple report and tell you how many diabetic’s we had in our practice, much 
less what their A1-C rates were.  After the implementation, we found that the reporting 
capabilities of our EHR were not robust enough for our Patient Centered Medical Home.  We 
engaged the use of Clinical Integration Networks of America (CINA) to mine our data.  We felt 
like we were doing a good job of taking care of our diabetics, but once we had the data, we knew 
we needed to implement critical interventions to improve our outcomes. Our data showed us that 
we were only documenting 42% of our diabetics A1-C’s and that 60% of those had an A1-C over 
9.0.  Through our patient centered medical home weekly meeting we developed systems of 
improvement. 
 
Intended Improvement 
Our initial aim was to decrease the A1-C scores of our diabetic population; however, we knew 
that we would need to design additional interventions to really impact our patient’s overall health. 
We began with 3 objectives for our diabetic population, 1) document a current A1-C, 2) 
document a current LDL, and 3) evaluate the patient’s feet.  By utilizing our EHR’s flowsheet, 
CINA was able to pull data into the registry that we could use to implement individual patient 
interventions.  Patient care has definitely improved since we started using the EHR.  As reported 
to our state registry, our diabetic patients are more compliant, more educated, and more engaged 
in their own healthcare.  Our percentage of diabetic patients with documented A1-C’s has gone 
from 42% to 88% and our A1-C’s over 9.0 has dropped to 20%. (appendix A) 
 
 
 



Planning the Intervention 
Miramont Family Medicine is a Level III, Patient Centered Medical Home, recognized by 
NCQA.  We meet weekly to go over quality, safety, and efficiency issues within our practice.  
We utilize Lean Training and PDSA cycle testing to maximize improvement within our clinic. 
 
As part of our weekly Patient Centered Medical Home meetings we review specific patient 
reports regarding disease states that provide the most impact to the healthcare system.  The 
chronic disease states that we are following include; diabetes, heart/stroke, prevention, and 
depression.  We found through the reporting that in some areas of care we were doing a great job, 
where as in other areas we needed to step up our interventions to improve our outcomes.  We 
used several different reports available to us through our EHR, our statewide registry and reports 
from CINA. (appendix B) to identify those patients that required intervention.  We started by 
looking at patients that had an A1-C value over 9.0.  We utilized our registry to report on the 
individual metrics.  We then developed an intervention for these patients.  We needed to get these 
patients back into the clinic and find out what their individual barriers to care were.  We found 
that patients had socio-economic issues, apathy issues about their illness or were overwhelmed 
with what to do regarding their disease process.  We developed a team approach to care involving 
not only the physician, but also the medical assistant, diabetic educator, and psychologist. 
 
For those patients that had apathy regarding their illness, our diabetic educator had them come in 
for one on one education about their conditions, creating awareness within the patients.  She then 
added group classes for the patient to include the family or care givers.  For patients that seemed 
to be overwhelmed, we included referrals to our in-house psychologist to help the patients that 
felt that they had no control over the process.  Combining those visits with our diabetic educator 
eased those patients into education and group classes.  For those patients that had socio-economic 
reasons for not coming in on a regular basis or not taking prescribed medications, we reached out 
to our medical community for assistance.  We applied for grants to help patients cover the cost of 
care.  We engaged our drug company representatives to help us with low cost or no cost 
pharmaceuticals for those patients that needed them. We these interventions we began to see the 
A1-C values fall.  Before we began our interventions we showed that 56% of our diabetic 
population had an A1-C over 9.0 and after the intervention we showed that 20% of our population 
had and A1-C value over 9.0. (appendix C) 
 
We had a patient on our initial listing of patients with A1-C levels over 9.0, with an A1-C of 14.0.  
While reviewing the patients chart, it was noted that the patient seemed to have some apathy in 
regards to his condition.  He was a young man of only 19, and was covered under his parents 
insurance.  We contacted the patient to have him come in and learned that he had dropped out of 
college and lost his health insurance coverage and had no funds to come in.  We worked with the 
patient to get him into see our psychologist and diabetic educator and even saw the patient at no 
charge in order to improve his health.  Our diabetic educator and psychologist were able to work 
with him to get re-enrolled in school and back on his parent’s health plan.  They worked on his 
nutrition and exercise habits and over time were able to lower his A1-C to 8.3, the lowest it has 
been since he started coming to our clinic.  We continue to work with this patient and hope to see 
his A1-C drop below a 7.0. (appendix D) 
 
 
HIT Dimensions Utilized 
Miramont Family Medicine has committed to becoming the best patient medical centered medical 
home.  As part of that commitment, we have implemented several different IT solutions.  We 
utilize our EHR to not only chart our patient’s care, but to also, e-prescribe, clinical decision 
support, physician order entry, flow-sheets, and document management. We have interfaced our 



EHR with our hospital, clinical laboratories and state immunization information system.  We 
added CINA to be able to provide immediate data on a patient level so that appropriate 
interventions could be done.  Another functionality we use within our EHR for immediate data on 
the patient level is our Rules and Reminders.  The use of the Rules and Reminders module has 
increased our patient compliance and revenues.  The module runs a series of 187 “rules” chosen 
by the providers.  The rules specify parameters for preventive services and certain tests such as a 
starting age for mammograms, or intervals for colonoscopy, or creatinine testing for a diagnosis 
of diabetes (appendix E).  The rules algorithms are then run for all rules across the database of 
20,000 patients, every night after the database backup is complete.  In other words, the module 
checks the patient chart for CPT codes that match a specific test or procedure that the patient 
needs to have done on a regular basis, such as an A1-C in a diabetic, or a yearly mammogram.  It 
then creates a work list that needs to be addressed as “reminders” attached to each individual 
patient chart and is present next time the chart is opened.  The list can also be sorted as a function 
of recall, e.g. which patients are due for mammography at this time.  
 
Outcomes (a) 
Miramont Family Medicine has been involved with the Patient Centered Medical Home concept 
since 2007, when we first implemented our current EHR.  Through the process we have learned 
what works, what doesn’t, and where our best opportunities for bending the cost curve are.  We 
know that managing our chronic care patients and keeping them out of the hospitals and ER’s 
saves the system money.  We manage change within our clinic by using PDSA cycle testing.  We 
have found through small tests of change that we have a larger impact on our patients.  If we find 
something that doesn’t work, we can immediately switch gears to find something that will for that 
patient.  One size does not fit all, but it fits most and with our willingness to make changes on the 
fly we are able to provide care in manner that is beneficial to all of our patients. 
 
When we plan for an intervention, we map the process, look for waste and efficiencies.  Through 
this process, we find where we can have the most impact on patient care.  Also through this 
process, we may find other steps that are labor intensive or duplicated and eliminate them.   
 
Outcomes (b) 
Improved outcomes has been our mantra for sometime.  We get excited even if we are only able 
to move the bar by one patient.  We have improved our metrics for diabetic care, heart/stroke, 
prevention, depression and obesity.  Although, we are not at the levels we would like to be at, we 
continue to strive for perfection. 
 
 
Barriers Encountered 
We expected staff adoption to be our largest barrier.  We also expected to have data collections 
barriers.  We were able to eliminate the majority of data collection barriers with the 
implementation of CINA’s data mining server.  The staff adoption was a more difficult barrier.  
We broke through the barrier by using positive feedback to our providers and staff members.  We 
used specific success stories by early adopters to reinforce why we were doing what we were 
doing.  We created a positive, safe environment for discussion in PCMH meeting for staff to 
voice concerns.  Finally, we used data collection and reports to show our progress, making it 
easier to accept our new models. 
 
Challenges Faced 
During our implementation process, we learned that our demographic data transfer had not been 
completed, causing a lot of duplicate work after we started using the system.  Since we did not 
have live data to work with, we had to create simulated patients.  Creating “test” patients and 



simulated visits and billing took longer and overall delayed the implementation of the EHR.  Any 
changes that we had made to improve templates for our work flow during this time were being 
reverted to the original settings when the data transfer took place.  We then had to go back and 
modify them again.  The data-transfer problem was corrected by the vendor before our “go-live” 
date.  Looking back, we would have made sure that our data transfer was completed before our 
scheduled training.   
 
Challenges we expected included staff adoption at all of our locations, concerns from clinicians 
about being overwhelmed with to many steps they weren’t prepared to address, in the allotted 
patient appointment time.  We started this project at the main clinic, we utilized the clinical 
decision support system in all locations, and those other locations adopted the new approach in 
time as well. Moving new processes to the other clinics was a slower process and we needed to 
guard against any delay in adoption at the other clinics having a negative impact on the primary 
site. We believed with appropriate tracking and feedback of the effectiveness of screening and 
treatment we would be able to overcome any negative impact from the other clinics. 
 
Summary 
We are still working within the confines of our multi-stakeholder, multi-payor Patient Centered 
Medical Home pilot project are hoping that the results of our pilot will have an impact on 
healthcare delivery systems.  We know that we are bending the cost of care curve in our practice 
and continue to work to ensure that our patient’s conditions are well monitored and that 
appropriate interventions are utilized.  The strength of our pilot project has been that we share our 
data with other practices in our pilot and by nature our doctors are competitive and in seeing that 
someone else is doing something different with a better result, we can share that information and 
test the process within our own practice and look for improvement.  In the beginning, we didn’t 
want to share our data as it was not very good; however, if it moved, we measured it, and it 
improved.  Our lesson in improvement was even bad data can be improved upon. 
 
Interpretation 
Our outcomes have improved, but not as quickly as we had expected. We expected that the 
majority of patients would readily accept our new processes and would feel more engaged in their 
own healthcare; however, some patients felt that they were being pushed through the system.  We 
had a medical house, but not yet a home.  We continually work to improve our processes and 
systems and we are committed to delivering excellent, compassionate, modern, timely healthcare 
in an environment that promotes patient and staff growth, health and happiness.   
 
Conclusions 
The interventions we have done on behalf of our patients have improved the health of the patient 
populations.  Our outcomes have improved with each patient visit and continue to put Miramont 
Family Medicine in front of the other pilots.  We continually strive for excellence.  We continue 
to add new projects and new metrics to our patient care model, knowing that what we have 
learned along the way can be used to integrate new services or new metrics. 
 
Financial Considerations 
Miramont Family Medicine subscribes to the doctrine that as Family Medicine providers we need 
to invest in ourselves.  We have made friends with the lawyers, bankers and community leaders in 
order to increase our investment.  We have invested over $200,000 into our EHR and IT closet 
and are willing to invest more if efficiencies and safety can be improved upon (appendix F).  We 
have reaped the benefits of our investment by becoming part of the PCMH pilot project and other 
research project in which we are paid for our de-identified data.  Cost savings have come from 
having a fully integrated EHR and practice management system. 
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