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Agenda

• Background 
• NYC HIV and HCV Care Cascades
• ETE initiatives to drive HIV and HCV Testing and Linkage to Care

• ETE efforts and the role of Health Information Technology (HIT)
• EMRs, Tableau Dashboards, RHIOs

• HASA-Healthix Bottom-Up Demonstration Project
• Discussion



Data reported to the NYC HIV Epidemiology and Field 
Services Program by March 31, 2018. ETE Dashboard.

2017 NYC HIV Care Cascade 

Lost To Follow-Up



Winters et al. Public Health Reports; 2018

2017 NYC HCV Care Cascade 



New York Presbyterian Hospital

 2 major academic medical centers (Columbia and Cornell)

 5 hospital sites in NYC

 13 community ambulatory care sites, 7 school based clinics

 665,517 unique patients seen in 2016

 2,162,052 ambulatory care visits in 2017

 105,000 inpatient visits

 24,586 staff

 7,145 clinicians

 Operating budget: 5.6 billion

 64,108 HIV tests (last 12 months)

 64,741 HCV tests (last 12 months)



Challenges
• Large complex institution with a 

multitude of competing priorities

• Just beginning its journey towards 
becoming an ‘integrated care 
delivery system’

• Complex staff governance
• NYP, Columbia, Cornell

• Three different EMRs
• Eclipsys, EPIC, Allscripts

Integrating HIV/HCV Testing and Linkage Efforts  
into NYP Clinical Workflows 



Utilizing Flexible IT Software for Data Aggregation 
and Visualization

Most healthcare systems utilize 
multiple electronic information 
systems

• NYP: Sorian, EAGLE, Epic, AllScripts, 
Eclipsys

Underlying IT networks (often) use 
standard languages and coding

• HL7, ADT, NDC, CCD
Data warehouses/Data Marts offer 

advantages to EMR data extracts
‘Off the shelf’ tools, like Tableau, are 

ideally suited for developing 
dashboards that are agnostic to EMRs 



How do you drive organizational change around HCV 
and HIV Testing and LTC?

Meet with stake holders, subject matter experts, and leadership to 
explore barriers, potential facilitating factors, and possible solutions

• Sexual Health Survey 
• ED Champion (Focus Y2 addition)
• NYS HIV and HCV ETE Initiatives

Fully leverage IT tools
• EMR ‘smart’ order sets
• Dashboard development (benchmarking and measurement tools, 

workflow management, corralling complexity)
• Individual Provider Reports
• Harness Health Information Exchange (HIE) advancements



Barriers to HIV Screening



Barriers to HCV Screening



NYP ED General Order Set

NYP General Admission Order Set

Changes to the NYP Eclipsys Order Sets



Using Tableau to Deliver Provider Specific 
HIV and HCV Testing Performance Reports



Using Provider Feedback to Improve HIV and 
HCV Testing 



Text & Email Notification



NYP/Columbia ED HCV Testing 2014 -2019



NYP/Columbia Inpatient HCV Testing 2014-2019



NYP/Columbia HCV Testing by Birth Cohort 2014-2019



NYP/Columbia ED HIV Testing 2014-2019



NYP/Columbia Historical HCV Testing



Using Tableau Dashboards to Facilitate 
Institutional and Multi-Institutional  
HIV and HCV Linkage to Care 

• New Diagnoses

• Potential LTFU individuals



Multi-Institutional  HIV Outreach Dashboard









Using HIE’s for Linkage to Care





Healthix Clinical Portal Integrated into an Institutional EMR



Two Examples of How Healthix (or HIEs in general) Can 
Drive LTC Efforts

• Institutional
 Healthix Clinical Portal as a source of unique information

Working telephone numbers
 Updated addresses
 Clinical information (labs, providers, current and past hospitalizations)

• Regional
 Healthix  Clinical Alert Notifications

 Real-time alerts generated when an individual ‘touches’ anywhere in the Healthix network of 
participating institutions

 HASA-Healthix Demonstration Pilot 



• Healthix consent
• HIV or HCV test

Initial HIV or HCV test positive, 
confirmatory test positive

Sometime later….

1. HIV/HCV navigator attempts to contact 
patient but inaccurate contact 
information

2. Navigator logs onto Healthix:
• Checks contact information
• Checks care engagement site or 

current hospitalization/SNF

Outreach and linkage to care

Healthix Clinical Portal as a source of unique information



Healthix  Clinical Alert Notifications

How it works…

EMR (SHM), Care Coordination 
Dashboard, Outreach Team

Clinical Alert
- Registration event

- ED visit
- HASA

- Lab value





HASA-Healthix Bottom-Up Pilot Project 

• Collaboration involving:
• Housing Works
• Alliance for Positive Change
• NYP/Columbia/Cornell
• CUNY Center for 

Implementation Science
• Healthix
• HASA

• Supported by NYC City 
Council and DOHMH/PHS

• Build interface between HASA and 
Healthix  Registration and 
demographic data flows into RHIO

• Obtain client consent while at HASA
• Generate real-time LTFU and clinical 

alerts
• Field a Rapid Response Care 

Coordination team to respond to 
alerts

• Engage LTFU clients in real-time, 
attempt to re-engage in care, enroll in 
Health Home program

• Carefully evaluate 



HASA -Healthix Bottom –Up Pilot Project

Linkage Cohort File

Linkage Alert 

CBO Partner



This has been done before… LaPHIE Project

Herwehe et al. JAMIA 2012;19:448e452



HASA -Healthix Bottom –Up Pilot Project

 Utilizes Health Information Exchange 
(Healthix) to ‘see’ across institutions, 
geographic areas, and fragmented care

 Alerts can focus on new diagnoses that 
have not been successfully linked to care, 
known diagnoses that are LTFU, or 
individuals failing care

 Potentially allows for more efficient use 
of often scarce outreach resources

 Scalable -> citywide -> statewide

 Additional possibilities, but important 
privacy considerations
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Questions?


	HASA-Healthix ‘Bottom-Up’ Project
	Agenda
	Slide Number 3
	Slide Number 4
	New York Presbyterian Hospital
	Integrating HIV/HCV Testing and Linkage Efforts  into NYP Clinical Workflows 
	Utilizing Flexible IT Software for Data Aggregation and Visualization
	How do you drive organizational change around HCV and HIV Testing and LTC?
	Barriers to HIV Screening
	Barriers to HCV Screening
	Slide Number 11
	Slide Number 12
	Slide Number 13
	Slide Number 14
	NYP/Columbia ED HCV Testing 2014 -2019
	Slide Number 16
	 
	Slide Number 18
	Slide Number 19
	Slide Number 20
	Multi-Institutional  HIV Outreach Dashboard
	Slide Number 22
	Slide Number 23
	Slide Number 24
	Using HIE’s for Linkage to Care
	Slide Number 26
	Slide Number 27
	Two Examples of How Healthix (or HIEs in general) Can Drive LTC Efforts
	Slide Number 29
	Slide Number 30
	Slide Number 31
	HASA-Healthix Bottom-Up Pilot Project 
	HASA -Healthix Bottom –Up Pilot Project
	This has been done before… LaPHIE Project
	HASA -Healthix Bottom –Up Pilot Project
	Slide Number 36
	Slide Number 37

