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Ruth M. Rothstein CORE Center: Chicago, IL
Cook County Health and Hospitals System – Public “Safety-Net” Facility
>4,000 active patients, >12,000 primary care visits annually 
It is estimated that we provide care to 30-35% of PLWA’s known to be in care in Chicago 
64% African American and 24% Hispanic/Latino
Male 74% Female 26%
>90% have incomes less than 200% FPL
Frequent history of drug use, incarceration
One-stop shopping model/wrap-around services
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Power BI
• Power BI by Microsoft is an industry leader in the business intelligence space, 

combining data analytics, a user-friendly interface, and powerful data 
visualization capabilities

• Power BI can connect to many data sources and the list is continually expanding.  
In CORE Center’s implementation, it is connected to a SQL database provided by 
CRU.  Standard SQL queries are used to build each dataset

• Dashboards and reports are easily shared on the cloud with data refreshing on a 
daily schedule

• Power BI is included with CORE Center’s existing Microsoft Office 365 Enterprise 
which provides seamless access with strong security



• PTM/SPNS collaborates with the Chicago 
Department of Public Health (CDPH) D2C 
project to identify lost to care (LTC) HIV 
positive patients.

• Data to Care is a Center for Disease Control 
and Prevention (CDC) intervention, which 
utilizes HIV surveillance data to assist 
outreach teams in re-engaging LTC patients. 

• Monthly, CDPH provides a HIV surveillance 
data report on the submitted LTC  patients. 
This report indicates the most recent care 
status of LTC patients, such as in care at 
other medical facility, deceased, 
incarcerated, or relocated. 

Data To Care/D2C



• PTM/SPNS collaborates with the Chicago Department of Public Health (CDPH) 
D2C project to identify lost to care (LTC) HIV positive patients.

• This collaboration with CDPH has been instrumental in the outreach efforts for 
LTC CORE patients. 

• LTC list decreased by 957 patients-a 32% decrease (patients matched as in 
care elsewhere, deceased, relocated, incarcerated.

• Outreach activities are streamlined and allows an effective/efficient use of 
outreach  resources

• The list of patients is smaller which ultimately improves the number of 
patients linked and engaged in care. 

Data To Care/D2C 



Power BI Screen Shot



CORE to CDPH Screen Shot



CDPH Screen Shot 



CORE Center Screen Shot 



Outreach Data Base 



Community Health Worker (CHW)
• The CHW is a certificated position from a Chicago City College. Some of the training they 

receive are in: CM services, pre & post test HIV counseling, retention activities, and 
health education for chronic conditions such as HCV, Diabetes, HIV, etc. 

• CHW interventions are to provide outreach to patients:
• who have fallen out of care, 
• at risk of being lost to care, or 
• who are not virally suppressed to link them to HIV Primary Care. 

• CHW: 
• conducts outreach on patients thru D2C or the automated alert system; 
• conducts barrier assessments; 
• connects them to CM services and Benefits Department; and,
• provides support, advocacy  and encouragement to patients needing Primary 

Care. 



How Patients are Assigned to CHWs/Procedure

The Final Prioritization Scheme for Outreach 
1) Date Last Seen (most recent) with CD4 (lowest)
2) Date Last Seen (most recent) with CD4 (highest)
3) Date Last Seen (least recent) with CD4 (lowest)
4) Date Last Seen (least recent) with CD4 (highest)



CHW Outreach Flow 



2017 Lost to Care Outreach Process
• Outreach patients lost to care between

12 and 36 months thru 4/2017
• 2,415 patients submitted to CDPH D2C
• Of 1775 patients matched by CDPH D2C:

Outcome # Patients 

Deceased 222

Relocated 15

Transferred Care 568

Disseminated to CORE for 
Outreach 

1610

1610 Disseminated 
to Outreach Team

Deceased 
9%

Relocated
1%

Transferred Care 
23%

Disseminated to Outreach Team Deceased Relocated Transferred Care* 39% of patients re-engaged in care



2017-2018 Lost to Care Outreach Summary
• Outreach patients lost to care between 

12 and 36 months from 4/2017- 8/2018.
• 2,973 patients submitted to CDPH D2C
• Of 2,203 patients matched by CDPH 

D2C:

Outcome # Patients 

Deceased 237

Relocated 22

Transferred Care 686

Disseminated to CORE for 
Outreach 

1928

Re-engaged 512/27%

In Progress 682

Incarcerated , 12, 0%

Disseminated to 
CORE Outreach, 

1928, 67%

Deceased, 237, 8%

Transferred care 
elsewhere , 686, 24%

Relocated /moved 
out of jurisdiction, 22, 

1%

Incarcerated Disseminated to CORE Outreach
Deceased Transferred care elsewhere
Relocated /moved out of jurisdiction



Who Benefits From This Process?
• 30 year old AA Female HIV +
• Out of care for > 1 year
• Contacted by phone initially
• Patient had same day surgical appointment and was met by Outreach Worker 
• Barrier Assessment completed at surgical appointment
• Transportation was an issue as well as understanding of disease progression
• Case Management contacted for transportation and medical needs
• Patient made next  3  visits to CORE  and is now undetectable and feels GREAT!
• Patient states we saved her life and would like to give back by becoming a peer 

navigator for new patients
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