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Disparities Elimination through Coordinated Interventions to Prevent and Control Heart 

and Lung Disease Risk (DECIPHeR/CIRCL) 

 Project Type Data collection 

 Funder National Institutes of Health (NIH) 

 PI Abel Kho, MD, Northwestern University 

 AllianceChicago PI Nivedita Mohanty, MD  

 Health Centers Heartland Alliance Health, TCA Health 

 Description Kaiser Permanente demonstrated that a bundle of evidence-based interventions 

implemented within a large, integrated health system in Northern California 

significantly increased blood pressure control rates. However, it is unclear 

whether a health system centered intervention can be adapted to other settings, 

particularly under-resourced urban communities. Therefore, our overall goal is to 

support a community-centered design and adaptation of the Kaiser bundle. Our 

adaptation shifts the Kaiser bundle to be centered within churches within the 

South Side of Chicago, one of the most medically underserved communities in 

the United States and implementation of the components of the bundle will be 

adapted for delivery in the community. The intervention will be carried out by 

local community health workers and ministry facilitators, with health clinics and 

hospitals in the community as support, all connected through a common data 

platform. The study will follow the Exploration, Preparation, Implementation and 

Sustainment (EPIS) process model and implementation is rigorously evaluated 

using a multimethod approach to the Reach, Effectiveness, Adoption, 

Implementation, and Maintenance (RE-AIM) evaluation framework.  

 

 Aims 1. Convene community stakeholders in order to adapt implementation 

strategies using the Dynamic Adaptation Process model. 

2. Design, implement, and evaluate pilot projects in order to optimize 

implementation strategies within our community.  

3. Implement, test and evaluate an adapted implementation strategy to 

control hypertension through faith-based organizations in the South Side 

of Chicago.  

4. Disseminate findings internally to community stakeholders and externally 

through creation of community implementation toolkits. 
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Multi-state EHR-based Network for Disease Surveillance (MENDS) 

 Project Type Data collection 

 Funder Centers for Disease Control and Prevention (CDC) 

 AllianceChicago PI Jodi Simon, DrPH  

 Health Centers Legacy Community Health; Heartland Health Centers; Heartland Alliance 

Health; Friend Health; Erie Family Health Centers; Near North Health; North 

Country; North Central Nursing Clinics; Nursing Practice Corporation; Malama I 

Ke Ola Health Center; Hamakua-Kohala Health Centers; Settlement Health; 

Family Health New York 

 Description MENDS is a pilot, EHR based, chronic disease surveillance system, led by the 

National Association of Chronic Disease Directors (NACDD) and funded by CDC 

Division for Heart Disease and Stroke Prevention. As technology advances, 

estimates of chronic disease prevalence and incidence will likely move away 

from surveys. Participation in MENDS can help in the development of a new 

national chronic disease surveillance system. It can also promote collaboration 

with local and statewide public health agencies by sharing common data and 

identifying public health problems that can be best addressed through joint 

public health and clinical interventions. MENDS can also pinpoint geographic hot 

spots of specific risk factors to better plan programs and evaluate their impact. 

 

 Aims 1. Visualize the prevalence of specific disease conditions and control of 

those conditions in your population.  

2. Query the impact of chronic disease quality improvement efforts. 

3. Compare participating clinical sites’ performance 
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NACHC Pediatric Weight Management NFQ: Measurement Development and Testing 

 Project Type Data Analysis and measure testing 

 Funder Centers for Disease Control and Prevention (CDC) 

 PI Kathleen McNamara, VP of Clinical Affairs, National Association of Community 
Health Centers (NACHC)  

 AllianceChicago PI Nivedita Mohanty, MD  

 Health Centers TBD 

 Description The goal of the project is to assist in the development of new pediatric obesity 
measures. By gathering a group of subject matter experts (SME) we will review 
literature, data available, and meet with national organizations to create new 
measures to support health center’s ability to respond to pediatric obesity.  

 Aims  
1. Synthesize literature and Pediatric Clinical Practice Guidelines that will 

inform a new pediatric obesity measure 
2. Engage Peds SME Stakeholders in designing new measures via surveys 

and Listening Sessions/Focus Groups 
3. Extract Data across HCN and AC from kids 0-18y related to weight 

management in order to embark on a “NEW MEASURE” testing pilot 
with SMEs to determine feasibility 

4. Obtain Post-measure implementation pilot testing data and explore 
research areas around weight management along with the CDC 
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Preventing Tipping Points in High-Comorbidity Patients: A Lifeline from Health Coaches 

 Project Type Intervention 

 Funder Patient-Centered Outcomes Research Institute (PCORI) 

 PI Jonathan Tobin, PhD, Clinical Directors Network (CDN) 

 AllianceChicago PI Nivedita Mohanty, MD 

 Health Centers Erie Family Health Centers, Friend Family Health Center 

 Description The “Tipping Points” project studies how health coaches may affect the health 

and wellness of patients with multiple chronic diseases. The new health-

coaching program will augment regular medical care, including positive affect 

interventions designed to help patients set their own life goals. 
 

 Aims This pragmatic cluster randomized clinical trial (RCT) will evaluate the 

comparative effectiveness of two approached to preventing destabilization 

(“tipping points”) that lead to unplanned hospitalization and increased disability. 

The RCT will compare outcomes of patients randomized to either a:  

1. Patient Centered Medical Home (PCMH) as implemented by FQHCs 

(Usual Care); or 

2. FQHC PCMH plus a Community Health Worker/Health Coach 

(CHW/HC) delivered intervention that employs a positive affect/self-

affirmation to motivate patients to set life goals (Experimental). 
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Evaluating Diabetes Technology Use in Primary Care (Accelerate AHEAD) 

 Project Type Mixed methods: Secondary Data Analysis, Qualitative Survey 

 Funder Chicago Center for Diabetes Translation Research Pilot and Feasibility Proposal 

 PI Amisha Wallia, MD, Northwestern University; Shivani Agrawal, PhD, 
Northwestern University  

 AllianceChicago PI Alice Eggleston, PA-C, MPH 

 Health Centers TBD 

 Description This is a supplement to the National Core, Accelerating Health Equity And 
Eliminating Diabetes Disparities in Community Health Centers (AHEAD CHC) 
project. 

 Aims 1. Utilize data to evaluate short term acute diabetes mellitus (DM) related 
complications in patients with DM (COVID-19 +/-) who did/did not engage 
with DM technology use (EHR portal, telemedicine, continuous glucose 
monitoring [CGM]).  

2. Conduct focus groups (patients, providers, administrators) to identify 
facilitators and barriers to implementation of technology (EHR portal, 
telemedicine, CGM) in the primary care setting at FQHCs, and then co-
design, utilizing novel-user centered design methods, potential solutions. 

3. Develop a DM technology stakeholder board to ideate novel approaches 
for implementation of solutions and clinical interventions (related to CGM, 
telemedicine, EHR portal) that promote equity in DM in the primary care 
setting. 
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Accelerating Health Equity And Eliminating Diabetes Disparities in Community Health 

Centers (AHEAD CHC) 

 Project Type Secondary Data Analysis 

 Funder National Institutes of Health/National Institute of Diabetes and Digestive and 
Kidney Diseases 

 PI Matthew J. O'Brien, MD, MPH, Northwestern University 

 AllianceChicago PI Nivedita Mohanty, MD 

 Health Centers TBD 

 Description The purpose of the project is to expand a central repository of data available to 
diabetes researchers and collaborators in order to improve diabetes for adult 
patients in CHCs and to engage CHC clinicians and staff in training and other 
activities to catalyze diabetes research in their settings 

 Aims 1. Provide access to an existing national diabetes data repository of CHC 
patients that will accelerate collaborative, large-scale diabetes 
translation research in this understudied setting. 

2. Offer academic investigators and CHC clinicians consultative services 
that support research partnerships and accelerate novel diabetes 
translation research in CHCs. 

3. Disseminate products of successful diabetes translation research to an 
existing national network of relevant stakeholders. 
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Impact of Telehealth on Diabetes Care in CHCs during the COVID-19 Pandemic 

(TELE-CARE) 

 Project Type Mixed Methods: Secondary Data Analysis, Qualitative Survey 

 Funder Chicago Center for Diabetes Translational Research (CCDTR) 

 AllianceChicago PI Jodi Simon, DrPH; Jennifer Morrison, APRN, MPH; Alice Eggleston, PA-C, MPH  

 Health Centers TBD 

 Description Telehealth use has grown significantly during the COVID-19 pandemic, however 
little research describing the effect of this growth on patient care exists. This 
mixed methods study will help determine the role that telehealth services can 
play in the management of community health center (CHC) patients with 
diabetes.  

 Aims 1. Describe how telehealth utilization is related to hemoglobin A1c levels 
and active engagement (i.e., lab results and medical encounters) of adult 
patients with diabetes throughout the COVID-19 pandemic 

2. Use mixed methods to explore the impact of social determinants of 
health on telehealth utilization and glycemic control during the COVID-19 
pandemic. 

3. Develop a set of CHC-specific telehealth recommendations to better 
serve the complex needs of patients with diabetes. 
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Telehealth-focused EducationAl Curriculum and sessions for Health center care teams 

on Post Menopause (TEACH-PM) 

 Project Type Provider Education 

 Funder Pfizer 

 AllianceChicago PI  

 Health Centers TBD 

 

Description For this project, AllianceChicago will partner with the University of Chicago 

Medicine to design and deliver a curriculum to educate primary care providers 

and other care teams at CHCs on leveraging telehealth for postmenopausal 

care. The project’s overall goal is to educate CHCs’ primary care providers and 

care teams on best telehealth practices to deliver care and counseling to 

patients, with special emphasis on the impact on African American women, 

around menopausal symptoms and care thereafter. To accomplish this goal, 

AllianceChicago, in collaboration with Health Choice Network, will engage 

CHC’s providers and care teams across both networks to participate in a series 

of educational sessions on a variety of relevant topics, designed by Monica 

Christmas, MD, of the University of Chicago. 

 

 

Aims 1. Design an educational curriculum targeting the telehealth care and 

counseling of post-menopausal patients, with special emphasis on the 

impact on African American women, leveraging the expertise of Dr. 

Christmas. 

2. Promote and facilitate four interactive, recorded educational sessions on 

the topics described above, in a mix of online webinars and in-person 

Grand Rounds. 

3. Disseminate the developed curriculum and recorded sessions widely, 

leveraging existing relationships with a variety of stakeholders, to ensure 

impact beyond the original session attendees. 

Education/Training 
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Patients’ and Caregivers’ Understanding of the Serious Risks of Opioid Analgesics and 

How to Use These Products Safely: A Patient/Caregiver Survey 
 
  Project Type  

 
Data collection 
 

  Funder  
 

Syneos Health 
 

  PI  Jonathan Tobin, PhD, Clinical Directors Network  
 

  AllianceChicago 

PI  

Alice Eggleston, PA-C, MPH  

  Health Centers  North Country, Hill Country, University of Wyoming  
 

  Description  Opioid analgesics are approved for the management of moderate to severe pain, and 

patient and caregiver understanding of the safety and risks of opioid use is poorly 

described. This study will survey patients and caregivers of those with acute and / or 

chronic pain currently/recently prescribed opioid analgesics. This project is an 

example of the Risk Evaluation and Mitigation Strategy (REMS) compliant Continuing 

Education (CE) activities approved by the FDA. The 30-minute telephone survey 

contains topics including: opioid knowledge, medication guide questions, patient 

counseling guide, clinical pain, demographics.  
 

  Aims  1. To assess patients’ and caregivers’ understanding of the serious risk of 
opioid analgesics. 

2. Determine whether patients and caregivers receive medication guide 
and/or patient counseling guide 

3. Determine whether patients and caregivers read the medication guide 
and/or patient counseling guide 

Education/Training 
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Implementation and Dissemination of Evidence-based Strategies to Improve PrEP 
Outcomes Among Women in CHCs in the Southern U.S. (POWER Up) 
 

 Project Type Implementation and Data 

 Funder National Institutes of Health (NIH) 

 PI Jessica Ridgeway, MD, University of Chicago 

 AllianceChicago PI Jodi Simon, DrPH 

 Health Centers 

Erie Family Health, Health Choice Network (Evara Health), Advance Community 

Health 

 

 

Description The objective of this study is to implement strategies to increase uptake and 

support PrEP persistence among Black cisgender women in community health 

center (CHC) settings. AllianceChicago and Health Choice Network will partner 

with University of Chicago for this 5 year NIH-funded project. This study will take 

place at 12 locations of care within 3 CHCs, including 4 sites in the Midwest and 

8 in the Southern U.S. 

 

Aims  

1. Preparation: Adapt POWERUp implementation strategies for engaging 

Black cisgender women in the PrEP care continuum for use in Southern 

CHCs. 

2. Implementation: Measure the implementation and effectiveness 

outcomes of the adapted interventions in the Southern United States 

compared to the approach in the Midwest. 

3. Sustainment and Spread: Develop an Implementation guide for 

strategies to improve PrEP care continuum engagement among Black 

cisgender women that can be utilized in other CHCs. 
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Leveraging Partnerships for Vaccine Uptake 

 Project Type Experimental Trial 

 Funder National Institutes of Health (NIH) 

 PI Rosalind Ramsey-Goldman, MD, DrPH, Northwestern University 

 AllianceChicago PI Alice Eggleston, PA-C, MPH 

 Health Centers TBD 

 

Description With the profound disparities uncovered by the COVID-19 pandemic, 

compounded by the longstanding disparities in rheumatic disease outcomes, our 

overarching goal is to better understand and address low vaccine uptake and 

hesitancy among communities of Black individuals with these conditions. 

Framed by awareness of the role of structural racism, we will build upon our 

existing community-academic partnerships across two cities to develop and test 

a scalable intervention comparing two strategies to educate community leaders 

to change vaccine-related norms. 

 

 

Aims 1. Test the efficacy of a community-based intervention with and without a 
racial equity framework to increase vaccine uptake and reduce hesitancy 
among Black individuals with rheumatic diseases.  

2. Test the characteristics of Popular Opinion Leader social networks 
impact on vaccine uptake and hesitancy among Black individuals with 
chronic rheumatic diseases.  
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Post-COVID-19 Syndrome in Community Health Center Patients: A Matched Cohort 
Study 

 Project Type  

 Funder Health Resources and Services Administration 

 PI David Liss, PhD 

 AllianceChicago PI Nita Mohanty, MD 

 Health Centers TBD 

 

Description The proposed purpose of this study is to investigate to what extent are patients 

with a Covid-19 diagnosis more likely to have Long Covid symptoms and what 

CHC patient characteristics, and risk factors, are associated with Long Covid.  

 

 

Aims 1. Identify the patient characteristics, and risk factors, are associated with 
Long Covid in the community health center populations   

2. Compare likelihood of long COVID diagnosis across patients with 
varying symptoms  

3. Determine how the COVID-19 variants impacted long COVID risk trends 
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Chicago Area Patient-Centered Outcomes Research Network (CAPriCORN) 

 Project Type Clinical Data Research Network 

 Funder People Centered Research Foundation (PCRF) 

 PI Abel Kho, MD, Northwestern University 

 AllianceChicago PI Fred Rachman, MD 

 Health Centers 

Alivio Medical Center, Erie Family Health Centers, Heartland Health Centers, 

Heartland Alliance Health, Howard Brown Health, Near North Health, The Night 

Ministry, TCA Health, Inc. 

 

Description CAPriCORN seeks to model how healthcare institutions in complex urban 

settings can overcome barriers of competition, care fragmentation, and limited 

resources to develop, test, and implement strategies to improve care for diverse 

populations and reduce health disparities. 

 

 

Aims 1. Capture clinical information in more than 1 million patients 

2. Develop the capacity to efficiently conduct comparative effectiveness 

research (CER) trials and observational studies, including a fully 

operational central IRB 

3. Establish procedures for clinical data standardization and inter-operability 

across the national patient-centered research network of clinical data 

research networks (CDRNs) and patient-powered research networks 

(PPRNs) 

4. Engage patients, clinicians, and health system leadership in governance 

and use of CAPriCORN resources 

5. Recruit and survey five cohorts (clostridium difficile, sickle cell, anemia, 

asthma, weight) 
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African American Social Support Effectiveness Treatment-Partners alleviating Perinatal 
Depression (ASSET-PPD) 
 

 Project Type Intervention 

 Funder National Institute on Health and Health Disparities (NIMHD) 

 PI Sheehan Fisher, PhD, Northwestern University 

 AllianceChicago PI Nivedita Mohanty, MD; Rashmi Narayan, MD, FAAP 

 Health Partners TBD 

 
Description The ASSET-PPD intervention aims to increase the knowledge of co-parenting 

fathers to better support mothers and thus reduce or prevent maternal stress 

and perinatal depression.  

 

Aims 1. Co-parenting fathers will participate in 4 active module sessions that 

provide training, information and behavioral assignments that occur 

during the prenatal period and 2 postpartum review sessions.  

2. Maternal depressive symptoms will be assessed as primary outcome 

with secondary outcomes of breastfeeding rates and parent-infant 

interactions. 

3. Focus groups will be held at the end of the intervention for participants 

to provide feedback to inform the creation of a manual on the modules. 

All activities will be done remotely. 
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Promoting Preconception Care and Diabetes Self- Management among Reproductive- 
Aged Women with Diabetes (PREPARED) 
 

 Project Type Implementation and Data  

 Funder National Institutes of Health (NIH) 

 PI Stacy Cooper Bailey, PhD, MPH, Northwestern University  

 AllianceChicago PI Alice Eggleston, PA-C, MPH 

 Health Partners Heartland Health Centers 

 

Description This study will test a technology-based strategy to promote preconception care 

and diabetes self-management among English and Spanish-speaking women 

with type 2 diabetes in primary care.  

 

 

Aims 1. Test the medication reconciliation (MedRec) tool and deliver low literacy 

print tools to support diabetes self-care as well as post-visit text 

messaging to encourage healthy lifestyle behaviors to eligible patients. 

2. Analyze EHR data (e.g., HbA1c, blood pressure) on enrolled participants 

3. Request feedback (via brief electronic survey) from 10 CHC personnel 

on their experience with the project.   
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Chicago Collaborative for Maternal Health (CCMH) 
 

 Project Type Quality Improvement and Community Engagement 

 Funder Merck for Mothers 

 AllianceChicago PI Jena Wallander Gemkow, MPH, BSN, RN 

 Health Partners 

Erie Family Health Center, Family Christian Health Center, Howard Brown 

Health, Near North Health, Heartland Health Centers, ACCESS Community 

Health Network, Mile Square Health, Esperanza Health Center, PCC Wellness, 

John H Stroger Hospital of Cook County, Norwegian American Hospital  

 

Description The Chicago Collaborative for Maternal Health (CCMH) seeks to improve 

maternal health outcomes in Chicago. It is a Safer Childbirth Cities Project 

funded by Merck for Mothers. AllianceChicago is partnering with EverThrive 

Illinois, the Illinois Perinatal Quality Collaboration, the University of Illinois at 

Chicago School of Public Health, the Chicago Department of Public Health, the 

Illinois Department of Public Health, and additional community partners and 

CHCs in this effort. 

 

 

Aims 1. Establish a quality improvement (QI) collaborative to improve health 

care quality for women receiving care in the ambulatory setting 

2. Community engagement campaign to improve awareness and empower 

women and families 

3. Policy initiative informed by the findings of the initiative. 
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The Connections for the Homeless and Refugees to Medical homes (CHARM) 

 Project Type Capacity-building 

     Funder Telligen 

 AllianceChicago PI Nivedita Mohanty, MD 

 Health Centers TBD 

 

Description The Connections for the Homeless and Refugees to Medical-homes (CHARM) 

Project will focus on developing the interrelationship between community-based 

social service organizations (CBOs) and Community Health Centers (CHCs) in 

Chicago. AllianceChicago's (AC) goal is to connect underserved children and 

families to a sustainable, culturally-responsive medical home supported by 

providing comprehensive care and wrap-around social services. 

 

 

Aims 1. Establish connections between CHCs and CBOs serving housing 

insecure clients 

2. Develop patient educational materials. 

3. Facilitate referrals between CBOs and CHCs. 

4. Track health outcomes and utilization of CHC services for those referred 

from CBOs.  
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HEALthy Brain & Child Development (HBCD) 

 Project Type Implementation and Data  

 Funder National Institutes of Health (NIH) 

 PI Laurie Wakschlag, PhD, Northwestern University  

 AllianceChicago PI Rashmi Narayan, MD, FAAP 

 Health Centers TBD 

 

Description The HBCD study will examine healthy brain and behavioral development across 

the critical first years of life with a national, diverse sample of 7,500 women and 

children. The study will also monitor the development of children who have been 

exposed to substance use and other adversities during pregnancy across a 10-

year period.  Mothers and babies will complete several research visits each year 

that include surveys, infant developmental and behavioral assessments, 

neuroimaging, and biospecimen collection. The Northwestern University team 

plans to enroll 300 pregnant women, and are hoping to recruit 100-125 women 

from ten CHCs affiliated with AllianceChicago over the course of 2 ½ years. 

 

Aims  

1. Help uncover the roots of early-life health disparities  

2. Create a foundation for personalized, early health promotion by 

exploring why some exposed children have positive social-emotional, 

learning, and developmental outcomes, while others struggle.      
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Research Engagement and Partnerships in Reproductive and maternal health 
Outcomes (REPRO) Project 

 Project Type Capacity Building 

 Funder Patient Centered Outcomes Research Center (PCORI) 

 AllianceChicago PI Jena Wallander Gemkow, MPH, BSN, RN 

 Health Centers Howard Brown, Near North Health, Friend Health, Family Christian 

 

Description Due to underlying differences in infrastructure and operations, FQHCs are often 

outpaced in research productivity and participation by academic medical 

settings, both in maternal health and other topics. The Research Engagement 

and Partnerships in Reproductive and maternal health Outcomes (REPRO) 

Project will center the growing momentum on maternal health equity to optimize 

research engagement in CHCs in two HRSA-funded Health Center Controlled 

Networks (HCCNs), AC and HCN, which together, serve over five million 

patients. 

 

Aims 1. Identify and engage a cohort of 8 FQHCS for participation 

2. Conduct environmental scan, per FQHC, to identify:   

• Research capacity and readiness, particularly as it relates to 

PCOR/CER, including current and future priorities and/or 

partnerships   

• Existing Maternal health PCOR/CER questions based on current 

priorities/initiatives  

3. Connect each site with an external partner to plan evaluation of research 

question    

4. Develop a community of partners via sustainable infrastructure for 

ongoing collaboration and dissemination of relevant research findings  
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Identifying and Addressing Opportunities in Primary Care to Improve Healthy Birth 
Intervals (Preconception Planning) 

 Project Type Qualitative Interviews/Focus Groups 

 Funder National Institutes of Health (NIH) 

 PI Debra Stulberg, MD, MAPP, University of Chicago 

 AllianceChicago PI Nivedita Mohanty, MD 

 Health Centers Heartland Alliance Health 

 

Description Approximately 30% of pregnancies in the United States occur after a short 

interpregnancy interval (IPI) <18 months and are associated with adverse 

maternal and infant outcomes, especially among women from high-risk 

populations. Primary care offers an opportunity to educate reproductive age 

patients about birth spacing, provide preconception and contraceptive care 

between pregnancies (“interconception” care) and coordinate their acute and 

chronic care needs. Although some interventions appear to be effective, 

attempts to improve preconception/interconception care, within primary care, 

have had limited success. This project hypothesizes that this may be due to 

inadequate design for sustainable implementation into clinical workflows.  

 

 

Aims 1. Gather key stakeholders and female reproductive age patients at three 

diverse primary practices to take part in a 

2. Assess current processes of care and identify critical missed 

opportunities for interconception counseling.  

3. Conduct a user-centered design approach to create a novel intervention 

for integrating effective, patient-centered interconception care into 

primary care. 
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Intervention to Reduce Early (Peanut) Allergy in Children (iREACH) 
 

 Project Type Clinical Decision Support 

 Funder National Institutes of Health (NIH) 

 PI Ruchi Gupta, MD, MPH, Northwestern University 

 AllianceChicago PI Nivedita Mohanty, MD 

 Health Centers Erie Family Health Center, Near North Health 

 

Description AllianceChicago has partnered with Dr. Ruchi Gupta on 

the iREACH study. iREACH aims to reduce peanut allergy risk through a clinical 

decision support (CDS) tool incorporated into participating health centers’ 

electronic health record. The CDS iREACH tool, developed and tested by 

pediatricians, is designed to support providers in the following Pediatric Peanut 

Allergy guideline-recommended practices: 1) identify infants at high-risk for 

peanut allergy based on the presence of severe eczema and/or egg allergy, 2) 

order peanut-specific (s)IgE testing or allergist referrals for infants at high-risk 

for peanut allergy, 3) assess level of risk based upon peanut (s)IgE test results, 

if applicable, and 4) counsel parents of infants on introduction of peanut 

products.  

 

 

Aims 1. Describe allergist adherence to the PPA guidelines 

2. Describe parent adherence to the PPA guidelines, among parents from 

the intervention arm  

3. Report barriers/facilitators for PPA guideline adherence among 

providers caring for pediatric patients, allergists, and parents 

4. Measure rates of allergic reactions related to the introduction of peanut-

containing foods in a subset of parents from the intervention arm  

5. Measure the parent-reported and provider-documented incidence rates 

of PA, other food allergies, and other related atopic conditions at age 2.5 
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The LINCC Trial: Linking Inter-specialty Newborn and Contraception Care: A Novel 
Approach to Postpartum Contraception Provision at the Well-Baby Visit 

 Project Type Intervention and Data 

 Funder National Institutes of Health (NIH)  

 PI 
Sadia Haider, MD, Rush University; Rachel Caskey, MD, University of Illinois 

Health 

 AllianceChicago PI Nivedita Mohanty, MD 

 Health Centers 
Settlement Health, Malama I Ke Ola Health Center, Heartland Health Centers, 

Friend Health, IWS Family Health 

 

Description The LINCC Trial is a co-scheduling intervention that links well-baby visits with 

postpartum contraceptive care in order to reduce rates of short interval 

pregnancy 

 

 

Aims 1. Develop a comprehensive plan for implementing the infrastructure 

change needed to link postpartum contraception care with newborn care 

in CHCs 

2. Implement linked PP contraception and newborn care provision in 10 

CHCs and evaluate the effect of linking care on PP contraception uptake 

and rates of short IPI 

3. Assess implementation post-intervention and report on key issues 

related to successful implementation 
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The Community Health Center – Reproductive Life Plan Project 
 

 Project Type Implementation and Data  

 Funder Agency for Healthcare Research and Quality (AHRQ) 

 AllianceChicago PI Jena Wallander Gemkow, MPH, BSN, RN 

 Health Partners Friend Health   

 

Description The Community Health Center-Reproductive Life Plan (CHC-RLP) Project, led 

by AllianceChicago, a HRSA funded Health Center-controlled network with a 

shared data infrastructure including OKQ® as a structured field, will assess the 

impact of OKQ® implementation on reproductive health metrics in the 

community health, primary care, setting.  

 

 

Aims 1. Conduct a structured training for OKQ® implementation, harnessing the 
electronic health record (EHR) as a tool; and 

2. leverage EHR data and utilize an implementation science framework to 
determine whether OKQ® implementation influences reproductive health 
(preconception and contraceptive care) metrics. 
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Testing the implementation of EHR-based population health tools to manage childhood 
hypertension (OpTIMISe) 

 Project Type Clinical Decision Support and Data 

 Funder National Institutes of Health (NIH) 

 PI JD Smith, PhD, University of Utah 

 AllianceChicago PI Nivedita Mohanty, MD 

 Health Centers TBD 

 

Description The centerpiece of this study is an electronic health record (EHR)-integrated 

population health management tool; prior research indicates that additional 

implementation strategies will be needed to institute practice- and provider-level 

adoption of this tool. These strategies will be identified by operations and clinical 

leaders in AllianceChicago, a network of community health centers that share a 

common infrastructure for health information technology, research, quality 

improvement, and practice transformation. 

 

Aims 1. The purpose of this project is to identify effective and feasible 
implementation strategies to increase adoption and adherence to clinical 
practice guidelines for youth hypertension (HTN) management and 
understand the contextual factors that facilitate or act as barriers. 
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Optimizing Patient Navigation for Perinatal Care (OPTIMIZE) 
 

 Project Type Intervention and Data 

 Funder National Institutes of Health 

 PI Melissa Simon, MD, Northwestern University 

 AllianceChicago PI Rashmi Narayan, MD, FAAP 

 Health Centers Friend Health, Near North Health, Family Christian Health Center 

 

Description AllianceChicago is working with Dr. Melissa Simon from Northwestern University 

on the OPTIMIZE study. OPTIMIZE aims to address inequity perinatal 

healthcare, particularly for African American women. The OPTIMIZE checklist is 

a strategy to facilitate coordination and integration of efforts to improve perinatal 

care for AA women.  

 

 

Aims 1. Develop the OPTIMIZE checklist with interviews and/or focus groups 

with AllianceChicago CHCs staff and patients 

2. Conduct pragmatic, randomized trials in CHCs to evaluate the 

effectiveness and implementation of the OPTIMIZE checklist strategy 

3. Conduct process evaluation, including conducting organizational 

surveys and interviews with clinic staff and patients. 
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Cardiovascular Health Trajectories from Birth Through Adolescence in Children  
(Young Hearts Study) 

 Project Type Clinical Decision Support and Data 

 Funder National Institutes of Health (NIH)  

 PI Norrina Allen, PhD, Northwestern University 

 AllianceChicago PI Rashmi Narayan, MD, FAAP 

 Health Centers TBD 

 

Description Cardiovascular health (CVH) starts very early in life and worsens with age. The 

overarching goal of this study is to identify CVH trajectories from birth through 

age 20 from 7,000 parents and their children in the Chicago area. Patients of 

Community Health Centers (CHCs) will be invited to participate in this study via 

text and email. Follow up surveys will be used to help define CVH metrics and 

create a tool to promote cardiovascular health.   

 

 

Aims 1. The purpose of this project is to assess lifestyle behaviors via 

questionnaires of children in order to and routine clinical care.  

2. After years 1 and 2 in the study, reassessment surveys will occur and 

metrics on CVH sill be used to create a novel “CVH growth curve” to 

chart CVH trajectories in clinical practice. The CVH Growth Curve will 

serve as a tool for clinicians and families to monitor and promote CVH 

and reduce the burden of heart disease in the community 
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The racial equity implications of the COVID-19 pandemic on Medicaid churn and its 
associated effects in Illinois: a participatory action research study (Medicaid Churn) 

 Project Type Mixed methods: Secondary Data Analysis, Qualitative Survey 

 Funder Robert Wood Johnson Foundation 

 AllianceChicago 
PI 

Rashmi Narayan, MD, FAAP 

 Health Centers TBD 

 Description Since the passage of the Affordable Care Act, many states, including Illinois, have 
expanded Medicaid eligibility to include adults without dependents, significantly 
increasing Medicaid coverage. However, a persistent challenge is Medicaid “churn” 
when Medicaid-eligible individuals are removed from the Medicaid program and are 
then required to re-apply.   

 Aims Through this study, the Social IMPACT Research Center (IMPACT) at Heartland 
Alliance proposes to explore two research questions:  

1.   Identify how the churn rate differed among racial and ethnic groups in Illinois 

before, during, and after the Families First Coronavirus Relief Act. 

2.   Explore how continuous Medicaid coverage affects access to specialty care, 

medication access, hospitalizations, and ED use among Medicaid-eligible 

individuals who have experienced churn in Cook County.  
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REALity vs. Review of Medication And Problem Lists (REAL-MAP) 

 Project Type  Mixed Methods: Secondary Data Analysis; Survey 

 Funder American Medical Association (AMA) 

 AllianceChicago 
PI 

Jeff Panzer, MD; Jodi Simon, DrPH 

 Health Centers TBD 

 Description The goal of this mixed methods study is to assess issues with patient problem and 
medication lists and their impact on providers and efficiency in the community health 
center (CHC) setting. We are specifically interested in understanding the burden placed 
on providers by lengthy and out of date lists. Using Electronic Health Record data, we 
will evaluate the length and relevance of problem and medication lists within 
participating CHCs.  

 Aims  
1. Investigate the number of items on and the updatedness of problem and 

medication lists for various patient and provider type 
2. Assess the frequency in which providers are checking the box indicating a list 

has been reviewed.  
3. Explore the relationship between “checking the box” to indicate a list has been 

reviewed and lengthy, outdated lists.  
4. Conduct a survey for up to 50 providers and staff interviews to gather 

information about practices for reviewing problem and medication lists and 
perceived level of burden. 
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Steatosis Identification, Risk stratification, and Referral pathway in the ED (STIRRED) 

 Project Type Mixed Methods: Secondary Data Analysis, Qualitative Survey 

 Funder Northwestern Primary Care Practice-Based Research Program (NP3) 

 PI Amy Kontrick, MD, Northwestern University  

 AllianceChicago PI Alice Eggleston, PA-C, MPH 

 Health Centers TBD 

 Description This project builds upon foundational work at Northwestern University to build 
automated communication between the emergency department at discharge 
and primary care providers by considering how to build a system with 
community health centers (CHCs) outside of their own electronic medical record 
system. Completion of this project will establish a new research collaboration to 
study the implementation and sustainability of STIRRED for patients without 
primary care relationships, receiving care outside the NM system, or those who 
are uninsured. 

 Aims 1. Determine the feasibility and technical requirements of communication 
and data transfer between Northwestern Medicine (NM) and potential 
community partners with AllianceChicago for outpatient follow-up of 
patients with incidentally found hepatic steatosis and presumed NAFLD 

2. Explore Transitional Care Clinic and community partner practice 
characteristics and capacity to receive referrals for follow-up of 
incidentally found hepatic steatosis and their capacity to obtain the 
necessary follow-up testing (e.g., Fibroscan) for patients who are 
uninsured or underinsured as well as the timeframes for follow up, 
referral, and testing. 

3. Conduct outreach to identify specific community Federally Qualified 
Health Center (FQHC) partners for future grant submission. 
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Validity and utility of standardized screening questions in real-world settings (VAL-U-
SCREEN)  

 Project Type Mixed Methods: Secondary Data Analysis, Qualitative Interviews  

 Funder American Medical Association  

 AllianceChicago PI Jeff Panzer, MD; Jodi Simon, DrPH  

 Health Centers TBD 

 Description The proposed purpose of this study is to investigate the method of 

administration of intake screening questionnaires within AllianceChicago 

FQHCs and leverage Electronic Health Record (EHR) data from our Electronic 

Data Warehouse (EDW) to assess the usefulness and accuracy of the results 

with the goal of reducing staff burden. Qualitative methods will also be utilized 

to aid in interpretation of the quantitative results and support the development 

of recommendations. 

 Aims 1. Describe the process of how intake screeners tied to performance 

metrics are administered to identify issues that may compromise the 

usefulness and validity of the screeners and increase staff workload 

and waste 

2. Assess the accuracy of PHQ-2 and GAD-2 results for patients 

administered the tools during the patient intake process. 

3.   Develop recommendations for improving the administration process to     

      increase the accuracy of results and decrease unnecessary workload. 
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STudying Advanced Rooming Through observations (START) 

 Project Type Case Control Observational Study; Practice Optimization 

 Funder American Medical Association  

 AllianceChicago PI 

 

Jodi Simon, DrPH; Jeff Panzer, MD; Aesha Patel, DNP (Heartland Health 

Centers) 

 Health Centers Heartland Health Centers, TBD 

 Description This study proposes to evaluate an advanced rooming process implemented at 

Heartland Health Centers, a Federally Qualified Health Center (FQHC), with the 

goal of better understanding the impact on visit efficiency and satisfaction of 

patient needs. 

 Aims 1. Describe differences in patient – staff/provider interactions between 
visits with advanced rooming and those without.   

2. Evaluate the efficiency of advanced rooming by measuring how long 
visits with advanced rooming are compared to visits with standard 
rooming processes.  

3. Compare how effectively patients’ and providers’ needs are met in visits 
using advanced rooming versus standard rooming processes. 
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Illinois Precision Medicine Consortium (IPMC) – All of Us 

 Project Type Health Center Engagement and Data 

 Funder National Institutes of Health (NIH) 

 PI Phillip Greenland, MD, Northwestern University 

 AllianceChicago PI Fred Rachman, MD 

 Health Centers Erie Family Health Center, Near North Health  

 

Description This project involves a large, multi-Health Provider Organization (HPO) 

collaboration to engage, recruit, and retain a population-representative cohort of 

150,000 patients and to collect, integrate, and share demographic, 

anthropomorphic, clinical, biospecimen, and other longitudinal data to inform 

new scientific discoveries and future subsequent research across the age 

spectrum 

 

 

Aims 1. AllianceChicago network CHC site leaders will facilitate individual patient 

stakeholder engagement in refining the IPMC study design 

2. Alliance leaders will collaborate on subcommittees to define key 

attributes of effective recruitment among low-income and predominantly 

minority primary care patients; pragmatic data collection in CHC 

settings; and integration and sharing of electronic health provider 

organization data across other regional HPOs and with the NIH 

3. Collaborate with NU and other IPMC co-investigators to design and pre-

test a series of novel patient engagement and recruitment procedures 

that have the potential for sustainable implementation in both FQHC and 

non-FQHC settings 

4. Co-develop, implement, and maintain Alliance-level data extraction and 

data-sharing processes that will enable the integration of Alliance-

member CHC data with other regional HPO data sources. 
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Integration of a Bidirectional Electronic referral to the Illinois Tobacco Quitline 
(IMPACT)  

 Project Type Intervention  

 Funder Chicago Department of Public Health 

 AllianceChicago PI Jodi Simon, DrPH 

 Health Centers Near North Health, Howard Brown Health, Heartland Alliance Health 

 

Description AllianceChicago proposes the implementation and evaluation of a 

bidirectional eReferral tool to the Illinois Tobacco Quitline (ITQL) at three 

FQHCs in Chicago. The eReferral system will target all smokers who have a 

primary care visit during the grant period who are deemed by the provider to be 

ready to make a quit attempt. The process for making an eReferral will be 

integrated into the standard primary care visit workflow.  

 

 

Aims 1. Implement a bidirectional interface with ITQL and the EMR.  

2. Increase provider referrals to ITQL for patients determined to be ready 

to quit.  

3. Create a learning collaborative for health centers to learn from each 

other on best practices.  
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Intervention in Small Primary care practices to Implement Reduction in unhealthy 
alcohol usE (INSPIRE)  

 Project Type Quality Improvement and Capacity-Building 

 Funder Agency for Healthcare Research and Quality (AHRQ) 

 PI 
Abel Kho, MD, Northwestern University; Theresa Walunas, PhD, Northwestern 

University 

 AllianceChicago PI Jodi Simon, DrPH 

 Health Centers Angel Harvey, Heartland Alliance Health, Hill Country 

 

Description Unhealthy alcohol use affects 38 million adults in the United States and is a 

leading cause of preventable mortality and a risk factor for an array of economic, 

social and health problems that has an estimated annual economic impact of 

$249 billion. This multi-disciplinary collaboration will use evidence-based quality 

improvement strategies to improve capacity of small primary care practices in IL 

and WI to implement Patient-Centered Outcomes Research (PCOR) evidence 

into the delivery of care for the unhealthy alcohol use. 

 

 

Aims 1. to develop and deploy online and in-person education on SBIRT and 

MAT for unhealthy alcohol use 

2. to conduct and assess a randomized clinical trial of small primary 

care practices to determine the adoption and efficacy of an EHR-

based workflow to improve screening and treatment 

3. to evaluate the ability of small practices to participate in education 

programs and sustain standard screening and treatment protocols 

adapted for documentation in the EHR and identify facilitators and 

barriers.  . 
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