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HIMSS Davies Case Presentation
July 20, 2017

Petaluma Health Center works to ensure access 
to high quality, prevention-focused health care 

for residents of Southern Sonoma County 



Welcome & Agenda
Time Topic Presenter

8:00am – 8:20am Welcome & Introductions Danielle Oryn DO MPH
Chief Medical Informatics Officer

Kathie Powell 
Chief Executive Officer

Erick Ratliff
Director of IT

8:20am – 9:20am Case Study # 1 – Hypertension Nurit Licht MD
Chief Medical Officer

Danielle Oryn DO MPH
Chief Medical Informatics Officer

Shaun Nelson MPH
Senior Data Analyst

Brian Burns 
Chief Financial Officer

9:20am – 10:20am Case Study # 2 – Hepatitis C Nurit Licht MD
Chief Medical Officer

Claire Feldman MPH
Director of Wellness

Danielle Oryn DO MPH
Chief Medical Informatics Officer

Shaun Nelson MPH
Senior Data Analyst

Brian Burns 
Chief Financial Officer

10:20am – 11:00am Davies Committee Debrief



About Petaluma Health Center

Founded in 1996
Became a Federally Qualified Health Center in 2000

Currently caring for 29,000 patients via 150,000 annual visits

Sites:
Petaluma Health Center
Rohnert Park Health Center
Mary Isaak Center – Homeless Shelter 
San Antonio High School – School Based Health Center
Casa Grande High School - School Based Health Center
Santa Rosa Junior College Petaluma - School Based Health Center



Petaluma Health Center Services

Full spectrum family centered primary medical care for children and adults
Adult and pediatric dental care
Women’s health including pregnancy care and gynecology consultation
Integrated behavioral health and psychiatry consultation
Wellness services:

– Acupuncture
– Chiropractic care 
– Integrative Medicine consultation
– Nutrition
– Shared medical visits
– Community exercise programs

Specialty Care:
– Ophthalmology and Optometry
– Podiatry
– Endocrinology
– Rheumatology (telehealth)



About Petaluma Health Center

Recognition
– NCQA Patient Centered Medical Home recognition, 2013 – 

present
– Joint Commission accreditation for Ambulatory Care with Primary 

Care Medical Home, 2015 - present
– HRSA Health Center Quality Leaders – 2016
– HRSA National Quality Leaders - 2016
– CDC Million Hearts Champion - 2015

HIT Values 
– Culture of innovation
– Tech-equity
– Maximize the value of the technology tools we have



% of Patient 
Population

At or below 200% of poverty 75.2%

At or below 100% of poverty 27.6%

Patients by Race and Ethnicity

Non-Hispanic White 45.6%

Racial and/or Ethnic Minority 50.6%

Hispanic/Latino Ethnicity 44.7%

Black/African American 1.8%

Asian 2.5%

American Indian/Alaska Native 0.3%

More than one race 0.4%



IT Support Services

• Helpdesk Support
• Issue Notification
• Ticket Reporting
• Employee IT Training
• Uptime Monitoring
• Risk Mitigation
• Backup Review
• After Hours Call Support
• IT Project Management



Security and Risk Management

• Human Based Monitoring
• Incident Response
• Antivirus Scanning
• Quick Tips and IT Help
• E-mail and Wiki Training
• Video Based Training 
• Network Access Logging
• Yearly Risk Assessment
• Compliance Logging



Change Request Management

• Access Control
• Change Management 
• Software Access 

Protocols
• Role Based Access 
• eHR Access Logging
• Robust eHR Security 
• File Share Monitoring



Backups and Archive

• On-Site and Cloud Backups
• SQL Backup 
• File System Backup
• Backup Restore
• Validation Testing
• Monthly Archive
• IT Systems Review
• Disaster Recovery
• Business Continuity



IT Analytics Infrastructure

eClinicalworks 
EHR

Dentrix EDR

Relevant Data 
Warehouse

Tableau End User Web 
based 
applications



CASE 1:  HYPERTENSION CONTROL



Case 1:  Hypertension Control

• Heart disease and stroke account for 25% of deaths in 
Sonoma County (2013)

• 7% of adults in Sonoma County have heart disease – 
compared with a state average of 5.9% (Sonoma Health 
Action)

• The percentage of patients with heart disease has increased 
from 2011 to 2014 (Sonoma Health Action)

• The prevalence of high blood pressure in Sonoma County is 
higher than both state and national prevalence levels 

Better control of blood pressure reduces heart attacks and 
strokes.



Case 1:  Hypertension Control

Goal:  Decrease heart attacks and strokes in our 
patient population by improving hypertension 
control.



Case 1:  Hypertension Control

• Many successive initiatives have improved 
hypertension control

• No new technology was implemented

• eClinicalworks EHR was customized for each 
initiative



Case 1:  Hypertension Control

1. PHC’s internal quality improvement committee made a decision that 
hypertension was a priority

2. A work plan was formed based on the perceived needs from the quality 
improvement committee

3. Care teams chose a priority area to focus that team’s improvement 
efforts on
– Petaluma Team 2 chose to focus on hypertension

4. That team completed a number of rapid improvement cycles using the 
Plan-Do-Study-Act methodology
– The informatics team was engaged in these cycles to customize the EHR and 

analytics software to support that work
5. Successes were brought back to the QI committee and operations group 

to be spread throughout the organization
– The informatics team was engaged to train users on any EHR changes made
– Feedback on EHR and analytics customization is accepted via email from all 

users and at in-person meetings



Case 1:  Hypertension Control

Pre-visit

Standard care team huddle identifies patients 
with uncontrolled hypertension

Office Visit

Standard BP measurement and data 
collection process used by Medical Assistant

PCP or RN co-visit uses: 

*Standard guideline for treatment

*Standard template

*Standard Order Set

Outside of Visit

Standard Patient Recall Protocols:

1.  Patients who have a last BP reading over 
140/90

2.  Patients with hypertension diagnosis who 
have not had a visit in 6 months.

Team Based Population Health

1.  Care teams monitor performance using 
Relevant (Included in QI plan and provider 
incentive program)

2.  Care teams make individual treatment 
plans for patients with uncontrolled 
hypertension during “team time” 



Case 1:  Hypertension Control

Early changes to our process included using the hypertension alert 
during care team huddle.
Systematic review of charts to anticipate needs of patients including:

1. Clinical review
2. Alert review
3. Merge templates
4. Anticipate needs from ancillary team members or services

Pre-visit
Standard care team huddle identifies 
patients with uncontrolled hypertension



Huddle Alert



Case 1:  Hypertension Control

Started work on hypertension control on one care team:
• Standard BP measurement and repeat measurement
• Standardized data collection process in the EHR
PHC adopted a hypertension control guideline with our health center coalition
• Meetings and trainings held for providers and nurses that improved buy-in 

from both groups
Standard documentation templates and order sets were implemented to be 
used in provider and nurse-provider co-visits.

Office Visit
Standard BP measurement and data 
collection process used by Medical Assistant
PCP or RN co-visit uses: 
*Standard guideline for treatment
*Standard template
*Standard Order Set



Standard BP Data Collection





Hypertension Documentation 
Template



Hypertension Order Set – Part 1



Hypertension Order Set – Part 2



Case 1:  Hypertension Control

With direction from our internal quality improvement 
committee, informatics team implemented 
technology-based recall systems (improved from letters)
• Automated voice messages
• Text messages
• E-mail 
• Patient portal app notification

Outside of Visit
Standard Patient Recall Protocols:
1.  Patients who have a last BP reading over 
140/90
2.  Patients with hypertension diagnosis who 
have not had a visit in 6 months.



Recall Protocols – email, portal, text, 
phone message

1. Patients with last BP uncontrolled

2. Patients with controlled BP but no visit in 6 
months



Uncontrolled BP Recall Messages Sent



Case 1:  Hypertension Control

Care teams began using one team meeting a month to 
review uncontrolled hypertension cases and make 
individual plans for patients.
Relevant – our web-based analytics platform was 
implemented Spring 2016 
The new web-based system became available for teams 
to track progress and identify patients for intervention.

Team Based Population Health
1.  Care teams monitor performance using 
Relevant (Included in QI plan and provider 
incentive program)
2.  Care teams make individual treatment 
plans for patients with uncontrolled 
hypertension during “team time” 







Uncontrolled BP List by Provider/Team







Case 1:  Hypertension Control

Financial Benefit April 2015 – March 2017

Partnership Health Plan’s Quality 
Improvement Plan (QIP) funds related to 
accomplishing our goal for control of 
hypertension

$60,000

HRSA Quality Improvement awards 
related to performance on hypertension 
control

$20,000

Funding for Preventing Heart Attacks and 
Strokes Everyday (PHASE) program.

$33,000

Total Financial Benefit $113,000



Case 1:  Hypertension Control

Other Outcomes and Lessons Learned
Improved satisfaction of providers and nurses with co-management 
of patients
Patients have given positive feedback:

– Improved ability to get an appointment by having follow up 
appointments with nurses

– Reminders to come in for follow up
Medical assistants are more engaged in working with patients:

– Talking to patients about blood pressure
– Educating people on control ranges
– Setting self-management goals with patients

We have learned the importance and benefit of clinical 
standardization
Spreading initiatives that work on one care team to others was a 
challenge 
Providing real-time, usable data and time to use that data to manage 
the population resulted in the largest improvement!



CASE 2:  HEPATITIS C TREATMENT



Case 2:  Hepatitis C Treatment

• Hepatitis C causes significant health problems for 
those infected with the virus  

• Patients with chronic hepatitis C are at risk for liver 
failure and liver cancer  

• Sonoma County’s HCV rate among females is 16% 
higher than the state average*

• Sonoma County HCV rate among adults 20-30 has 
nearly tripled from 2011 to 2015*

• From 2011 - 2015 HCV rates for both women and men 
in Sonoma County have risen over 175% and 220%, 
respectively*
– Improved screening and/or increased HCV transmission?

*. https://archive.cdph.ca.gov/programs/Documents/Sonoma_HCV.pdf



Case 2:  Hepatitis C Treatment

• HCV treatment has become more tolerable for 
patients
– able to treat more types of Hepatitis C and treatment 

is more available 
– The CDC estimates that 1% of the population has 

chronic HCV 
• 50% of those with the virus are not diagnosed

– FQHC patients may be at higher risk than other 
populations in the community 

– PHC decided to begin to offer treatment for Hepatitis 
C in primary care.  



Case 2:  Hepatitis C Treatment

1. Providers at PHC with expertise in providing Hepatitis C 
treatment in primary care proposed to our internal quality 
improvement committee a new program to begin treatment 
groups at PHC

2. The Wellness team began work on creating workflows for the 
treatment groups using their existing shared medical visit model

3. Providers were recruited based on interest and expertise to 
facilitate the shared visits

4. A staff member of the wellness team was trained to be the case 
manager for the program

5. Guidelines for treatment were adopted from Partnership Health 
Plan

6. Informatics team was engaged to provide EHR customization, 
clinical decision support and analytics customization for the new 
program



Workflows – Treatment in 
Shared Medical Visit Model 

• Up to 8 pts per session
• 1-2x/month
• RN education
• GI-FNP reviews cases 

with MA prior to visit
• Provider meets 1:1 

with patient & MA
• Orders labs, imaging, 

screening if eligible/ 
ready for treatment

Pre- treatment 

• 1-2x/month
• provider chart 

prep/review w/ HCV 
coordinator

• Education & RX in group 
setting

• Face to face time is 
conducted in front of 
entire group, unless 1:1 
time needed

• Vaccines administered
• Lifestyle & global liver 

health reviewed
• Referred to CERES 

PROJECT  for nutrition/ 
cooking

Initiating 
Treatment

•Up to 10 per group
•1-2 x/month
•Each cohort starts 

together regardless of 
stage of treatment

•Check in, group sharing, 
discussion of side effects

•Nutritionist, Cooking 
Demos, Ongoing holistic 
lifestyle education

•1:1 if necessary
•Labs ordered & reviewed
•Support, engagement, 

education 

Treatment 
Maintenance



Case 2:  Hepatitis C Treatment

• No new technology was implemented

• eClinicalworks EHR was customized for each 
initiative

• Implemented new workflows to support 
pathway to treatment via shared medical 
visits.



Case 2:  Hepatitis C Treatment

• Up to 8 pts per session
• 1-2x/month
• RN education
• GI-FNP reviews cases 

with MA prior to visit
• Provider meets 1:1 with 

patient & MA
• Orders labs, imaging, 

screening if eligible/ 
ready for treatment

• Nutritionist, Cooking 
Demos, Ongoing holistic 
lifestyle education

Pre- treatment 

Health IT Support for Pre-Treatment Process:
• Created reports using our analytics 

systems to generate lists of patients who 
could be invited to treatment

• Customized the EHR to create a pathway 
for referral to the groups

• Created an order set to provide decision 
support for workup of Hepatitis C

• Created a huddle alert to improve the 
rate of population-based screening for 
Hepatitis C

• Created a documentation template to 
make the group visit documentation 
more efficient



APRI/FIB4 Report



Case 2:  Hepatitis C Treatment
• The way that providers 

can refer patients for 
treatment

• Creates a group or list of 
patients to be treated



Hepatitis C Order Set – Part 1



Hepatitis C Order Set – Part 2



Hepatitis C Documentation Template



Case 2:  Hepatitis C Treatment

• 1-2x/month
• provider chart prep/review 

w/ HCV coordinator
• Education & RX in group 

setting
• Face to face time is 

conducted in front of 
entire group, unless 1:1 
time needed

• Vaccines administered
• Lifestyle & global liver 

health reviewed
• Referred to CERES PROJECT  

for nutrition / cooking

Initiating 
Treatment

• Up to 10 per group
• 1-2 x/month
• Each cohort starts together 

regardless of stage of 
treatment

• Check in, group sharing, 
discussion of side effects

• Nutritionist, Cooking 
Demos, Ongoing holistic 
lifestyle education

• 1:1 if necessary
• Labs ordered & reviewed
• Support, engagement, 

education 

Treatment 
Maintenance

Health IT Support for 
Pre-Treatment Process:
• Created and implemented 

a documentation template 
to improve efficiency of 
documentation of the 
shared medical visits

• Launched new reports on 
analytics platform to track 
progress on screening and 
treatment



Hepatitis C Documentation Template



Hepatitis C Population Screening



Quantitative data and sustained 
improvement



Case 2:  Hepatitis C Treatment

Financial Benefit September 2015 – March 2017

530 additional office visits $111,000

340B pharmacy program income related 
to medications for hepatitis C

$86,000

Total $197,000



Case 2:  Hepatitis C Treatment

Other Outcomes and Lessons Learned
• Improved access to treatment for our patients and we even began 

accepting outside referrals from other health centers and PCPs in 
the area

• Patients reported that they preferred the group based treatment 
model to traditional treatment

• Providers and care-teams were happy that patients would be 
invited to treatment without needing PCP referrals.

• We found that using analytics to identify patients who qualify for 
treatment was more effective than previous efforts to have 
providers select patients for referral

• Group documentation templates helped the staff conducting the 
shared medical visits be more effective

• With this program’s success and growth we are now planning to 
cross train staff in other departments in some of the case 
management work.



Danielle Oryn, DO MPH 
Chief Medical Informatics Officer

Petaluma Health Center
danielleo@phealthcenter.org

707-559-7500


