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Informatics	Philosophy	&	Core	Functions	

Core	functions:	
•  EHR	optimization	

–  training	
–  customization	

•  Data	Analysis	for	Clinical	and	
Operational	data	

•  Other	duties	as	assigned:	
–  telemedicine	
–  innovative	tech	
–  Equipment	

	

Philosophy:			
•  Maximize	the	use	of	our	

technology	
•  Make	sure	that	people	are	

doing	the	work	that	
requires	human	interaction	
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Population	Health	
Structural	Cornerstones	
1.  Huddle	
2.  Recall	
3.  Time	dedicated	to	management	of	chronic	illness	
4.  Identifying	populations	for	services	to	improve	health	

–  Hepatitis	C	treatment	
–  Behavioral	Health	and	Addiction	
–  Nutrition	
–  Health	education	
–  Case	Management	&	Navigation	
–  Shared	medical	visits,	wellness	services	



Huddle	

		 Provider	 MA	

1.   Clinical	review		 Talks	through	the	clinical	review	 Types	notes	in	chief	complaints	
field	

1.   Visit	Planning	–	Relevant	
(alerts	in	eCW	for	same	day	
appts	only)	

Makes	decision	on	what	will	be	
done	today.		Types	notes	in	chief	
complaints	field	

Reads	(Talks)	complete	lists	of	
alerts	to	provider.	
		

1.   Merge	Templates	 Recommends	templates	to	be	
merged		

Merges	templates	as	instructed	
or	by	protocol.	

1.   Anticipate	needs	from	other	
team	members	

Discuss	and	anticipated	patient	
needs	with	MA,	Flow-
coordinator	and	RN	

Discuss	and	anticipated	patient	
needs	with	MA,	Flow-
coordinator	and	RN,	NOTES	any	
anticipated	needs	in	chief	
complaints	field	

The	purpose	of	the	huddle	is	to	systematically	review	patients’	charts	in	order	
to	prepare	for	patient	visits. 
(How	to	huddle	wiki)	
Components	of	a	hearty	huddle: 



Recalls	
	
	

High	risk	/		
Complex	–	RN	or		
Case	Management	

Risk	>5		

Patients	with	uncontrolled	chronic	
conditions	–	Teamlet	management	

MA	based	recalling	
Risk	Score	3-4	

Well	Patients	/	Patients	with	controlled	chronic	
condition	–	Tech	based	Reminders	

Risk	Score	0-2	





Team	Time	–	45	min/month	



Risk	Stratification	&	Risk	
Scores	

Running	lists	of	patients	for	interventions	
–  Behavioral	health	
–  Care	Management	
–  Team	nurse	visits	
–  Shared	/	Group	visits	

	
Care	teams	–	see	the	number	at	huddle	
	
Use	alerts/visit	planning	to	drive	services	for	
particular	risk	groups	
	
Panel	adjustment	or	staffing	adjustment	for	high	
risk	panels	



Risk	Model	
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•  Influenced	by	AAFP	and	other	risk	
models	(like	HCC	conditions)	

•  Incorporates	risks,	chronic	conditions,	
SDOH,	medications,	ED	utilization,	and	
admissions	

Point	Values:		
•  Risks	=	½pt	
•  Chronic	conditions	=	1pt	
•  SDOH	and	utilization	mixed	

Risk	Level”	
•  0-2	points	=	Low	Risk	
•  3-4	points	=	Medium	Risk	
•  >5	points	=	High	Risk		



Care	Team	Alerts	
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Identifying	Patients		
for	Intervention	
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Data	Mining	
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Data	Quality	

Training	and	Instruction	
– Onboarding	
– Connected	to	relevant	
– 1:1	re-training	

Monitoring		
– Validation	at	build	
– Continuous	validation	tool/discrepancy	reporting	
tool	



Validation	and	Discrepancy	Tools	



Data	Use	Training	

Onboarding	
Regular	team	meetings	
How-to	guides	on	PHC	wiki		
	
	



Data	Request	System	



Management	of	Measures	

Measures	
Care	Gaps	
Reports	



Relevant	Data	

Participants	saw	the	
back-end	of	Petaluma’s	
Relevant	system.	



Drill	Down	View	
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