
DRVS Success Stories
Pretty Darn Quick



A 5-to-7-minute presentation detailing the 
success an organization has had using Azara 
products.

Each success story will highlight what 
strategies were implemented to achieve this 
success. 

What is a PDQ?



Why Are PDQ’s Important?

Learn new 
skills from 
people who 
actively use 
DRVS in their 
workplace. 

Take similar 
steps after 
seeing  peer’s 
success. 

Better 
understand 
how your work 
is positively 
impacting 
communities. 

Help us 
determine 
what other 
updates 
Azara can 
create for 
DRVS. 



Tina Golding-
Jewett
Senior Manager of 
Integration and 
Care Management

Honor Community 
Health

Today’s PDQ Presenters

Chandra Beasley
Director of 
Information 
Technology 
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Primary Health 
Care Association
 

Kaitlin Deel
Health Informatics 
Manager

Honor Community 
Health

Neikisha Charles
Director of Quality 
Improvement and 
Risk Management

Bedford-
Stuyvesant Family 
Health Center

Sarah Judd
Population Health 
Analyst

Missouri Primary 
Care Association

Felicia Scroggs
Population Health 
Manager

Amite County 
Medical Services, 
Inc. 



Using Azara to Lead the 
Way for a Diabetes 
Free South Carolina 
Chandra Beasley
Director of Information Technology
South Carolina Health Center 
Controlled Network



South Carolina Primary Health
Care Association (SCPHCA)
Established in 1979

Serves as the unifying 
organization for:
• 22 Community Health 

Centers
• Statewide Agriculture 

Worker Program (AWP)
• 2 Health Center Program 

Look-Alikes in South 
Carolina



USC Center for Community 
Health Alignment 

Approximately 531,143 people (13.2% of adult population) in South 
Carolina have been diagnosed diabetes. An additional 123,000 people in 
South Carolina have diabetes but don’t know it, greatly increasing their 
health risk.

https://scdhec.gov/sites/default/files/Library/CR-013028.pdf



Program Initiatives

Raise Awareness

Provide Education

Promote healthy lifestyle choices

Improve access to quality care

Provide resources for diabetes prevention and 
management



Tracking Outcomes | Dashboard



Data-Driven Approach

1
0

Accurate and 
timely monitoring 

of progress
Make informed 

decisions
Implement 
targeted 

interventions



Care Plan Conundrum:
An Azara Success Story
Azara User Conference 2024



Our Team

Tina Go ld ing -
Jewett

Integrat ion a n d  C a r e
M a n a g e m e n t ,  S e n i o r  

M a n a g e r

Kait l in Deel
Health Informatics Manager



About Us

2011
Founded

21
Sites

17,493 
Patients

S e r v i c e s



Behav iora l Health Home
The Behavioral Health Home (BHH) provides comprehensive 
care management and coordination services to Medicaid, 
Healthy Michigan Plan, and MiChild enrollees.

For enrolled beneficiaries, the BHH functions as the central point 
of contact for directing patient-centered care across the broader 
health system.

For each 100 enrollees the BHH team is comprised of:
• 1 RN Case Manager
• 3-4 Community Health Workers

As well as a 
• Behavioral Health Specialist consultant
• Psychiatrist consultant
• Medical Doctor consultant



The 
Conundrum

How could we: 

Simplify Care Plan creation? 

Meet the demands of the program?



In order to satisfy documentation requirements, we had to 
build our own template to track data elements



Designed for Healthcare 
Professionals not 
Community Health Workers



Care Plans were clunky
and confusing for CHWs 
as well as difficult to print 
with the 
desired information 
showing



Interventions Completed 
are not Displayed in
Exported Care Plans



EMR Care Plans did not 
align to Audit requests



Why A z a r a Documentation?

Using ACC, we created 
custom templates for 
each goal

Simple to print out Care 
Plans using the Create PDF 
button for submission to 
auditors



EHR Plug In shares information with clinicians 
without the need to go into a separate program



Audit
Success

So……..how did we do?
Out of all care plans reviewed, 

100% had at least one specific goal or objective focused on improving health conditions.

100% had at least one specific goal or objective focused on improving social support.

100% demonstrated activation and action to achieve goals through specific steps that shall be 
taken reach the goals and objectives.

100% demonstrated a focus on the beneficiary’s engagement and empowerment through 
reference to one or more engagement, activation, or health promotion/literacy areas.

100% aligned with the six required health home services.

100% had SMART goals and objectives.

100% had a mechanism in place to track the beneficiary’s goal achievement.

100% clearly indicated the people involved in the development of the care plan.

100% indicated agreement from the beneficiary.

100% indicated agreement from the care team.



Reduction in Documentation Errors

Increased Productivity

Less Time Spending Documentation

IMPACT

More Time Spent with Patients



APO for Colorectal 
Cancer Screening
Neikisha Charles
Director of Quality Improvement and Risk Management
Bedford-Stuyvesant Family Health Center



Bedford-Stuyvesant Family 
Health Center
Founded in 1978
• 60,000 patient care visits to over 

16,000 unique patients
• 50 different ZIP codes across the 

five boroughs of New York City
• Provides health services to the 

neediest residents in North and 
Central Brooklyn 

• Service Area has expanded to 
seven Brooklyn ZIP codes since 
our founding



ü Partnered with 
ExactSciences (Cologuard)

ü Use of DRVS APO to 
outreach non-compliant 
patients and offer them at 
home test kits

ü Patients who opted in, were 
contacted to arrange the 
delivery of kits

SolutionsChallenges
ü Colorectal Cancer 

Screening performance 
decline due to low FOBT 
and Colonoscopy 
compliance 

ü Measure denominator  
widened in 2023 to 
include 45-49 year old 
patients

APO = Azara Patient Outreach



Setting Up the APO Campaign

Hi, this is Bed Stuy Family Health Center 
with a message about Colon Cancer 
screening. Colon cancer is a leading 

cause of cancer death. It is often a silent 
disease with no symptoms. That's why 

screening is important. To make 
screening easier for you text YES to 

receive a COLOGUARD kit by mail. Text 
NO to opt-out.



Responses from Patients

Identified Patients:
• To mail a COLOGUARD kit
• Who have completed 

screenings
• To remove from text 

campaigns



APO for Colorectal Cancer 
Screening



419 patients completed CRC 
screening (12%) since 

campaign initiation in May 
2023

Patients had previously 
requested kits, but did not 

have 2023 qualifying 
encounters scheduled, thus 
this was an opportunity to 
re-engaging them in care

Program Success



DRIVING DRVS
Sarah Judd, CPHQ

Population Health Analyst



Missouri Primary Care Association

Founded in 1984
A network of 28 Community Health Centers with 2 
Look-a-Likes across more than 150 sites in 
Missouri. 
Collaborates with state agencies to enhance the 
ability of its membership to provide and expand 
comprehensive primary care services. 
Works closely with educational institutions to 
develop the health care workforce needed to care 
for Health Center patients. 
Began connecting to EMRs and connecting to DRVS 
in 2007.



Driving DRVS
What we hope for….



Driving DRVS
What we sometimes get in rural Missouri with limited internet….



Driving DRVS
During reporting season….



Driving DRVS
A bigger problem….



Orienting an ever-changing class of 
Student DRV-ers

Initial goal:
Develop a 
workbook/outline in hopes 
of providing a valuable tool 
for onboarding new 
employees as well as 
current staff moving into 
roles that utilize DRVS data. 



Driving DRVS



Driving DRVS



Driving DRVS



Just a workbook?

A very basic idea put into practice led to unintended 
benefits:

Enhanced 
communication

Optimized existing 
workflows 

Developed new 
process and workflows



Adjusting Our Sails, Enhancing 
Hypertension Management
Felicia Scroggs, RN, Population Health Manager
Amite County Medical Services, Inc.



Amite County Medical Services, Inc.

• Opened in July 1980.

• Second community health center in 
Mississippi to be accredited by the 
Joint Commission in 2001.

• Primary Care Medical Home 
accredited in 2013.

• 2 Medical Clinics, 1 Dental Clinic, 
2 mobile units.

Liberty, Mississippi



2021 Controlled Hypertension 
Compliance
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Streamlining 
Our 
Workflows



Red Door 
Hanger 
Workflow



Putting the Pieces Together

Instructional 
Posters

Introduced a 
No-Show 
Process

Red Exam 
Room Flags

New 
Appointment 

Type



Custom Registry

Filter the “Appointment Type” 
column to identify patients coming 
in for Red Door Hanger Rechecks 



Hypertension Control Improvement

20%-point 
improvement 
from 2022 -

2023



Questions?

Azara Healthcare @AzaraDRVS



Contact Us
Chandra Beasley
Director of Information Technology 
South Carolina Primary Health Care 
Association
chandrab@scphca.org 

Tina Golding-Jewett
Senior Manager of Integration and Care 
Management
Honor Community Health
cjewett@honorcommunityhealth.org

Kaitlin Deel
Health Informatics Manager
Honor Community Health
kdeel@honorcommunityhealth.org

Neikisha Charles
Director of Quality Improvement and Risk 
Management
Bedford-Stuyvesant Family Health Center
ncharles@bsfhc.org

Sarah Judd
Population Health Analyst
Missouri Primary Care Association
sjudd@mo-pca.org

Felicia Scroggs
Population Health Manager
Amite County Medical Services, Inc. 
fscroggs@acmsinc.org



We Want to Hear From You!

Help us continue to 
improve

Quick and Easy Provide brief 
feedback or ideas

Rate the session and 
the speaker(s)

Click on the session from your agenda in the conference app. 
Click the stars in the center of your screen to rate and  provide feedback. 



Thanks for attending!


