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Central North Alabama Health Services, Inc.

Your Health, Our Mission

1982
Incorporated as a 2-

physician family practice in 

North Alabama.

16,000
Patients served 

in 2022

98%
Patients at or 

below 200% of the 

FPL

50%
Patients 

uninsured

27%
Patients with a 

diagnosis of 

hypertension

1st & 2nd

Quartile performance 

for more than half of 

CQMs



Patients with Low Income and Poverty Levels in our Clinics



Population served by Health Centers

82% 
Live at or people FPL, compared 

to 11.5% nationally

28% 
Are without health insurance, 

compared to 19% nationally

35%
Have Medicaid coverage, 

compared to 50% nationally



Alabama

7th

3rd

2nd

1st

1st

poorest state

poorest health outcomes

highest level of mortality related to CVD 

and stroke

highest level of mortality for heart disease

lowest life expectancy



Hypertension in Alabama

Heart disease is the 

leading cause of 

death in Alabama. 

15,173 deaths 

from heart 

disease in 2022 



Hypertension in CNAHSI

Hypertension is the leading monthly diagnosis across CNAHSI 

from 2019 to date

3,423 patients 18-45 with HTN in 2019

53.19% BP Control rate in 2019

Patients routinely 

ran out of meds

Had no way to check blood pressure, so if 

they had no symptoms, they did not 

consider it a priority



Hypertension in CNAHSI

In 2021 received HRSA HTN Grant to:

• Conduct outreach and engage 

patients with HTN

• Provide patient education

• Purchase Bluetooth and 

wireless-enabled SMBP devices

• Implement clinical processes 

that support use of SMBP 

devices

• Develop case management to 

support engagement and use of 

SMBP device

• Train for staff on new 

workflows

• Contract with Chronic Care 

IQ Care Management Platform 

for Remote Patient Monitoring 

in Q4 2021



Hypertension Grant Work

Enabling Services Case 

Managers did education 

for staff on the 

importance of proper 

blood pressure technique

Developed hypertension 

protocols to assist in case 

management

Developed patient 

education booklet with tips 

on properly taking blood 

pressure, diet, exercise, and 

logs for patient to complete 

and bring to health visits

Case managers prioritized the 

stage 2 uncontrolled patients 

placed on Remote Patient 

Monitoring (RPM) at the 

beginning



Numbers in the EMR were anywhere from 6% to 40% different from the Azara numbers.
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EHR Azara

Mapping was the key to the difference - Azara pulled from the entire patient record, 

not just one specific area.

UDS HTN Performance



Creating Data Driven Change

implemented in 2022

Leveraged the Patient Visit Planning report to 
support pre-visit planning

AMA MAP  measures, reports, and 
dashboards, used to track process and 
outcome improvements



Alabama Cardiovascular Cooperative 

Heart Health Improvement Project

Continued Hypertension Initiatives

The project concentrated on:

Patients who were not enrolled in 

the RPM program

Staff understanding and 

engagement

Focus on patient education, lifestyle changes, 

medication adherence, medication intensification, self-

management goals, and patient follow up



Baseline Data (08/01/21 – 07/31/22) Controlled HTN (CMS 165)
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Alabama Cardiovascular Cooperative (ALCC)

University of Alabama at Birmingham (UAB)
Alabama Primary Health Care Association (APHCA)
Q-Source
Auburn University Harrison College of Pharmacy
Alabama Department of Public Health (ADPH)



Heart Health Improvement Project (HHIP)

Funded by Agency for Healthcare Research 
and Quality (AHRQ)

Tools for Success:
Practice Facilitation & Technical Assistance
Data Transparency
Onsite & e-Learning

Commitments:
Assign Practice Champion for each clinic 
location
Monthly in-person and/or virtual meetings 
over the course of one year
Complete one PDSA per quarter

Commitments:

• Assign Practice Champion for each 

clinic location

• Monthly in-person and/or virtual 

meetings over the course of one year

• Complete one PDSA per quarter

Tools for Success:

• Practice Facilitation & 

Technical Assistance

• Data Transparency

• Onsite & e-Learning

Funded by Agency for Healthcare Research and Quality (AHRQ)



Four Domains

Self-Management Support
Implementation of self-management 
goals for all qualifying HTN patients 
(18 – 85 with pre-HTN or HTN) that 
were not enrolled in the Remote 
Patient Monitoring (RPM) program

Team Engagement, 
Optimized Care, & Outreach
Standardization (and implementation 
where necessary) of daily patient-
centered huddles to include all members 
of the care team

Standardized Care 
Processes
Implementation of the Hill-Bone BP 
Compliance Scale for all patients 
presenting for an appointment with a 
know diagnosis of HTN

Clinical Information 
Systems
Use of AMA MAP  resources in 
DRVS to target repeat blood pressure 
measurement and medication 
intensification



Self Management Support
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Team Engagement, Optimized Care, & Outreach
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Challenges:

• Loss of MA staff at 

Huntsville & Toney

• Loss of Front Office 

staff at Huntsville



Standardize Care Processes
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AMA MAP BP Dashboard - Organization



AMA MAP BP Dashboard – Clinic Level



Medication Intensification Provider Targeting



Year over Year Improvement

52.6

47.9

59.1

49.6

63.1

52

69.1

52

0

10

20

30

40

50

60

70

80

CNAHS Organization      Huntsville      Athens      Toney

HTN Controlling High Blood Pressure

Baseline % TY July 2022 End of Intervention % TY July 2023

 10.5  4.1  10  2.4
Change from 

Baseline







8

Central North Alabama Health Services, Inc.



8

Central North Alabama Health Services, Inc.





Access AMA MAPTM Resources in Azara DRVS

AMA Resources

© 2023 American Medical Association. All rights reserved. | 34



AMA MAPTM  

Hypertension

© 2023 American Medical Association. All rights reserved.  | 35

Learn About the AMA MAP  Hypertension 
Program 

MAP@ama-assn.org

mailto:MAP@ama-assn.org


Utilizing DRVS for 

Improvement in Diabetic 

Outcomes

Going for the Cup!



Objectives

FQHCs in West 
Virginia

Network 
improvements 
with DRVS

Pendleton 
Community Care

Diabetes Quality 
Project

Project Results Starting Your 
Own Project



West Virginia Landscape

This Photo by Unknown Author is licensed under CC BY-NC-ND

https://www.flickr.com/photos/94353140@N04/8727627656/
https://creativecommons.org/licenses/by-nc-nd/3.0/


Health of West Virginia Residents

2nd 
Highest national 

prevalence of general 
health of adults as 
either fair or poor.

26.3% 
West Virginia adults 

considered their 
health to be either fair 

or poor.



Demographics

92%
Non-Hispanic, 

White

21%
65 years old 

and over

88%
Have a high-

school diploma

23%
Enter 

secondary ed

14%
Adults have a 

disability

7%
Veterans

17%
Live in 

poverty

$55,000
Median 
Income



Common Barriers

Digital 
literacy Literacy

Transportation

Food 
insecurities

Age



West Virginia 
Health Centers

31Member
Organizations

1.97M+
Patient
Visits

513,548
Patients
Served

454 Service Sites
52 Counties

4,000+

Center Jobs
Health



Azara Use in West Virginia

2019 2020 2021 2022

12 New 

FQHCs live 

on DRVS

3 New 

centers live 

on DRVS

2 New 

centers live 

on DRVS

2 New 

centers live 

on DRVS

2023 2024

All 24 HCCN 

members will 

be live on 

DRVS

2 New 

centers live 

on DRVS



Optimization

Optimization on peer learning 
projects highlighting FQHC work 

and leveraging of Azara 

Share policies and project 
information to other FQHC in 

learning webinars and 
noodlepod communication.



Going for the 
STANLEY

Cup



Pendleton Community 
Care, Inc.

Franklin, West Virginia



Demographics

Staffing
2 

MDs
9 

Mid-levels

Locations
3 

Clinic 
Sites

4 
School-

based Sites

2 
Pharmacies

1 
Radiology 

Site

Patients
5,084 

Patients seen in 2023
60% 

Chronic Care
10% 

Veterans

60% 
Medicare / MA

30% 
>200% FPL

99.9% 
Non-Hispanic, White



In 2022,
0 patients met all
6 diabetes quality measures

out of a cohort of 617 patients with diabetes.



Internal Challenge to Diabetes Care

Diabetic care 
spread throughout 
the visits, often 
missing valuable 
tests in the 
calendar year.

Staff knowledge 
of quality 
measures and 
associated 
workflows

Scheduling 
barriers



External Challenges to Diabetes Care

Access
• 1 hour to hospital 

or Wal-Mart
• Food Insecurity
• Low economic 

area

Patients
• Highest median 

age in WV
• Reliance on info 

from family, not 
medical 
professionals

Technology
• Lack of cellular or 

broadband 
internet

• Low levels of 
reading and tech 
literacy



Background on Project

Aim: Improve the quality outcomes of type 1/type 2 
diabetic patients by utilizing Azara DRVS to identify 
qualified patients for the diabetic incentive project where 
10% of qualified patients will complete all 6 diabetic 
outcomes by project end January 2024.



DRVS Tools | Custom Scorecard
• Quick snapshot of measures at a glance
• Set on DRVS homepage for easy access



DRVS Tools | Patient Visit Planning Report
• Made this project much easier to plan.
• Sorting by Cohort made it easier to focus only on patients we were 

trying to target.

Demo data



DRVS Tools | Dashboards



Staff Communication



Create Patient Education
That reflects YOUR patient 

demographics



2022 vs 2023 Pendleton Diabetic Scorecard
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Average WV FQHC vs Pendleton Community 
Care 



End Result

250 
patients met all 6 
diabetes quality 

measures!

As of February 2024, 

40% 
Of the 617 

qualified patients 
with diabetes



How you can do a similar project

BEFORE
• Work with Clinical staff and C-

Suite to get buy in.
• Understand the current workflow.
• Think of incentives that matter to 

YOUR patients.
• Document each expected workflow 

for the project.
• Train as if staff had never heard 

of quality measures.

DURING
• Monitor progress often and 

communicate results.
• Look for problems or changes that can 

be made throughout the project.
• Cheer on your team!
• Check on staff in person, if 

possible, and informally. 
"How's everything going?"



Resources

• Fast Facts (wv.gov)
• Facts About Hypertension | cdc.gov
• U.S. Census Bureau QuickFacts: West Virginia
• WV TRANSIT – WHERE PUBLIC TRANSIT GOES, WEST VIRGINIA 

GROWS

https://dhhr.wv.gov/hpcd/data_reports/Pages/Fast-Facts.aspx#:~:text=West%20Virginia%20ranked%202nd%20highest%20nationally%20in%20the,their%20health%20to%20be%20either%20fair%20or%20poor.
https://www.cdc.gov/bloodpressure/facts.htm
https://www.census.gov/quickfacts/fact/table/WV/PST045222
https://wvtransit.com/
https://wvtransit.com/


Contact

Jessica Dailey Haas, MSN, RN, C-ONQS

Director of Clinical Transformation

West Virginia Primary Care Association

Jessica.haas@wvpca.org

304-544-4281

mailto:Jessica.haas@wvpca.org


Azara healthcare

Questions?

@AzaraDRVS

https://www.linkedin.com/company/2338728/
https://twitter.com/azaraDRVS


ACE’d it? Share your DRVS success story and become an Azara ACE!

Show your organization has used DRVS to Achieve measurable 

results, Celebrate improvement in patient health outcomes, and 

effectively Engage care teams and/or patients. Stories should showcase 

how DRVS helped your organization overcome a challenge, the tools and 

solutions used to drive improvement and details of the successes that 

resulted from your initiatives. ACEs should be able to provide examples that 

quantify quality improvement, cost savings, operational efficiency or patient 

health improvement.

Benefits:

• Azara will help tell your story and provide a client-branded version for your 

use

• Potential to create a 2-4 minute video or hour-long Azara-hosted webinar

• Win Azara swag!

Achieve, Celebrate, Engage!

ACE Program

CELEBRATE

Submit your success story by completing the form at this link or scan our QR code: 

See this year’s ACE posters in the Ballroom Foyer!

https://forms.office.com/r/F8FzvA1khZ


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!


	Intro
	Slide 1: Making Headway
	Slide 3: Today’s Presenters
	Slide 4: Agenda

	CNAHSI
	Slide 5: Azara Annual Conference 2024
	Slide 6: Central North Alabama Health Services, Inc.
	Slide 7
	Slide 8: Population served by Health Centers
	Slide 9: Alabama
	Slide 10: Hypertension in Alabama
	Slide 11: Hypertension in CNAHSI
	Slide 12: Hypertension in CNAHSI
	Slide 13: Hypertension Grant Work
	Slide 14: UDS HTN Performance
	Slide 15: Creating Data Driven Change
	Slide 16: Continued Hypertension Initiatives
	Slide 17: Baseline Data (08/01/21 – 07/31/22) Controlled HTN (CMS 165)
	Slide 18: Alabama Cardiovascular Cooperative (ALCC)
	Slide 19: Heart Health Improvement Project (HHIP)
	Slide 20: Four Domains
	Slide 21: Self Management Support
	Slide 22: Team Engagement, Optimized Care, & Outreach
	Slide 23: Standardize Care Processes
	Slide 24: Standardize Care Processes
	Slide 25: AMA MAP BP Dashboard - Organization
	Slide 26: AMA MAP BP Dashboard – Clinic Level
	Slide 27: Medication Intensification Provider Targeting
	Slide 28
	Slide 29
	Slide 30
	Slide 31: Central North Alabama Health Services, Inc.
	Slide 32: Central North Alabama Health Services, Inc.
	Slide 33
	Slide 34: Access AMA MAPTM Resources in Azara DRVS
	Slide 35

	Pendleton
	Slide 36: Going for the Cup!
	Slide 37: Objectives
	Slide 38: West Virginia Landscape
	Slide 39: Health of West Virginia Residents
	Slide 40: Demographics
	Slide 41: Common Barriers
	Slide 42: West Virginia Health Centers
	Slide 43: Azara Use in West Virginia
	Slide 44: Optimization
	Slide 45: Going for the STANLEY Cup
	Slide 46
	Slide 47:  Demographics
	Slide 48
	Slide 49: Internal Challenge to Diabetes Care
	Slide 50: External Challenges to Diabetes Care
	Slide 51: Background on Project
	Slide 52: DRVS Tools | Custom Scorecard
	Slide 53: DRVS Tools | Patient Visit Planning Report
	Slide 54: DRVS Tools | Dashboards
	Slide 55: Staff Communication
	Slide 56
	Slide 57: 2022 vs 2023 Pendleton Diabetic Scorecard
	Slide 58: Average WV FQHC vs Pendleton Community Care 
	Slide 59: End Result
	Slide 60: How you can do a similar project
	Slide 61: Resources
	Slide 62: Contact
	Slide 63: Questions?
	Slide 64: Achieve, Celebrate, Engage!
	Slide 65: We Want to Hear From You!
	Slide 66: Thanks for attending!


