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OVERVIEW OF THE PVP

CONSIDERATIONS AND SET UP

USE CASES

WHAT’S NEW IN DRVS

Today’s Agenda
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Resources in DRVS Help Section

Utilize the Help section in DRVS for the most current information.

Click the question mark icon and select Help Documentation. Enter your 

search criteria (i.e., scorecards).

User Guides are available for all topics covered today (and many more!)
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PVP Usage Across Montana
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Introduction to the 
Patient Visit Planning 
Report
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More Care to Deliver, Less Time

Cancer 
Screenings

Immunizations

Diabetes 
Care

Blood Pressure

SDOH 
Assessment

SOGI 
Documentation

Hospital 
Discharges

Open 
Referrals

Behavioral 
Health 
Screenings
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Common Challenges with Pre-Visit Planning

Sticky notes in the EHR

Manual & time-consuming scrubbing

High variability amongst care teams

Huddles as PCMH requirement 
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PVP & PCMH

Can demonstrate by: 

• Providing PVPs you 

have exported & 

annotated

• Planning & Point of 

Care Dashboard

AR-TC 1: The practice continues to use a team-based approach to 

provide coordinated care.



Efficient, actionable to-do list of alerts and other meaningful patient information that can be 

used to facilitate huddling & high-quality care delivery. Benefits include:

Automated chart scrubbing to identify care gaps

Displays relevant information beyond clinical factors

Highly configurable to align with practice’s unique priorities, workflows, and 

populations

Can be generated for same-day/walk-in patients
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Patient-Visit Planning Report 
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Patient Visit Planning Report

Demo Data



PVP | Use Cases

Role Action

MA/LPN
Runs PVP as part of the morning huddle to prepare care team for that 

day’s patients.

Provider Uses the alerts on the PVP to close patients’ care gaps.

Front Desk
Generates the PVP for same-day or walk-in patients so care teams can 

easily see what the patients’ care gaps are.

Practice/Site 

Manager

Configures the alerts to match practice workflows and uses the Alert 

Closure – Point of Care measure to ensure care teams are using the 

PVP.
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Highlight | RAF Gaps

Demo Data
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Highlight | RAF Gaps on the CMP

Demo Data
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Highlight | Leveraging Filters

1

Apply additional filters for a more 

targeted use of the PVP. Examples 

include:
• Patient Diagnosis: Identify patients with 

pre-diabetes to enroll in DPP 

• Patient Risk: Identify your high-risk 

patients

• SDOH: Identify patients who could 

benefit from connection to social care 

resources

• Alert: Identify patients in need of a 

mammogram while your mammogram 

van is on site Demo Data



Enter MRN for patient(s).  

• Use wildcard ‘%’ if you only know part of the MRN

• Use wildcard ‘%’ if there may be zeros preceding the MRN

• If looking for more than one patient, separate MRNs with comma

Click ‘Update’ – DRVS will create a separate walk-in report
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Highlight | Same-Day / Walk-In Patients

1

2

1 2

Demo Data



Considerations and Set Up
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Importance of Configuring Alerts

The biggest challenge with pre-visit planning tools like alerts includes workflow 

disruption and alert fatigue. To ensure CDS is an effective tool, alerts must be 

designed to provide…

The right information

To the right person

In the right format

Through the right channel

At the right time during task execution 
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Considerations for Configuration
Consider the following questions for each alert as you plan for configuration. 

Alerts cannot currently be customized by user. Configuration changes affect all users 

equally.

Category Question Response

Purpose What is the intent of enabling or changing the configuration of this alert?

Alert Owner Who will be responsible for addressing this alert / closing this care gap?

Frequency/ Date

Criteria

How often do you want this alert to appear? 

Should it be aligned with a measure or more often for better care?

Result Criteria Are there any numeric or alphanumeric phrase parameters needed to satisfy this 

alert?

Inclusion criteria What specific criteria triggers the alert for patients? Are there any measure criteria, 

numerator, denominator or exclusions to follow?

Exclusion

criteria

Are they any patients you don’t want triggered for this alert?



• Have one person export the alert list and take notes.

• Have another person logged in to DRVS to adjust alerts: enable/disable, change display 

name, assign owners, and for configurable alerts change the logic. 

• All alert configurations will take effect the following day after nightly processing
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Recommended Approach

Select the three-dot menu 

to export the Alert Admin 

to an excel



Sample Standing Actions
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* Determine a standardized nomenclature – e.g. always use “MA” instead of “Medical Assistant”

** Recommend toggling to “yes” only for alerts that you expect the care team to close within the visit 22

Alert Configuration | General Tab

Configure how you want 

the alert to display on the 

PVP

Assign a role/care team 

member to be responsible 

for closing the alert*

Determine whether you 

want the alert to power 

the Alert Closure Point of 

Care Measure**
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Alert Configuration | Date Criteria Tab

Determine the cadence you want the alert to fire on (year, calendar, days, 

months) and if you want the associated message to display something 

other than “Overdue”. Use the dropdown arrows to access the picklist.

Enable “Due Soon” criteria to warn care teams about a soon-to-be 

care gap before the patient is officially overdue
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Alert Configuration | Result Criteria Tab

Designate the values your practice considers to be “Out of Range” 

by configuring the threshold and the associated message that 

appears on the PVP

If results come through as alphanumeric, 

associate a message with the alpha value
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Alert Configuration | Population Definition

Determine who you want 

this alert to fire for, 

including age, sex at 

birth, and inclusion or 

exclusion observations

If you’re including 

multiple inclusion or 

exclusion criteria, pay 

attention to the “Any” or 

“All” configuration.

Any: Patient must have 

at least one of the 

conditions

All: Patient must have 

all of the conditions 

(comorbid)

When configuration is complete, 

select “Confirm”
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Alerts & Mapping Admin

If there are workflows, templates, and fields that are 

not mapped to DRVS, your alerts will misfire.

To prevent this, review your mapping admin on a 

frequent cadence to ensure that all your workflows 

are captured. This should be built into your data 

hygiene checklist. 

Ensure that there is an open line of communication 

between care teams and quality when an alert 

misfires. This will help the quality team identify and 

rectify the issue. 
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Tips

• Only enable alerts when you want care teams to focus on those alerts

• Example: only enable flu alerts when you have flu vaccines in stock

• Get provider buy-in on alert configuration

• Example: only enable alerts that providers have reviewed and helped validate.

• Start small

• Example: only enable UDS-related alerts to start, then expand

Less is more when it comes to alerts on the PVP



Use Cases for the 
PVP

28
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Care Team Members
(Customize for your team) 

Provider

MA/LPN

Patient

Front Desk

Care 

Manager

BH

Referral 

Clerks

Practice 

Manager

Nurse/RN

Health 

Educator

Pharmacist
Comm 

Health 

Workers
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Roles and Responsibilities Sample

Role Responsibilities Accountable

Front Desk
❑ Generates the PVP for same-day appointments

❑ Reviews assigned alerts (FPL, SOGI, etc.)
Practice Manager

MA/LPN

❑ Runs the PVP each morning & prints for all members 

of the care team

❑ Marks the PVP with notes for the huddle

❑ Reviews and closes assigned alerts

❑ Disposes of PVP print outs in HIPPAA secure manner 

(keeping 1 copy to scan for PCMH evidence)

Clinical Support Staff 

Supervisor

Provider

❑ Participates in the huddle

❑ Reviews and closes assigned alerts

❑ Identifies RAF gaps and updates patients’ chart 

appropriately

❑ Empowers support staff

Medical Director

If your practice has the DRVS EHR plug in, consider how care 

teams will integrate that information in their workflows.
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Roles and Responsibilities
Role Responsibilities Accountable

Case Manager

❑ Identifies care managed patients on the schedule

❑ Creates plan to check in during visits as needed

❑ Reviews the PVP to identify patients eligible for care 

management services 

Population Health 

Supervisor

Behavioral Health

❑ Reviews schedule with primary care to plan for 

potential warm hand offs

❑ Assists BH patients in scheduling primary care visits

Behavioral Health 

Director

Dental Staff

❑ Reviews schedule with primary care to plan for 

potential warm hand offs

❑ Assists patients in scheduling primary care visits

❑ Reviews CMP to identify key medical concerns in 

relation to dental outcomes

Dental Director

Quality Team ❑ Assures accuracy of PVP information Quality Director

All users ❑ Reports PVP inconsistencies to dedicated resource All staff

Sample
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Filtering the PVP

• Compliance

• Plan (Medicaid, Medicare MSSP, Mountain Health Co-op)

• Alert (care corresponding to HEDIS measures)

• Operational

• Alert in advance (1 week ahead)

• EHR Appointment Type

• Clinical

• SDOH/Demographics

• Diagnosis

• Cohorts 

• Care Manager
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Compliance

• Filters: 

• Plan: Medicaid

• Alert: Colorectal Cancer Screening

• Use Case: Colorectal cancer screening is a Medicaid measure of interest. 

Identifying which patients are enrolled on the Medicaid rosters sent to Azara 

who need a colorectal cancer screening can help prioritize work. 
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Operational

• Filters: 

• Date Range: Next week

• Rendering Provider: Primary care/medical provider group

• Alert: Cervical Cancer Screening

• Use Case: Appointments with paps/HPV tests take longer than routine visits. Finding 

visits where the appointment could be extended to include a screening and having 

front desk call patients to prep them can save time and an additional visit. Can also 

use EHR Appointment Type filter to find visits where this would be appropriate. 
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Clinical
• Filters: 

• Date Range: Current or next week

• Diagnosis: Diabetes

• SDOH: Transportation (Med or Non-Med)

• Use Case: Patients with chronic condition diagnoses like diabetes may have more 
difficulty managing medications and lifestyle changes if they have certain SDOH 
triggers, like transportation. Patients with diagnoses of diabetes and transportation 
insecurity could benefit from Uber/Lyft vouchers, remote glucose monitoring devices, 
grocery programs, etc. that can be discussed during a visit. 



Utilizing PVP For Depression Remission
Health Partners of Western Ohio

The organization identified the 

Depression Remission measure as an 

area of clinical focus for 2022/2023. 

The prediction of the PHQ-9 re-

screening and follow-up window was 

determined the primary driver as to 

why CHC targets were not being met. 

• CHC ran the PVP report by month allowing 

visibility into all patients on the schedules 

who fell into the measure denominator, 

along with the corresponding lookback 

period.

• Behavioral Health teams used these lists as 

a means to ensure screenings were 

captured during the necessary date ranges 

according to the measure definition 

workflow.

CHALLENGES

• HPWO is the Ohio network leader for 

the Depression Remission measure.

• Exceeded the 2022 national average 

of 13.64% by 11% according to UDS 

Clinical Quality Measures 2022 

(hrsa.gov). 

SOLUTION IMPACT

2022 Network average 8.1%

16% positive percentage 
improvement from 2022 - 2023

2022 HPWO 25.3%

https://data.hrsa.gov/tools/data-reporting/program-data/national
https://data.hrsa.gov/tools/data-reporting/program-data/national
https://data.hrsa.gov/tools/data-reporting/program-data/national


Using the Alert Closure Measure

• Use with Patient Visit Planning Report

• Monitor team efficiency in closing alerts 

• Remember to filter by provider/provider group 

when running report

• Leverage details 

• Expose missed opportunities with Detail List

• Build custom dashboard to track progress 

37azarahealthcare.com



Alert Closure Measure Performance
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Alert Closure Gaps



Planning and Point of Care Usage Dashboard
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1,470

850
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The Azara Effect

Source: https://www.azarahealthcare.com/blog/the-azara-effect



What’s New in DRVS?



2023 Measure Validation Guides:
Now Available in Help!
• Measure-specific guides to assist in validating core CQMs for 2023 are now 

available in the DRVS Help Section

• Users can access these guides via the following path: DRVS Help (Home) > 

Population Health Resources > Data Hygiene Resources > Measure Validation 

Guides

• These guides exist for the following measures:

A1c > 9 or Untested
Adult BMI Screening 

and Follow Up
Breast Cancer 

Screening
Cervical Cancer 

Screening
Childhood 

Immunization Status

Child Weight 
Screening / 

Counseling for 
Nutrition / Physical 

Activity

Colorectal Cancer 
Screening

Dental Sealants
Depression Screening 

and Follow Up
HIV Screening

Hypertension 
Controlling High Blood 

Pressure
IVD Aspirin Use

Statin Therapy for 
Prevention and 
Treatment of 

Cardiovascular 
Disease

Tobacco Screening 
and Cessation

Released 

Novembe

r 2023

F

E

A

T

U

R
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Role Based Guides for DRVS
Now Available in Help!
• Role-based guides for providers and 

MAs/LPNs are now available in the 

DRVS Help Section to provide a better 

understanding on the DRVS tools and 

functionality that support the work that 

you do

• These guides can be accessed via the 

following path: DRVS Help (Home) > 

Get Started Using DRVS > Role Based 

Guides

Released 

Novembe

r 2023
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Users’ Last Login:
Now Available in User Administration

• Admin users can now identify each user’s last login at their practice in User 

Administration

Released 

Novembe

r 2023
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Two New Stock Dynamic Cohorts:
Tobacco User & Patients on PrEP

• Patients qualify for this cohort if they answered “Yes” to the 
most recent tobacco use screening anytime in the last 5 years

• Patients will remain in the cohort until their most recent tobacco 
use screening is “No.”

Tobacco User

• Patients qualify for this cohort if they had a Pre-Exposure 
Prophylaxis (PrEP) therapy treatment.

• Patients will remain in the cohort until they are no longer on a 
PrEP therapy treatment.

Patients on PrEP

*These can be found in Cohort Admin by creating a Dynamic Cohort*
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Released 

Novembe

r 2023



Patient Risk Stratification Dashboard:
Service Line Filter Updated

• The Patient Risk Stratification Dashboard now has a default Service Line filter 

in the Global Filter Bar so that users can specify the service line they’d like to 

see data for

Available for practices with the Risk module.
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Released 

Novembe

r 2023



PVP Enhancement: Pronouns!
Now Available on the PVP

• Contact support at support@azarahealthcare.com for assistance mapping 

pronouns.

• Please note that pronouns must be captured in a structured field in the EHR to 

appear on the PVP.

Released 

Novembe

r 2023
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A

T

U

R

E
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New RDE (Registry Data Element)
“Depression Follow-Up Assessment Period CY”
• A new RDE is now available and can be added to registries to identify patients 

that will be included in the denominator of the Depression Remission measure 

for the current calendar year, and describes the expected window of time in 

which the follow-up PHQ-9 assessment must be documented in order to have a 

chance of meeting the numerator (thus demonstrating depression remission)

• Note: This RDE is to be used in place of the measure gap list during January 

when the CQM is not processed for the current calendar year.
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Released 

Novembe

r 2023



Most Recent Cervical Cancer Routine Screening:
Alert Added

• A new alert has been added that will fire for 21-64 year old female patients to 

report the status of their routine cervical cancer screening activities

• This alert includes the following information:

- Most recent result(s)

- If no screening is on record

- If screening is not indicated

Released 

Novembe

r 2023
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Group Admin

51



Save the 
Date!

REGISTRATION OPENS EARLY FEBRUARY

Learn more at: www.azarahealthcare.com/events/2024-annual-user-conference

Azara’s 2024 Annual User Conference returns 

to Boston’s Westin Seaport April 30-May 2. Join 

us for a full day of workshops and two days of 

inspiring speakers, educational breakouts and 

networking events.

http://www.azarahealthcare.com/events/2024-annual-user-conference
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Achieve, Celebrate, Engage!

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!

Submit your success story by completing the form at this link.

ACE Program

CELEBRATE

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


Questions?

@AzaraDRVSazara healthcare

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