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Importance of Well-Child Visits
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Importance of Medicare Annual Wellness Visits
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Well-Child Visits

REPORT L
PERIOD CENTERS RENDERING PROVIDERS
TY August 2023 v All Centers v All Rendering Provid... T AddFilter N O R
B REPORT € CARE GAPS
| GROUPING  UDS Financial Classes ~ I TARGETS Primary Secondary Not Met REPORT FORMAT CrossTab v

WELL-CHILD CARE WELL-CHILD CARE WELL-CHILD CARE | WELL-CHILD CARE = WELL-CHILD CARE | WELL-CHILD CARE
UDS FINANCIAL VISITS (0-15 MONTHS) | VISITS (15-30 VISITS (3-6 YRS) VISITS (7-11 YRS) | VISITS (12-21 YRS) | VISITS (3-21 YRS)
CLASSES MONTHS)

Medicaid 143% 88.9% 97.1% 97.1% 95.7% 96.4%
Medicare 63.6% 63.6% 97.8% 96.2% 96.5% 96.8%
Private Insurance 75.0% 74.2% 99.1% 98.3% 96.7% 97.7%
Uninsured 50.0% 100.0% 100.0% 100.0% 100.0% 100.0%
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Medicare Annual Well Visits

. - .
Medicare Annual Well Visit = FILTER A . ﬁ
MEASURE .

PERIOD CENTERS RENDERING PROVIDERS PLANS

TY July 2024 ~ All Centers ~ All Rendering Provid...  ~ Medicare MSSP ACO ~ ® + Add Filter Y o Update
.l MEASURE ANALYZER DETAIL LIST & VALUE SETS
3,210 / 10'528 Comparison GROUP BY  Center ~ wml 5 B
30_49% 0 Exclusion(s) 100.00%
7,318 Gaps 0 To Target
+6.07% . SELECTED P 30.49% 90.00%
Medicare Well.. ~
TY7/23 > Center Avg | 17.7%
© 20% Network Avg s | 18.1% 80.00%
Best Center e — 45.4%
70.00%
TY 7/24 GROUP BY  None v o~ H
100% 60.00%
50%
50.00%
80%
70% 40.00%
60%
0 30.00%
40%
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B
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10%
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Annual Visits for All Patients

Physicals - Adults

MEASURE
PERIOD CENTERS
TY July 2024 ~ All Centers ~

.l MEASURE ANALYZER

RENDERING PROVIDERS

All Rendering Provid... v

+1%

22-

TY7/23  ~

TY7/24

100%

GROUP BY

90%

80%

70%

60%

50%

40%

30%

25,573 / 118,901

ate Target

None v

20%

10%
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Comparison
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Annual Engagement w/ All Patients

E Active Patients With No Visit in Past Year () — HLTER o — : ﬁ
MEASURE
(#) FILTERS:  TYJuly 2024
il MEASURE ANALYZER I= DETAIL LIST & VALUE SETS ﬁ
Comparison GROUP BY  Center ~ aool) =3 S -
103,048 / 20000
+19% 227,035
0
45 4% o 18,000
Create Target
16,000
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Increasing Well Visits




Methods for Increasing Well Visits
v *

=¥ Patient/Paren i . .
— atie t-/ arent o Provider Incentives
Education

Scheduling Patient
Follow Up

Structuring the Care
Team

Health Information
Technology

~  Provider & Staff
2P o Communication
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https://www.cms.gov/priorities/innovation/files/x/aco-casestudy-bellin.pdf



Member + Patient Gap Closure

Patient w/ Appt

Patient w/o Appt

Care provided to
close gap

Obtain result +
update EHR

Attends
appointment

Send EHR data
to plan

Outreach to
schedule
appointment

Unmatched Supplemental
Member Data
Plan-Calc CQM/Patient
MRZmEftr Measure Measure . , ) ‘ ‘
p Gap List Gap List *A "true gap" is one where the patient has not received the care required by the

Key

measure according to both the plan and the EHR, as opposed to is missing
documentation of care that was received.
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Well Visit Workflows
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Guidelines Identify Care
When should Who is due for What needs to

patients have a well visit? be done at the
well visits? point of care.
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Track

Who received a
well visit.
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Infant & Early Childhood Well
Visits
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Infancy & Early Childhood | Guidelines  |asa
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CHILDREN = 30 MONTHS OLD

Recommendations for Preventive Pediatric Health Care

American Academy of Pediatrics ’ - e
Bright Futures/American Academy of Pediatrics

DEDICATED TO THE HEALTH OF ALL CHILDREN

riventizn and heuth promaton for infins,
[T p——

,h* Bright Futures.

Each child and family is unique; therefore, these Recommendations for Preventive Pediatric Health Care are designed  Refer to the specific quidance by age as listed in the Bright Futures Guidelines (Hagan JF, Shaw JS, Duncan PM,eds.  Copyright © 2023 by the American Academy of Pediatrics, updated April 2023
far

for the care of children who are receiving nurturing parenting, have no manifestations cfany important health  Eright Futures: Gui Health Supervision of Infants, Children, and Adolescents. 4th ed. American Academy No part of this statement may be reproduced in any form or by any means without prior written permission from
problems, and are growing and ina Dew pey ial, and chranic  of Pediatrics; 2017) the American Acadeny of Pediatrics excepitfor one copy for personal use.
disease issues for children and adolescents may require more fraquent counseling and treatment visits separate  The recommendations in this statement do nat indicate an exclusive course of treatment or serve as a standard
from preventive care visits. Additional visits also may become necessary if circumstances suggest concems. of medical care. Variations, taking into account individual circumstances, may be appropriate.
These rec d represent ac by the American Academy of Pediatrics (AAP) and Bright Futures. The Bright Futures/American Academy of Pediatrics Recommendations for Preventive Pediatric Health Care are
The AAP continues to emphasize the great importance of continuity of care in comprehensive health supervision  pdated annually.
and the need to avoid fragmentation of care.
INFANCY EARLY CHILDHOOD MIDDLE CHILDHOOD ADOLESCENCE
AGE' | PrenataF | Newborn' | 3-5d* | Byime | 2mo | dmo | 6mo | Smo [ 12mo | 15mo | 18mo 24mo 30mo 3y | ay sy 6y Ty By 9y 10y Ty 12y 13y 14y 15y 16y 17y 18y 19y [ 2y | 2y
|m.@|:rm:; . [ . . . . . . . . . . . . . . . . . . . . . - . . - . . - . -
LengthHeight and Weight . - - - . . . . . . . . . . . . . . - . . . . . . . . . . . .
Head Circumference . . . . . . . . . . .
Weight for Length . . . . . . . . . .
Body Mass Index* . . . . . . . . . . . . . . . . . . . . .
Blood Pressure* * * * * * * * * * * * * . . - - - . . - . . . . . . . . . . .
SENSORY SCREENING
Vision” * * * +* * * * * * * * * . . . . +* . * . * . * * - * * * * * *
Hearing L4 L * * * * * * * * * . . . * . * . . -— —
oc HEALTH
Maternal Depression Screening!! . . . .
Developmental Screening™ . . .
Autisrn Spectrum Disorder Screening! . .
Developmental Surveillance . . . - . . . . . . . - - - . . - . . . . . . . . . . .
Behavioral/Social/Emotional Screening* [ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Tobaceo, Alcohal, or Drug Use Assessmant'® * * * * * * * * * * *
Depression and Suicide Risk Screening' - L - - - [ ] - . [ ] L]
PHYSICAL . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
PROCEDURES"
Newborn Blood -
Newborn Bilirubin® .
Critical Congenital Heart Defect™ .
Immunization™ [ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Anemia™ - - * * * * L4 * * * * * * * * * w* w * * * * * w w*
Lead™ * | wor W L LR * * * "
Tuberculosis™ * * * * * * * * * * * * * * * * * * * * * * *
Dyshipidarnia® * * * * * * - * * ——
Sexually Transmitted Infections™ * * * * * * * * * * *
HIv*® * * w* L
Hepatitis B Virus Infection®! *




Infancy & Early Childhood | Identify

WELL CHILD VISIT MANAGEMENT REPORT

O
w O

ﬂ Well-Child Visit Management = EEm .
REPORT .
CENTERS LAST VISIT AGE
All Centers v Any visit in past 2 ye... v <=2 v + Add Filter Y
Overview v
.’ B TN TS
plg?s Due w/o Appts Due w/ Appts Due Soon No Action Required
75% 0% 6% 19%
SHOW DETAILS Disabled = Enabled
Search.. Q OUTREACH All Required Recommended Proactive DueSoon  Due (@ Complete  saveDcoLumns  [|]]

DEMOGRAPHICS > WELL-CHILD CARE (0-30 MOS) >

CENTER NAME STATUS ¥ CURRENT SCHEDULE NAME MRN

Access Community Health [ ] 1m Jacksits, Alberto 1104178 0 0 1]
Access Community Health o 15m Jank, Angel 1104221 1 14 4
Neighborhood Health Center [ ] 24m Wydner, Reid 1104223 2 28 5
Family Health Center o 30m Lashmet, Karina 1104262 2 31 4
Access Community Health [ ] 15m Jetty, Creola 1100290 1 15 4
Neighborhood Health Center [ ] 24m Hookfin, Domonique 1101847 2 27 4
Access Community Health [ ] 1m Pinkowski, Jefferson 1101861 0 0 1



Overview

‘ 284

‘ PATIENTS

HIGH PRIORITY
Needs to be scheduled
for next well child visit

azara

healthcare

Due w/o Appts Due w/ Appts Due Soon
48% 18% 8% 26%
Outreach Required Recommended Reminder Proactive Outreach
tients due for a well-child care visit w/ scheduled appts Patients due for a well-child care visit within 14 days Patients who are complian
visit

well-child care visit w/ scheduled appts

MEDIUM PRIORITY
Has a future appt
Need to confirm if appt
Is adequate length for

well child check

No Action Required

TAILS  Disabled  Enabled

LOWER PRIORITY
Due soon for next well
child visit
May or may not have an
appt scheduled

Not due for any
well child visit




Immunization Management

Immunization Management

Any visit in past 2 ye...

REPORT
USUAL PROVIDERS CHILD AGE LAST VISIT
All Usual Providers v <2 Years v
Immunization Overview

270

PATIENTS

Search... Q OUTREACH
DUE AGE
DATE (YRS)
[ ] 15 8/10/2024
[ ] 6 7/16/2024
L] -7 7/15/2024
[ ] 1 7/11/2024
L] 11 7/11/2024
[ ] 13 7/9/2024
L] 13 7/9/2024
[ ] -15 7/7/2024
[ ] 17 7/5/2024
L] -18 7/4/2024
] -24 6/28/2024
L ] -28 6/24/2024
] -28 6/24/2024

=+ Add Filter

FILTER A

BTN 0 s e

Due w/o Appts

All

(MO
0 3
0 2
0 5
0 3
1 3
0 3
0 6
1 0
1 3
0 4
0 0
0 7
1 2

60%

Required

PRIMARY CARE ENCOUNTER

DATE
7/17/2024
7/9/2024
6/17/2024
7/16/2024
4/15/2024
5/16/2024
5/16/2024
4/8/2024
6/20/2024
6/6/2024
7/1/2024
5/31/2024

5/31/2024

Proactive

IMMUNIZATION

HEPB

v

Due 2

Due 2

Due 3

Due 3

4

Due 2

Duel

Due w/ Appts
32%

Due Soon

ROT

%)

Duel

Due 2

Due Soon 2

)

Due 3

Due 3

Due Soon

o

Due Not Eligible @ Complete (2) Missed

DTAP HIB
Duel Duel
Due 2 Due 2
Due Soon 2 Due Soon 2

Due 4 ¥}
Due 3 Due 3
Due3 Due 3
Due 4

Due 4 V)
Due 2 Due 2

)

PCV13

Duel

Due 2

Due Soon 2

Due 3

Due3

Due 4

S

Due 2

Other () Refused

No Action Required

5%

SHOW DETAILS

IPV FLU
Duel
Duel
Due 2
Due Soon 2
Due 3 Duel
Due 3 Duel
Due 2
Duel

MMR

Due 1

Disabled

»

al -

Enabled

SAVED COLUMNS

oo

VAR

Due 1

|




Infancy & Early Childhood | Identify

FILTER CONSIDERATIONS

kS

Last Visit PC in last 2 years Exclude dental-only patients

Age <=2 Focus on your infant visit scheduling

Usual Provider Individual provider’s name ) |nd|V|duaI_ care t(_aams_ shre liesjponilels
for scheduling their patients

Rendering Location One specific site If outreach tegms call/schedule patients
for each location

Race/Ethnicity/ Specific races/ethnicities/ Have culturally-appropriate outreach staff

Language languages contact patients

SDOH Transport-med Identify potential barriers to accessing

care

azara

healthcare




Infancy & Early Childhood | Care Y

PATIENT VISIT PLANNING
« Satisfy immunizations and developmental screenings
* Identify and address RAF Gaps

9:00 AM Thursday, January 4, 2024 Visit Reason: Well Child Check WCC iris

Mouse, Minnie | Sex at Birth: M Phone: (123)-456-7890 Portal Access: N PCP: House, Gregory
MRN: 123456 Gl Lang: Spanish Payer: Medicaid
DOB: 8/23/2023 (4 months) S0: Risk: Low (0) CM: Unassigned
DIAGNOSES (0) ALERT MESSAGE DATE RESULT
RISK FACTORS (0) DTaP Due 2 10/23/2023  Due Date: 2023-12-14 | Most Recent: 2023-10-23 - Dose 1
) HiB Due 2 10/23/2023  Due Date: 2023-12-14 | Most Recent: 2023-10-23 - Dose 1
SDOH (1
LANGUAGE 1PV Due 2 10/23/2023  Due Date: 2023-12-14 | Most Recent: 2023-10-23 - Dose 1
PCV Due 2 10/23/2023  Due Date: 2023-12-14 | Most Recent: 2023-10-23 - Dose 1

RAF GAPS DIAGNOSIS CATEGORIES (1)

Gastro ROT Due 2 10/23/2023  Due Date: 2023-12-14 | Most Recent: 2023-10-23 - Dose 1
Preventive Care Visit Most Recent  10/23/2023

Well Child Due 1/4/2024 am



Infancy & Early Childhood | Care

POTENTIAL ALERTS

ACE Pediatric Screening
CDC Imm - RSV

CDC Immunization DTaP
CDC Immunization Flu
CDC Immunization HepA
CDC Immunization HepB
CDC Immunization HiB
CDC Immunization HPV
CDC Immunization IPV
CDC Immunization MMR
CDC Immunization PCV
CDC Immunization ROT

azara

healthcare

CDC Immunization Tdap

CDC Immunization VZV

COVID Testing Completed
COVID-19 Immunization 3rd Dose
COVID-19 Immunization Booster
COVID-19 Immunization First Dose
COVID-19 Immunization Second Dose
Fluoride Varnish

Federal Poverty Level Documented
Lead Screen (under 19 months)
Lead Screen (under 28 months)

Lead Screen (under 3)

Lead Screening

Lead Screening Catch Up
M-CHAT Screen

Newborn Screen

Pediatric Hearing Screening
Pediatric Hemoglobin Screening
Pediatric Vision Screening

Peds Developmental Screening (Less than 36 months)
Preventive Care Visit

SDOH Needs Assessed

Well Child Visit 0-30 months

&

21



Infancy & Early Childhood | Track L/\/’

FOCUS MEASURES

Well Child Care Well Child Care

Visits Visits
(0-15 Months) (15-30 Months)

Understand adherence to well visits

Rendering/Usual Provider . :
by specific providers/care teams

Understand adherence to well visits

o *
Plan/Primary Payer Group by insurance/payer

Understand adherence to well visits

Race/Ethnicity/Language/SDOH in the context of health equity

azara

healthcare

22
*to set up Primary Payer Groups contact Azara Support




Immunizations + Well Visits

Call patients for
well child visits

Call patients for
Immunizations

azara

healthcare

Increased
patient

engagement
+ opportunity
for care

Review measure
performance for
Immunizations and
well visits to identify
areas of opportunity

. Assess internal

workflows with Point of
Care Alert Closure
report

. Choose outreach

focus: well child visits
or immunizations

23



Well Child Visit Measure Performance

Well-Child Care Visits (0-15 months) () = FLTER A . ;?
MEASURE .
PERIOD CENTERS RENDERING PROVIDERS
TY August 2023 ~ AlL Centers ~ All Rendering Provid...  ~ + Add Filter v C) Update
.l MEASURE ANALYZER f= DETAIL LIST ¥ VALUE SETS i
21 / 36 Comparlson GROUP BY  Ethnicities v pall g ) [E2)

1 Exclusion(s) 100%
15Gaps 0 To Target

: [ E— Y

WellChild Ca..  ~ Center Avg 58.0%

Network Avg  se——— 58.0%

®30% @ 20% Best Center sl — 60.0%

TY 8/23 GROUP BY UDSFinancial Classes  ~  »° [
100%
90%
80%

70%

60%

50%

40%

30% -

20% ---

10%

0%

Il Medicaid [JJj Medicare [J] Private Insurance Uninsured



Immunizations Measure Performance

Immunization Measures by Type (i = FILTER o v H ﬁ
REPORT hd

(4 FILTERS:  TY July 2024

F# REPORT ) CARE GAPS
GROUPING  No Grouping v REPORT FORMAT  Scorecard ~
MEASURE RESULT NUMERATOR DENOMINATOR EXCLUSIONS
- Childhood Immunization Status - DTP (CMS 117v11 Breakout) 71.2% 84 118 1 h 4
I ) Childhood Immunization Status - FLU (CMS 117v11 Breakout) 41.5% 49 118 1| ¥ I
') Childhood Immunization Status - HEPA (CMS 117v10 Breakout) 79.8% 95 119 0o *
') Childhood Immunization Status - HEPB (CMS 117v10 Breakout) 74.8% 89 119 0 *
') Childhood Immunization Status - HIB (CMS 117v11 Breakout) 72.9% 86 118 1 ¥
') Childhood Immunization Status - IPV (CMS 117v10 Breakout) 78.2% 93 119 0o *
*) Childhood Immunization Status - MMR (CMS 117v10 Breakout) 81.5% 97 119 0 ¥
") Childhood Immunization Status - PCV (CMS 117v10 Breakout) 66.4% 79 119 o 3
I ) Childhood Immunization Status - ROT (CMS 117v11 Breakout) 54.2% 64 118 1 h 4 I
' Childhood Immunization Status - VZV (CMS 117v11 Breakout) 78.0% 92 118 1 h 4

azara

healthcare 25




Immunizations at the Point of Care

Alert Closure - Point of Care (POC) (= = R @ v : ﬁ
MEASURE L]
[Z', FILTERS: WE 07/14/24-07/20/24 CDC Immunization Childhood ...
il MEASURE ANALYZER i= DETAIL LIST ¥ VALUE SETS i
25 / 495 Comparison GROUP BY  Alert v ool g=’ =F
14 Exclusion(s
1% s) 100.0%
470 Gaps
0, 90.0%
— | R
Create Target
WE 04/27 ~ Center Avg == 11.0% 80.0%
Network Avg e 11.7%
Best Center — 31.4% 70.0%
WE 07/20 GROUP BY  None v o~ B 60.0%
100% £0.0%
90% |
i
80% | 40.0%
1
70% |
60% i 30.0%
H
50% |
1 0
0% | 20.0%
H
30% |
i 10.0%
20% |
o i
10% } e 1 e, T . - . . 0.0%
0%—-—- - T ? > 2 > N > Nl Al
i .2 Nl &l 14 Lo (N 2 @ @ 2 - @ &
o\ & & & il g® & & & & & G o e & o
& & & & & & & ¥ il el ol ol . Ky ¥ ks
AN RN W RS RS & RS & & & & & & S & &
o~

UL={=1 R vT=10~]




Middle Childhood &
Adolescent Well Visits
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Middle Childhood & Adolescence | Guidelines |g—g

A—> %

CHILDREN 3 -21 YEARS OLD

Recommendations for Preventive Pediatric Health Care

American Academy of Pediatrics e ’ - e
Bright Futures/American Academy of Pediatrics

DEDICATED TO THE HEALTH OF ALL CHILDREN

riventizn and heuth promaton for infins,
[T p——

,h* Bright Futures.

Each child and family is unique; therefore, these Recommendations for Preventive Pediatric Health Care are designed  Refer to the specific quidance by age as listed in the Bright Futures Guidelines (Hagan JF, Shaw JS, Duncan PM,eds.  Copyright © 2023 by the American Academy of Pediatrics, updated April 2023
far

for the care of children who are receiving nurturing parenting, have no manifestations cfany important health  Eright Futures: Gui Health Supervision of Infants, Children, and Adolescents. 4th ed. American Academy No part of this statement may be reproduced in any form or by any means without prior written permission from
problems, and are growing and ina Dew pey ial, and chranic  of Pediatrics; 2017) the American Acadeny of Pediatrics excepitfor one copy for personal use.
disease issues for children and adolescents may require more fraquent counseling and treatment visits separate  The recommendations in this statement do nat indicate an exclusive course of treatment or serve as a standard
from preventive care visits. Additional visits also may become necessary if circumstances suggest concems. of medical care. Variations, taking into account individual circumstances, may be appropriate.
These rec d represent ac by the American Academy of Pediatrics (AAP) and Bright Futures. The Bright Futures/American Academy of Pediatrics Recommendations for Preventive Pediatric Health Care are
The AAP continues to emphasize the great importance of continuity of care in comprehensive health supervision  pdated annually.
and the need to avoid fragmentation of care.
INFANCY EARLY CHILDHOOD MIDDLE CHILDHOOD ADOLESCENCE
AGE' | PrenataF | Newborn' | 3-5d* | Byime | 2mo | dmo | 6mo | Smo [ 12mo | 15mo | 18mo 24mo 30mo 3y | ay sy 6y Ty By 9y 10y Ty 12y 13y 14y 15y 16y 17y 18y 19y [ 2y | 2y
|m.@|:rm:; . [ . . . . . . . . . . . . . . . . . . . . . - . . - . . - . -
LengthHeight and Weight . - - - . . . . . . . . . . . . . . - . . . . . . . . . . . .
Head Circumference . . . . . . . . . . .
Weight for Length . . . . . . . . . .
Body Mass Index* . . . . . . . . . . . . . . . . . . . . .
Blood Pressure* * * * * * * * * * * * * . . - - - . . - . . . . . . . . . . .
SENSORY SCREENING
Vision” * * * +* * * * * * * * * . . . . +* . * . * . * * - * * * * * *
Hearing L4 L * * * * * * * * * . . . * . * . . -— —
oc HEALTH
Maternal Depression Screening!! . . . .
Developmental Screening™ . . .
Autisrn Spectrum Disorder Screening! . .
Developmental Surveillance . . . - . . . . . . . - - - . . - . . . . . . . . . . .
Behavioral/Social/Emotional Screening* [ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Tobaceo, Alcohal, or Drug Use Assessmant'® * * * * * * * * * * *
Depression and Suicide Risk Screening' - L - - - [ ] - . [ ] L]
PHYSICAL . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
PROCEDURES"
Newborn Blood -
Newborn Bilirubin® .
Critical Congenital Heart Defect™ .
Immunization™ [ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Anemia™ - - * * * * L4 * * * * * * * * * w* w * * * * * w w*
Lead™ * | wor W L LR * * * "
Tuberculosis™ * * * * * * * * * * * * * * * * * * * * * * *
Dyshipidarnia® * * * * * * - * * ——
Sexually Transmitted Infections™ * * * * * * * * * * *
HIv*® * * w* L
Hepatitis B Virus Infection®! *




Middle Childhood & Adolescence | Identify

WELL CHILD VISIT MANAGEMENT REPORT

Well-Child Visit Management

REPORT
CENTERS LAST VISIT AGE
All Centers v Any visit in past 2 ye... v 10 selected v
Overview
1214
s Due w/o Appts
20%
Search... Q OUTREACH All Required

CURRENT SCHEDULE

CENTER NAME

kS

= .
= FILTER A~ s I@
(:) Update

+ Add Filter Y

Due w/ Appts
0%
Recommended Proactive

DE RAPHICS >

Due Soon

1%

Due Soon

No Action Required
79%
SHOW DETAILS

Disabled  Enabled

Due @ Complete  saveD cotumns ]

WELL-CHILD CARE (0-30 MOS) >

Family Health Center ® AWC
Neighborhood Health Center [ ] AWC
Access Community Health [ ] AWC
Family Health Center [ ] AWC
— er e e e a kv

NAME MRN

Wohlschlegel, Dyan 1100010
Woodburn, Jefferson 1100036
Carriaga, Raleigh 1100046
Prettner, Todd 1100153

15

18

15

14

185
188
189

168
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FILTER CONSIDERATIONS

Last Visit

Age

Usual Provider

Rendering Location

Race/Ethnicity/
Language

SDOH

azara

healthcare

PC in last 2 years

3-21 years

Individual provider’s name

One specific site

Specific races/ethnicities/
languages

Transport-med

kS

Exclude dental-only patients

Focus on your middle childhood visit
scheduling

If individual care teams are responsible
for scheduling their patients

If outreach teams call/schedule patients
for each location

Have culturally-appropriate outreach staff
contact patients

Identify potential barriers to accessing
care




Middle Childhood & Adolescence | Care \

PATIENT VISIT PLANNING
« Satisfy immunizations and preventive screenings
* Identify and address RAF Gaps

5:00 PM Monday, January 8, 2024 Visit Reason: Medical Sports P.E.
Duck, Donald Sex at Birth: M Phone: (123)-456-7890 Portal Access: N PCP: McCony, Leonard
MRN: 123456 Gl Lang: English Payer: Medicaid
DOB: 11/06/2011 (12) so: Risk: Low (1) CM: Unassigned

DIAGNOSES (0) ALERT MESSAGE DATE RESULT OWNER

RISK FACTORS (0) Depression Screen Missing MA

BMI % Overdue 11/9/2022 2 MA
SDOH (1)
RACE HPV Missing
Meningo Imm Overdue

RAF GAPS DIAGNOSIS CATEGORIES (1)
Tdap Boost Overdue

Skin
Nutr Counsel Overdue 11/9/2022 MA
Phys Act Missing MA
Well Visit 7-18 Overdue 11/1/2022

azara )
healthcare 31




Middle Childhood & Adolescence | Care

POTENTIAL ALERTS

ACE Pediatric Screening
Alcohol Screening
Anxiety Screening
Asthma Control Test
Asthma Control Therapy
Asthma Severity

BMI % >85%

BMI %

CDC Immunization DTaP
CDC Immunization Flu
CDC Immunization HepA
CDC Immunization HepB
CDC Immunization HiB
CDC Immunization HPV

CDC Immunization IPV

CDC Immunization MenACWY
CDC Immunization MenACWY
CDC Immunization MenB

CDC Immunization MMR

CDC Immunization MenB

CDC Immunization PCV

CDC Immunization Tdap

CDC Immunization VZV
Chlamydia Screening

COVID Testing Completed
COVID-19 Immunization 3rd Dose
COVID-19 Immunization Booster

COVID-19 Immunization First Dose

COVID-19 Immunization Second Dose

Dental Sealant

Depression Remission
Depression Screening
Depression Screening Follow Up
Drug Screen

Federal Poverty Level Documented
Fluoride Varnish

Hep C Screening

HIV Screening

HPV

Lead Screening

MDD Suicide Risk Assessment
Meningococcal Booster
Meningococcal Vaccine
Nutritional Counseling

Pediatric Developmental Screening

&

Pediatric Hearing Screening
Pediatric Hemoglobin Screening
Pediatric Symptom Checklist 17
Pediatric Vision Screening

Physical Activity Counseling

SBIRT Follow Up CRAFFT
Seasonal Flu

Sexual History Screening Complete
Tdap Booster

Tobacco & ENDS Screening Status & Cessation
Tobacco Cessation

Tobacco Status

Preventive Care Visit

SDOH Needs Assessed

Annual Well Child 3-6

Annual Well Child 7-18



Closing Alerts | Assigning Owner &

* Do Care Team members know who is responsible for closing each alert on the
PVP?

 Assigning owners clarifies roles, creates accountability, and allows team
members to work to the top of their license.

ALERT MESSAGE DATE RESULT
Hep C Missing
HIV Missing
Alcnhnl Scresning Micsing
Edit X -
9/7/2022 Negative
GENERAL
CATEGORY
vt smarus ([N oiavted 9/7/2022 73
ALERT NAME PVP DISPLAY NAME
Adult Weight Screen| ing BMI & FU 10jzﬁlzozﬂ
Alert Name must be unique and cannot be changed.
ALERT TYPE
Logic not editable
9/7/2022
CMP
9/7/2022
INCLUDE IN POC
ALERT CLOSURE N
e ci [ ves U 9/7/2022 -




Middle Childhood dolescence | Track

. . - .
Well-Child Care Visits (3-21 Yrs) (. = FLTER A H ;?
MEASURE .

PERIOD CENTERS RENDERING PROVIDERS
TY August 2023 ~ All Centers ~ All Rendering Provid...  ~ + Add Filter v C) Update
il MEASURE ANALYZER i= DETAIL LIST ¥ VALUE SETS ﬁ
752 / 773 Comparison GROUP BY  Ethnicities ~ ol 5 = B
9 ’ o 6 Exclusion(s) 100%
21 Gaps 0 To Target
+ 2% - 90%
Well-Child Ca... Center Avg ' 97.3%
Trezz v Network Avg — 97.0%
@ 66% @ 56% Best Center { s 98.0% 80%
TY 8/23 GROUP BY Age v s 70%
100% . 5 % [T o o . . . _
T — f— e

909, s 60%
80%

50%
70%

60% A0%
50%

0% 30%
30%

20%
20%

10% 10%
0%

o 0 0 > o> o
o7 &7 A A W o o 0%—
< & & < < < <<

B—= N2z B= 3¢ @j7u




Middle Childhood & Adolescence | Track L/\/’

FOCUS MEASURES

Well Child Well Child Well Child Well Child
Care Visits Care Visits Care Visits Care Visits
(3-21 Yrs) (3-6 Yrs) (7-11 Yrs) (12-21 Yrs)

Understand adherence to well visits
by specific providers/care teams

Rendering/Usual Provider

Understand adherence to well visits

o *
Plan/Primary Payer Group by insurance/payer

Understand adherence to well visits

Race/Ethnicity/Language/SDOH in the context of health equity

azara

healthcare
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*to set up Primary Payer Groups contact Azara Support




Childhood Well Visits | Track

CUSTOM SCORECARD

n Well-Child Visits T AUTER A T 2
PERIOD CENTERS RENDERING PROVIDERS BASELINE PERIOD
TY August 2023 ~ Al Centers ~  AllRendering Provid.. ~  TYAugust 2022 v ® + AddFilter 7/ © Update
fE REPORT &) CARE GAPS
GROUPING  No Grouping - TARGETS Primary Secondary Mot Met REPORT FORMAT  Scorecard -
MEASURE RESULT CHANGE TARGET NUMERATOR DENOMINATOR EXCLUSIONS
Well-Child Care Visits (0-15 months) 58.3% +446% A 30.0% 21 36 1
Well-Child Care Visits (15-30 months) 75.0% +50.0% & 79.0% 39 52 0
Well-Child Care Visits (3-6 Yrs) 98.5% -15% w 35.0% 195 198 2
Well-Child Care Visits (7-11 Yrs) 97.7% -1l7% v 64.0% 172 176 0
Well-Child Care Visits (12-21 Yrs) 96.5% +4.7% & 21.0% 385 399 4
Well-Child Care Visits (3-21 Yrs) 97.3% +21% & 66.0% 752 773 6

azara z

healthcare 36




Adult Well Visits

azara
healthcare
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Adult Well Visits | Guidelines O

A—> %

21 - 63 YEARS OLD

* Focused on preventive screening recommendations based on the patient’s age,
sex, risk factors, and symptoms

— USPSTF Guidelines with an A or B grade

* Periodic health evaluations had beneficial association with receipt of cervical
cancer screening, cholesterol screening, and FOBTs

Table 1 United States Preventive Services Task Force (USPSTF) i for Physical for Average Risk
Asymptomatic Adults

— No association with other preventive screenings

Procedure To detect... Grade? Year Comments

RECOMMENDED

Blood Pressure  Hypertension A 2007 Foradults age 18 or older. There is no evidence on which to base a recommendation for optimal interval. The

(BP) o mmittee on Prevention ‘reatment of High Blood Pressure recommends every
21

ersons with BP 120-139 or diastolic 80-89.

Weight Obesity~ B2 requency not specified; VA DeD guideline (2006) recommends annual

(Body Mass

Indes)

DAP smear Cervical cancer™ A 2003 Forwomen with a cervix every 3 years beginning within 3 yrs of onset of sexual activity or age 21 whichever
comes first

Recommen: d AGAINST

PAP smear Cervical Cancer” D 2003 Forwomen withouta cervix of women over age 65 if they have had adequate screening in the past and are not
at high risk of cervical cancer.

Pelvic Ovarian cancer D 2004

examination

Testicular Testicular cancer D 201

cxamination

Abdominal  Pancreaiccancer D 2004

palpation

D

a hZ %Ya :":;::iuun Thyroid Cancer— 1006 “May contain information that is out of date” per USPSTF website accessed 8/31/11
Felteare https:/Avww.nchi.nim.nih.gov/books/NBK82767/ S 40



Adults | Identify

Q
ACTIVE PATIENTS W/ NO VISIT

. . . e .
Active Patients With No Visit in Past Year = HLTER A~ H
MEASURE .

PERIOD CENTERS RENDERING PROVIDERS USUAL PROVIDERS USUAL LOCATIONS
TY August 2023 v All Centers v All Rendering Provid... v All Usual Providers v All Usual Locations v -+ Add Filter V
.l MEASURE ANALYZER i= DETAIL LIST & VALUE SETS -
Search Patients ... Q All Nun| Measure Investigation Reset SAVED m
L Tool Columns COLUMNS

MOST RECENT ENCOUNTER NEXT APPOINTMENT
INACTIVE DECEASED PROVIDER LOCATION PROVIDER APPOINTMENT TYPE
ds Update N N 3/18/2022 Doe, Jane 70 Blanchard Rd. Y
ds Update N N 9/4/2021 Houser, Dougie Lakeview Adult Medicine Y
ds Update N N 5/26/2022 Branchburg, Tom 1st 5t. Clinic Y
ds Update N N 10/17/2021 Rigoli, Brian Lakeview Adult Medicine Y
ds Update N N 1/31/2022 Jones, James Lakeview Adult Medicine Y
ds Update N N 7/18/2022 Bar, Samuel Main Office Y
wds Update N N 7/8/2022 Lynes, Lori Neighborhood Medical Ce... Y
ds Update N N 10/15/2021 Rigoli, Brian Florence Ave. Center Y
ds Update N N 6/4/2022 Branchburg, Tom Lakeview Adult Medicine Y
ds Update N N 7/8/2022 Rigoli, Brian Florence Ave. Center Y
wds Update N N 5/4/2022 Crane, Vince Neighborhood Medical Ce... b 2 )

ds Update N N 10/15/2021 Ryan, Frank 1st St. Clinic Y




Adults | Identify

CUSTOM REGISTRY

Well Visit: Adult
REGISTRY

VISIT DATE RANGE
01/08/2023-01/08/2024 (=

CENTERS
All Centers

RENDERING PROVIDERS

v All Rendering Provid...

i= REGISTRY

W

& VALUE SETS

Search Patients ...

Q

LAST WELL CARE VISIT

= FILTER A

kS

%

~+ Add Filter Y

savep coLumns  [[]]

NEXT PRIMARY CARE APPOINTMENT

PROVIDER NEXT PRIMARYCARE APPOINTMENT APPOINTMENT TYPE

BLOOD PRESSURE

VITALS DATE

- ANNUAL WELLNESS VISIT

1102606

1104174

1102336

1102349

1102653

1104255

1101845

1102417

1100082

1104123

9/18/2023
2/28/2023
8/5/2023

9/23/2021
1/16/2023

12/24/2022

8/24/2023

2/20/2023

G0438

G0438

99383

99383

G0438

G0438

99386

99383

9/18/2023 G0438
2/28/2023 99387
8/5/2023 99387
9/23/2021 99387
1/16/2023 G0438
12/24/2022 G0438
8/24/2023 99383
2/20/2023 99383

Identify:
Most Recent Well Visit
Next Primary Care Appointment
Most Recent Preventive Screens

31

33

32

21

36

23

31

9/18/2023
2/28/2023
9/30/2023
9/23/2021
1/16/2023

12/24/2022
8/24/2023

3/4/2023




Adults | Care )

PATIENT VISIT PLANNING
« Satisfy preventive screenings  Calculate Risk score

* Identify and address RAF Gaps

Deutschendorf, Polly Sex at Birth: M Phone: 978-534-7729 Portal Access: N PCP: Fritz, Renata
MRN: 1102246 Gl: Transgender Female/ Male-to-Female Lang: Persian Cohorts: Adults Sys > 110, Clinical Pharmacy, Payer: Coventry
DOB: 1/9/1975 (48) SO: Don't know Risk: Low (11) High Risk w/HTN CM: Chris Ryan
DIAGNOSES (3) ALERT MESSAGE DATE RESULT OWNER
DM HIV HTN-NE Alc Missing
RISK FACTORS (3) LDL Overdue 2/21/2022 144
ANTICOAG Chronic Opioid Tx MSM Depression Screen Overdue 2/21/2022 Positive MA
SDOH (4) Tobacco Scr Missing MA
HISP/LAT HOMELESS RACE BMI & FU Overdue Provider
STRESS BP Overdue 2/21/2022 130/89
RAF GAPS DIAGNOSIS CATEGORIES (2) Foot Overdue 2/21/2022
Gastro Cardio I/P Encounter Occurred 9/11/2023

" healthcare 41 ’



The Azara Effect V

Figure 2: Comparison of Measure Performance when using the PVP

Azara Centers vs. State Mean

{(Measurement Year 2020)
n=220
k]
< n=219 _
3 g T A VO D D—— =l VTR ROTTTTRRRN | o | TP Nep—
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H
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Cervical Colorectal Hypertension Breast Ale”
Cancer Cancer
UDS Measure

An X" represents an anstable estimale
* denales @ measure whers a fower score is faverabile

azara

healthcare Source: https://www.azarahealthcare.com/blog/the-azara-effect
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Adults | Track

MOST RECENT VISIT (ALL)

e e .
H mgsslﬁ::e:ent Visit (ALL) () = FLTER A : ﬁ
PERIOD CENTERS RENDERING PROVIDERS
TY September 2023 ~ Al Centers ~  AllRendering Provid.. + Add Filter Y © Update
.l MEASURE ANALYZER i= DETAIL LIST ¥ VALUE SETS i
Comparison GROUP BY  Last Encounter Time Frame ool 5 mE [&]
3,000

5099 °" -

-
Patients ®3B ®48
2,500
TY9/23 GROUP BY  None v | 2000
5,100
5,000
1,500
4900
"
4,800
-
- 1,000
4700 ~

4,600
500

4500

4,400
, | 48w &
i s & & Ry & g &
aZ: QT & ©

hea < &




Medicare Annual Well Visits
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Medicare AWVs | Guidelines

PATIENTS WITH MEDICARE

Medicare Physical Exam Coverage

Initial Preventive Physical Exam Annual Wellness Visit (AWV)
(IPPE)
Visit to develop or update a
Review of medical and social personalized prevention plan and
health history and preventive perform a health risk assessment.

services education.
v Covered once every 12 months

v New Medicare patients within _ L _
12 months of starting Part B v/ Patients pay nothing (if provider

coverage accepts assignment)

V' Patients pay nothing (if provider

accepts assignment)

azara

healthcare

o—>%
O—>%
A—>

Routine Physical Exam

Exam performed without
relationship to treatment or
diagnosis of a specific illness,
symptom, complaint, or injury.

X Medicare doesn't cover a
routine physical

X Patients pay 100% out-of-
pocket

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/preventive-services/medicare-wellness-visits.html



Medicare AWVs | Identl

Q
MEDICARE ANNUAL WELL VISIT

. L -
Medicare Annual Well Visit = FLTER A .
MEASURE .

PERIOD CENTERS RENDERING PROVIDERS

TY August 2023 ~  AllCenters ~  AllRendering Provid.. + Add Filter Y
il MEASURE ANALYZER f= DETAIL LIST & VALUE SETS %
Search Patients ... Q All Gaps Num Excl Measure Investigation Reset SAVED Il
= Tool Columns COLUMNS

MOST RECENT EN

WELLCARE VISIT

PROVIDER PROVIDER LOCATION APPOINTMENT TYPE EXCLUSION
7/25/2022 Lynes, Lori Adult Health N N 7/25/2022 G0438
6/1/2023 Black, Ronda 1400 Cambridge St. N N
11/6/2021 Houser, Dougie 1st St. Clinic N N
8/6/2023 Branchburg, Tom Florence Ave. Center N N
3/8/2023 Jones, James Florence Ave. Center N N
1/5/2023 Decelles, Larry 1400 Cambridge St. N N
9/4/2022 Fritz, Renata Main St. Office N N
1/11/2023 Bridgewater, Bill Main St. Office N N |:|
11/18/2022 Fay, Tom Adult Health N N
4/16/2022 Winslow, Francine 70 Blanchard Rd. N N 4/16/2022 G0438
10/15/2021 Doe, Jane Main St. Office N N c
7/11/2023 Cote, David Florence Ave. Center N N




Medicare AWVs | Identify

FILTER CONSIDERATIONS

If individual care teams are responsible

kS

Usual Provider Individual provider’s name for scheduling their patients

Rendering Location One specific site If outreach tea_tms call/schedule patients
for each location

Race/Ethnicity/ Specific races/ethnicities/ Have culturally-appropriate outreach staff

Language languages contact patients

SDOH Transport-med Identify potential barriers to accessing

care

Prioritize patients that have had an AWV
Sort/filter by date in the past, and some type of visit with
their provider in the past 12 months.

Most Recent AWV
(column)

azara

healthcare




Medicare AWVs | Track L/x/’

FOCUS MEASURES

Medicare Annual AWV — Plan

Well Visit Calculated

Understand adherence to well visits

Rendering/Usual Provider . :
by specific providers/care teams

Understand adherence to well visits

o *
Plan/Primary Payer Group by insurance/payer

Understand adherence to well visits

Race/Ethnicity/Language/SDOH in the context of health equity

azara

healthcare

. 48
*to set up Primary Payer Groups contact Azara Support




Success with Well
Visits




Success in Well Visits

ldentify g Engage @ Track ‘ Succeed!

wr
« Measures, * Azara Patient « Measures,
Scorecards, Outreach Scorecards,
Registries « Patient Visit Dashboards
Planning * Filters and
groupings

azara

healthcare 50




APO Campaign Performance Report Valley Professionals
-We” Visits Cam paign - 2022 Community Health Center

In 2022, there were 3,884 well visit care gaps closed which resulted in a 23% gap closure rate

The Start Date reflects the date of when this campaign was modified but this campaign was enabled in beginning of 2021

Roughly almost 17,000 patients were successfully reached and resulted in 58% of those patients scheduling an appointment.

IMPACT CAMPAIGN DETAILS
Campaign Well-child visit reminder without
3 884 CARE GAP ) Name appointment
0,
' 23 é) CLOSURE RATE TOTAL ENROLLEES Start Date Mar 2022 104'903
CARE GAPS CLOSED 2022 18 months MESSAGES SENT

S Duration 1 messages after 1 days 2022
ENROLLEES W/CARE GAP CLOSURES BY MONTH RET=S o 4 17,135 Last Month
25% 1 7,950 Criteria well-child visit

20% ENROLLEES MESSAGED
15% 2022

PATIENT ENGAGEMENT

O
HOW IS THIS CALCULATED? 16'898 * o Q
+2 1.3% Increase in % of patients who received a PTS SUCCESSFULLY REACHED 58% 43% 23%

well-child visit compared to the baseline 2022 MADE APPT KEPT APPT CARE GAP CLOSED

EFFECTIVENESS

SINCE BASELINE



Well Visit Measures Increase o Iy Henith Contor

In two years...

41% increase in Well Visits 12-21

3% increase in Well Visits 3-6 years

4,400% increase in MAWV

azara

healthcare



RN Led AWV

Patients are placed ~ Receptionists utilize At some point during The RN completes If a patient has any
on the RNs scripting when the patient's the components of  concerns that cannot
schedule in 45- scheduling, letting appointment their the AWV and be addressed by the RN
minute patient know that most provider will stopinto  documents these at the appointment, a
appointments. of their appointment will  see the patient briefly.  for the providers follow-up will be made

be spent with the RN. These are not review and final for them with their

scheduled on the signature. provider.

RN has time to complete providers schedule, so

a comprehensive they typically do this

overview of their between other

medical problems and patients.

medications, as well as
any vaccinations and
advanced care planning. ’W’

Marshfield Clinic Health System
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Object Visibility: L]
Now Available in Dashboards, Registries & Scorecards|=

A

Object visibility for registry, scorecard, and dashboard admin is now _ T
available to users

= View U

. . . # Edit

Users can hide registries, scorecards, and dashboards from the left- & cony R
hand navigation bar and from search results ® Hide

e E

() Change History
Users can also see if a dashboard is hidden or unhidden in the new ® et

“Hide in Navigation” column

aza‘ra Released
healthcare July 2024



Object Visibility | Continued
Example: Dashboard Admin

Dashboards created Dashboards created
by both your center Dashboards created by the network/PCA
and the network/PCA by your center your center belongs to

— Create Dashboan
our center belongs to

(@I Dashboard Administration

{= AZARA DASHBOARD LIBRARY CUSTOM DASHBOARDS

Search Dashboards.. Access Community Health

CENTER CREATE DATE LA>1 urDATED UATE ACCESS HIDE IN NAVIGATION STATUS

Access Community Health APO Dashboard 07/15/24 07/15/24 Access Community Health No Enabled
Access Community Health NCQA PCMH 07/15/24 07/15/24 Access Community Health No Enabled
Access Community Health HTN Dashboard 06/25/24 06/25/24 Access Community Health Yes Enabled {:}
Access Community Health Integrated Care - BH and PC 06/25/24 06/25/24 Access Community Health No Enabled {:}

az a‘ra Released

healthcare July 2024




New Measure Coming Soon:
Pregnancy Intention Screening

UDS Update

ANNOUNCEMENT

UDS Pregnancy Intention

Azara will be supporting health center efforts to comply, and report results for the new UDS question HRSA is requiring for CY 2024 reporting:
"How many health center patients were screened for family planning needs, including contraceptive methods, using a standardized screener during the calendar year?”

More specifically, we are creating a “Pregnancy Intention Screening” measure that records the number of pregnancy intention screens done (based on screening date). This measure
will be released no later than October 31, 2024.

mICwnm>mMI

For centers who have the Azara Family Planning module or who are Upstream program participants, the results of the pregnancy intention surveys already mapped will be used for
our new measure.

For all other centers who are screening and collecting this information, additional mapping will be required. There will be no additional cost / charge for this mapping. To get this
mapped please create an Azara Support ticket and include:

1. A screenshot of the EHR that includes the question being asked, structured results, and date completed (or indicate to use the encounter date for date completed)

2. A patient example where this information has been recorded

Note: that we can only complete this mapping if you are currently screening and documenting pregnancy intention as structured data within your EHR.

Requests submitted to suppart by September 1, 2024, will be completed by the UDS CY 2024 reporting deadline. Best efforts will be made but completion cannot be guaranteed for
requests received after September 1, 2024.

azara Automatically available for practices with the Family Planning Module. Bl 2004

healthcare
Available for all other practices with additional mapping but no extra cost.



Alerts:
Up

dated to Align with 2024 COM Measures

Recent Alert Updates for 2024 CQMs

Alerts updated to UDS 2024 CQMs specifications

Azara has been updating alerts to align with the 2024 CQM measure updates.
To date the following changes have been released:

« CMS124
o Alert: Cervical Cancer Screening
o Changes: For centers with payer integration data, a message of "plan has data" will appear if patient
is compliant for the measure Cervical Cancer screening according to the current enrolled plan
« CMS125
o Alert: Mammogram
o Changes: Add age related exclusion criteria from CQM like advanced illness and frailty
« CMS130
o Alert:=Colorectal Cancer Screening 45+
o Changes: For centers with payer integration data, a message of "plan has data" will appear if patient
is compliant for the measure Colorectal Cancer Screening according to the current enrolled plan
« CMS138
o Alert:Tobacco Cessation & Tobacco Status
o Changes:Mimimum inclusion age dropped to 12 years of age and older
« CMS2
o Alerts:
o Depression Screening
o Depression Screening Primary Care
o Depression Screen with Diagnosis
o Depression Screening Follow Up (planned release 7/17)
o Changes:
o Removed depression diagnosis as exclusion criteria
o Remove requirement for screening withing 14 days of an encounter to close alert
« CMS347
o Alert: Statin Therapy
o Changes: Addition of patients with a 10-year ASCVD risk score >=20%

azara

healthcare

Alert development in progress:

+ Depression Remission

+ General Childhood Immunizations

= Diabetes Alc
Note: There are no changes to the following measures, and thus Azara is not updating the alerts associated with
them:

«  Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents (CMS
155v12)

» HIV Screening (CMS 349vé)

» Hypertension Controlling High Blood Pressure (CMS 165v12)

Please see the Azara UDS Webinar for more information on the 2024 CQM updates. The slides are available here:
Preparing for UDS 2024: CQMs, Table Changes, UDS+, Oh My!

Please reach out to Azara Support using the blue link below if you have additional questions.

Released

July 2024




2024 HEDIS Measures Certified & Live W3

HEDIS Measure Year 2024 is Certified and Live!

We are pleased to announce that Azara has certified 55 measure families in compliance with NCQA licensing and certification requirements for Measure Year 2024 (MY2024)

HEDIS® MEASURES

-

MY 2024
HEALTH PLAN MEASURES AND
ALLOWABLE ADJUSTMENT
MEASURES

Azara Healthcare

mICwnm>mMI

HEDIS MY2024 certified measures have been released to DRVS. The MY2024 versions have replaced older HEDIS certified Please note:
measures in your scorecards and dashboards. Targets from your MY2023 HEDIS measures were migrated to the MY 2024 version *The MY2023 measure family Hemoglobin A1c Control for Patients With Diabetes (HBD) was revised and renamed to Glycemic
of the same measure Status Assessment for Patients With Diabetes (GSD) in MY2024

“The measure Use of Spirometry Testing in the Assessment and Diagnosis of COPD (SPR) was retired by NCQA in MY2024.
NCQA Measure Certification ensures that our logic has gone through the industry's most rigorous assessment, that our coded

measures meet current NCQA standards and produce accurate results

az a‘r a Released

June
healthcare

Available for practices with the Payer Integration Module. 2024




Super Pins: \

Now Available!

(<) AUPins

Search Q

Reports M Users can now access a collection of all
UDS 2024 CQMs of their pinned items in one place
Dashboards v

. This new feature is located at the top of
UDS Adult Preventive . . .

the left-hand navigation bar, directly

Measures *  above the PVP
Registries v
Depression

Released

Diabetes June
2024




Provider Admin:
Bulk Actions Now Available!

U | | ] | d i= PROVIDERS @F)
sers can now select multiple providers
p p 3 providers selected m-l

from Provider Administration
rrovio

Unassigne  Create

By clicking on the “Actions” button, users
can:

» Create a new provider group or update an
existing one

Fritz, Reni Add selected rfritz@ach.org

Bridgewa!
g Remove selected

Crowley, |

Black, Roi FILTER rblack@ach.org

Winslow, | |- de selected

Gunther, I
Remove selected

Decelles,

* Include or exclude selected providers in
filter

Smith, Joe 4 CUT CALC jsmith@ach.org

* Include or exclude selected providers from
4 cut calculation

Doe, Jane | \ude selected

DDDDD!NNDDD

Augustine
Remove selected

Released

aza‘ra June

healthcare 2024




Location Admin:
Bulk Actions Now Available!

i=E LocaTiONs @

2 locations selected | Actions | v I

Users can now select multiple locations from

n LOCATI DRESS
Location Administration 1400 Cr f&?mm
70 Blancl Add soloctad
By clicking the “Actions” button, users can: g S Remove seleced
ACH - Ne
» Create a new location group or update an O MainSt( gnoop BaseD
existing one Mar selected
» Mark or unmark selected locations from School Unmark selected
Based Housing or Public Housing BIC HOUSING

Mark selected

Unmark selected

Released

aza‘ra June

healthcare 2024




Questions?

azara mgazara healthcare 0 @AzaraDRVS

healthcare



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

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

solutions used to drive improvement and details of the successes that ACE Program
resulted from your initiatives. ACEs should be able to provide examples

that quantify quality improvement, cost savings, operational efficiency or CELEBRATE
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.
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https://forms.office.com/r/F8FzvA1khZ
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