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I. INTRODUCTION 

This User Guide intends to provide the foundations of using Azara Healthcare’s Data Reporting and Visualization System, 

or DRVS features and tools at a basic level. This Guide can be used to onboard new staff at your health center and/or serve 

as a refresher on how to use any of the features for staff already trained on using DRVS. From the Table of Contents, if 

you hold down the control button and click on the page number for the corresponding section, you can jump directly to 

that section in this document. Throughout this User Guide, you will find references to Azara’s quick tip clips from their 

website for each of the features presented and screenshots of navigating through the features of DRVS.  

Disclaimer: the screenshots of patient-level detail accompanying the features throughout this Guide come from the 

DRVS demo environment, which contains no real patient data, so it remains HIPAA compliant. 

Several MPCA staff helped contribute to the writing of this User Guide. Our data team, consisting of Cheryl Gildner, Data 

Manager (cgildner@mpca.net), Ashley Wozniak, Clinical Data Specialist (awozniak@mpca.net), and Halli Rennaker, Clinical 

Data Specialist (hrennaker@mpca.net) all contributed to the contents of this guide. Technical questions regarding DRVS 

features should be directed to them. In addition to MPCA’s data team review, this guide was reviewed by Amy Alward, 

Director of Population Health (aalward@mpca.net), and Dr. Faiyaz Syed, Chief Medical Officer (fsyed@mpca.net). Many 

thanks to all of MPCA’s contributors for making this guide possible! 

A HISTORY OF DRVS 

Azara Healthcare, LLC is a health information technology (HIT) company that was founded in 2011 and developed the 

cloud based DRVS population health platform to support healthcare organizations, including federally qualified health 

centers (FQHCs), hospitals, primary care associations (PCAs), and health center control networks (HCCNs) with their data 

reporting and analytics needs.  

MPCA selected DRVS as their integrated data system (IDS) in 2016, with the first group of Michigan FQHCs going live on 

the platform in July 2017. To date, 39 of the 40 FQHCs in Michigan have signed contracts with Azara. The decision to 

endorse DRVS as its IDS over competitors in the marketplace came down to several factors: our clinically integrated 

network’s (CIN) need for network-level data, the capabilities DRVS features offered, timeliness of data imported, data 

visualization components, and its ability to integrate with electronic health record (EHR) systems. To make the subscription 

to DRVS more lucrative to health centers, MPCA was able to cover 75% of the costs associated with implementing DRVS 

through HCCN funding. The power of DRVS to take clinical and operational data and make it actionable and meet the 

needs of its subscribers has grown over the years, with continual enhancements, often at the request of healthcare 

organization staff.  

Since 2020 alone, Michigan’s patient population in DRVS has grown by 300,000. With knowing your patient population 

and what their preventive and chronic disease management needs are, the ability to improve their health outcomes has 

never been more important. DRVS can affect the way health care is delivered and improve patient outcomes while 

reducing health care costs for some of the most vulnerable populations in the community. 

DRVS DATA 

The main source of data in DRVS comes directly from structured clinical and operational data in your EHR. Structured data 

is data that has coding behind it, such as LOINC, diagnosis, G, or CPT codes, or date fields. DRVS scans your EHR nightly 

and updates whether patients receive age and gender-appropriate care, based on established clinical guidelines. Non-

structured data includes free text, such as when a patient self-reports having a colonoscopy done and the date is 

documented in a progress note, but not recorded in a date field or obtaining results and attaching them to an order with 

procedure codes. DRVS will not be able to read these fields and credit the health center for making sure the patient was 

compliant with their preventive cancer screening because DRVS can only “read” structured data. For the most accurate 

reporting in DRVS, documenting patient data in your EHR should always be captured in structured fields. Otherwise, you 

mailto:cgildner@mpca.net
mailto:awozniak@mpca.net
mailto:hrennaker@mpca.net
mailto:aalward@mpca.net
mailto:fsyed@mpca.net
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will not get a true picture of how you are performing across different measures or have a reliable account of which patients 

have care gaps, which can lead to missed opportunities to improve their health outcomes. The summary table below lists 

sources of structured vs. unstructured data. 

STRUCTURED DATA IN YOUR EHR UNSTRUCTURED DATA IN YOUR EHR 

• Date fields (ie. in a health maintenance 
record, immunization record, surgical 
history) 

• Data tables (ie. a health maintenance 
record) 

• Data with codes behind it (ie. lab 
orders, referrals) 

• Completed orders or referrals that have 
results attached 

• Free text in a progress note (ie. “Patient 
reports having completed service”) 

• Scanned documents not attached to an 
order or referral 

 

The structured data DRVS reads are mapped from your EHR during the implementation process when DRVS is programmed 

how to read patient data. Any time there are changes to where structured data is captured in your EHR or you use different 

codes, these changes need to be reported to Azara, so they can update their mappings. A support ticket can be created 

from Azara’s Support Portal here: Azara Support Portal. 

ONBOARDING WITH DRVS 

Every healthcare entity with a subscription to DRVS will identify a Super User at the beginning of implementation. The 

Super User is often an IT or Quality department staff member and will be your gatekeeper to your organization’s DRVS 

account. If you are going to be using DRVS in any capacity, they will be the one to set you up with log-in credentials by 

adding you as a user and assigning which DRVS privileges you have access to. If you are in a more limited clinical role within 

your organization, you may not have access or capabilities to some of the more advanced features, like creating cohorts 

or exporting patient lists. As your role changes within your organization, your Super User can change these privileges.  

In addition to designating a Super User, it is worthwhile to assign Administrative or Admin privileges to other staff in your 

organization, who can assist with functionality if the Super User is unavailable. Some responsibilities of someone with 

Admin privileges may include adding user accounts, resetting passwords, or assigning privileges to other staff. Anyone can 

be assigned Admin privileges, but it is recommended that only someone who is competent in all DRVS functionality be 

assigned these privileges. This may include Quality Specialists, IT staff, or your CMO/Medical Director and COO. 

It is recommended that when onboarding new staff, include DRVS training with training in the IT systems you use (ie. EHR, 

patient outreach platforms, HR system). The Super User will often be the one to train you on the features of DRVS you will 

be using. MPCA’s data team will often train the Super User, but they can also assist with general staff training. Requests 

can be made to the data team using the e-mails in the Introduction section of this User Guide. Azara Healthcare’s website 

has reference videos for each of the features in DRVS that staff should watch at least once. They can be found here: Get 

Started Using DRVS. 

Now that you understand how DRVS became the preferred IDS in Michigan and how data is reported, let us dive into the 

features DRVS offers!  

II. THE DRVS LANDING PAGE 

https://jira.azarahealthcare.com/servicedesk/customer/portal/2/user/login?destination=portal%2F2&logout=true
https://drvshelp.azarahealthcare.com/get-started
https://drvshelp.azarahealthcare.com/get-started
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The first page you view once you log in to your DRVS account is called the landing page. In this section, you will learn 

about the data contained in the landing page and how to navigate to different features of DRVS. Below is a screenshot of 

the full landing page from DRVS’s MPCA user account. 

 

THE LEFT NAVIGATION BAR 

On the far left of the DRVS landing page, you will find the Navigation Bar. This bar contains clickable icons that take you 

to different features of DRVS. They include the PVP, CMP, Reports, Dashboards, Measures, Registries, and Admin. 

Depending on the level of access each user’s DRVS account is set up with, some of these features may not be available 

to you. This Guide will demonstrate how to use each of these features in subsequent sections. The Navigation Bar is 

static, so it will always be displayed in all features of DRVS. At any point you want to go back to the Landing Page, you 

can click on the first icon, the “A” (for Azara) in the green circle. Below is a close-up of the Navigation Bar. 

 

THE SEARCH BAR AND WIDGETS 

The middle section of the Landing Page consists of the search bar and 3 different widgets, or boxes of clinical and/or 

operational data, with different visual presentations, seen below.  
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The search bar outlined in red can be used at any point to quickly find information within the DRVS tool, such as a 

particular measure or scorecard. The leftmost widget in yellow defaults to the UDS scorecard for the most current 

trailing year (TY) measurement period. A definition of the different measurement periods will be provided in the 

Measures and Appendix sections of this User Guide. This widget is customizable. Instructions on how to change this 

widget will be provided momentarily. Scorecards will be discussed in greater detail in the Reports section of this User 

Guide. 

The top widget of the two stacked widgets in the above blue box displays performance for the total number of unique 

patients seen within your health center and the total number of visits those patients had in the most current TY 

measurement period. Below it is a rotating widget that toggles between displays of the visits by service line pie chart, 

percent of patients with a type II diabetes diagnosis who have their most recent A1C >9 or who have never had an A1C 

test done at your center, and the percent of patients who have a diagnosis of hypertension and have it controlled. In the 

visits by service line display, if you hover your mouse/touchpad arrow over a section in the pie chart, you will be able to 

see the total number of patient visits for that service line. When you hover over the percentages in the middle of the 

dial for the A1C and hypertension clinical quality measures, you will see the number of patients who fall into the 

numerator for the measure out of the total population in the denominator for those measures. More about the 

numerator and denominator of measures will be discussed in the Measures section. The clinical quality measures in the 

bottom widget also display a green and yellow line in the dial, which represent your center’s primary and secondary 

targets, respectively. If no targets have been set, the primary and secondary targets will default to MPCA’s value-based 

performance goals. These two widgets are not customizable because they are high-priority measures for MPCA’s 

members.  

EVENTS AND ANNOUNCEMENTS 

The events and announcements section of the Landing Page contains information regarding DRVS product updates, 

upcoming Azara webinars and conferences, and MPCA events and announcements, such as the monthly IDS User Group 

meeting. Below is a close-up of the events and announcements section. 
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HELP AND USER PROFILE 

Should you find yourself having trouble using DRVS and your health center’s Super User is unable to resolve the issue, 

you can contact the Azara support team by clicking on the question mark in the circle in the top right corner of the 

Landing Page. When you click it, you will see a drop-down of options to choose from, shown below.  

 

                                                                             

Clicking Contact Support opens an Outlook e-mail window to send a support ticket to Azara’s customer support team. 

This e-mail is not secure, nor is it HIPAA compliant, so do not include patient data when submitting a ticket this way. If 

you are going to submit a ticket this way, it is best to only report functionality problems, such as missing data, or an 

account problem that does not involve patient-level data. Be sure to include as much detail as possible in describing the 

problem you are having with DRVS and include a saved image or copy and paste a screenshot of where the problem is.  

To submit a ticket directly to the customer support team, click on Support Portal. This will take you directly to Azara’s 

ticket reporting system. Support tickets submitted this way are secure and HIPAA compliant, so patient-level examples 

of issues can be included in your supporting information. This is the preferred method of submitting all tickets to Azara’s 

customer support team. You can also easily check back on the ticket's status with the generated ticket number. The 

same guidance for documenting the problem you are experiencing in the ticket is advised. 

The Help Documentation option takes you to an external website where you can access guides on how to use the 

general features of DRVS, watch clips on using the different features, access past recordings of webinars, see upcoming 

Azara events, and more. Many of the features in DRVS for MPCA’s subscribers are customized, so you may not be able to 

find the solution you are looking for in these sections. Instead, reaching out to MPCA’s data team for assistance is 

recommended. MPCA has developed its own playbooks in collaboration with Azara that can help you understand and 

use DRVS to its fullest capability.  

Next to the help features on the Landing Page, you will see your initials in a circle. Clicking on this lets you change your 

password, update your name and/or job title, see what features you have access to, and, as mentioned earlier, change 

the scorecard displayed on your Landing Page. To do so, click on Preferences. A box will pop up that lets you search for a 

different scorecard to make your personal default. You will need to know the name or part of the name of an existing 

scorecard to search for it. Make sure you hit confirm for the change to take effect.  
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To watch a video of navigating the Landing Page, you can access it here: General Navigation. 

III. MEASURES AND THE MEASURE ANALYZER 

ACCESSING MEASURES 

Measures are the foundation of many of the other features in this guide, so we will start with a basic understanding of 

what measures are and the patient population included and excluded from a measure. As you may recall, you can access 

any measure within DRVS from the Left Navigation Bar by clicking on the Measures button. This opens a drop-down of 

measure categories. Clicking the arrow to the right of the measure category opens it up and displays all measures that 

belong to that category, which you can then click on to open the Measure Analyzer, described later in this section. Some 

measures may be found under multiple measure categories, such as the Diabetes A1C>9 or untested being found under 

the UDS and Diabetes measure categories. They are the same measure, however. 

  

The easiest way to navigate to a particular measure in the Measure Analyzer is to use the search bubble above the list of 

measure categories and locate the measure that way. In the example below, the search is for diabetes measures. If you 

were not sure which diabetes measure you wanted to investigate, or which category the diabetes measure you want to 

investigate belongs to, typing diabetes into the search bubble would show you all diabetes measures within each 

measure category.  

MPCA has many grant-funded projects aimed at improving specific measures, so some of the measure categories and 

measures would not be available if you were part of another state’s PCA. To further help you in selecting which measure 

you want to investigate, or to understand what the measure means, hovering your mouse/touchpad pointer over the “i” 

in the circle to the right of the measure name pops up a box that tells you the measure definition. 

https://vimeo.com/373144743/3c4c15a1c2?embedded=true&source=vimeo_logo&owner=38964287
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THE MEASURE ANALYZER 

Once you have identified which measure you want to explore, clicking on the measure name in the Measures list opens 

the Measure Analyzer. In the below example, the Cervical Cancer Screening measure was selected under the UDS 2023 

CQMs measure category. We will now go through each of the sections in the Measure Analyzer, starting at the top. 

 



Page | 10  
 

Measure Name. The full measure name is displayed at the top of the Measure Analyzer page, along with the measure 

endorsing body and endorsement iteration. Most of the time, the measure endorsing body will be CMS, the Centers for 

Medicare and Medicaid Services. From the Measure Analyzer, when you click on the information “i” in the circle next to 

the measure name, a box containing the full measure details pops up, seen below. 

 

 

The measure definition is described first. The numerator of a measure describes how a patient satisfies or is compliant 

with the measure. The denominator describes how a patient qualifies for inclusion in the total population eligible to 

meet the measure. Exclusions and exceptions are reasons why a patient would not be included in the denominator of 

the measure. For the purposes of this Guide, we will not go into technical specifications, the value set dictionary, or the 

CMS electronic clinical quality measure (eCQM) library. To learn about these aspects of the measure information, reach 

out to your organization’s Super User or watch Azara’s quick tip clip at the end of this section. 

To save measures you frequently run, once in the Measure Analyzer, click the pin icon to the right of the measure name, 

check the box for My Pins, and click the blue ‘Add Pin’ button.  

 

When you go back to the Measures button, your saved pins will be the first category of measures in the list, as seen 

below. 



Page | 11  
 

 

The Filters Bar. Below the measure name is the filters bar. The filters bar lets you focus in on the patient population 

using default settings. The default settings vary from measure to measure, but at a minimum include the period and 

rendering providers.  

 

Depending on the measure, you can apply different measurement period options. The TY period, which is also the 

default for most measures, stands for trailing year. The trailing year period is the current measurement period and 11 

months prior. In the above screenshot, the TY February 2023 period reflects patient data from March 2022 through 

February 2023. Below is the list of additional periods for the Cervical Cancer Screening Measure.  
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As a side note, in the DRVS demo version, the filter for Centers has been applied. MPCA staff with user accounts in both 

the live and demo versions of DRVS have the option to filter by center name because we have access to all our health 

centers’ data. Individual health centers cannot see other health center data at the patient level because this would be a 

violation of HIPAA regulations, so this filter is not available.  

Providers can be one of two types in DRVS: rendering or usual. As mentioned above, rendering provider is one of the 

default filter bar settings. A rendering provider is the last provider a patient saw. The usual provider is the provider a 

patient most often sees. In the context of Medicaid plans, this is usually the patient’s assigned primary care provider 

(PCP). When selecting a rendering provider or providers from the drop-down list, you will narrow the data for the 

measure to just the providers selected. Depending on your role at your health center, filtering for a rendering provider 

may be beneficial to you. If you only work with a specific provider or providers, you may want to filter the measure 

analyzer to just the provider(s) you work with.  

The service line filter for many measures defaults to primary care, but DRVS is not limited to just the primary care 

setting. Many FQHCs offer services in addition to primary care, and those departments also have use for understanding 

their patient populations and quality measures of significance to their disciplines, so DRVS provides data for these 

specialties. If your center does not have a particular specialty from the list in the screenshot below, there will not be 

data displayed for that service line. 

 

In addition to the default filters in the filters bar, you can add filters to narrow the patient population in the Measure 

Analyzer by clicking the ‘add filter’ button. This adds a drop-down of characteristics you can filter by. Some of the more 

commonly used filters are service line (when not a default for the measure), languages, ethnicities, races, and payers. 

Multiple filters can be added to the filters bar by clicking each category one at a time. Each filter applied adds a drop-

down list to further narrow patient characteristics. You can also use the search bubble to look up a characteristic in the 

category. This becomes useful when the drop-down has a lengthy list of options you would have to scroll through, such 

as the patient diagnosis category. Once you apply your intended filters, make sure to click the blue ‘Update’ button for 

the data to reflect the filters selected. To remove the filter, click the red “x” in the circle next to the filter drop-down and 

click the update button again. You will not be able to remove any of the default filters. In the below screenshot, the 

races category is applied, and Black and Korean races have been selected.  
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DRVS reads the measure categories themselves going across the filters bar as “And,” and selections within categories 

read as “Or.” The only exception to this is the patient diagnosis category, which will always apply the selections as 

“And.” In the above screenshot, DRVS will display data for cervical cancer screening performance in TY February 2023 

AND all centers AND all rendering providers AND primary care service lines AND Asian OR African American races.  

As you use the measure analyzer to filter your patient population across various measures and apply different filters to 

those measures, you will see a list of recently used filters when you click the ‘add filter’ button. If you regularly run a 

measure with the same filters, you can save these settings with the funnel button. Each new setting requires naming it 

and clicking the blue ‘Save’ button. The next time you run the measure again, you can choose from the saved filters 

settings you just created. The settings saved will only apply to the measure you save them in; you will need to save filter 

settings for each measure you run, separately. 

                                               

Measure Performance. Below the Filters Bar contains your health center’s performance on the measure based on the 

filters applied in the filter’s bar, in the bubble. This will be the largest percentage number you see. When the bubble and 

percent are yellow, as seen below, this means the center met the secondary target set for the measure. If it were green, 

the primary target was met, and if it were red, they were below the secondary target. More on measure targets will be 

discussed further later in this section. Below your center’s performance is the percent change from the measurement 

period one year prior, the default setting (TY 2/22). When the number is green with an up arrow in green, this shows 

your center improved by that percent over the comparison measurement period. A decrease in performance will be 
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indicated in red, with a red down arrow. If you want to change the comparison period, you can click the down arrow in 

the measurement period box and select a different measurement period. The furthest back you can look, however, is a 

measurement period one year prior. 

 

One thing to keep in mind when analyzing performance on a measure is that you want to see an inverse relationship to 

demonstrate improvement in certain measures. An example of this includes the Diabetes A1C >9 or Untested measure. 

In this case, the change compared to the baseline would show a green arrow pointing down. For this measure, you want 

your diabetic patients to have an A1C below 9, which signifies their diabetes is under control. You also want to make 

sure as many patients as possible with a diabetes diagnosis have a test at least once per year, so they would not be 

defined as untested.  

Next to your performance bubble are the number of patients in the numerator and denominator; exclusions, which are 

the number of patients who do not meet the measure criteria; the number of patients with a care gap for the measure, 

which is calculated by subtracting the number of patients in the numerator from the denominator; and number of 

patients needing to meet the measure to satisfy the primary goal determined by your Chief Medical Officer (CMO) 

and/or Quality Director and set by your DRVS Super User. Again, these numbers are determined based on the filters 

selected in the filters bar for the measure. 

 

Below the raw numbers for the measure is a drop-down box for the measure target and the primary (green) and 

secondary (yellow) targets for the measure target, seen above. In this example, when you expand the measure target 

drop-down, you can see that the network target is how performance is being measured against. In the live DRVS 

environment, you might see targets for other measure body endorsing targets, such as HEDIS or Healthy People 2030 

that you can switch to. If your health center has not set its own targets, the default will be set as the MPCA network 

target. 
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Some centers like to know how they are performing in comparison to other centers, so next to measure target 

comparison information, you will see a comparison of your center’s performance against the MPCA network average 

and the highest performing, or best center. The green primary and yellow secondary target lines will be indicated in the 

performance bar, along with the blue bar representing actual performance for each metric comparison. 

 

Next to your performance on the measure is the targets set for the measure and the number of additional patients who 

would need to satisfy the measure to meet the primary target. Both the primary and secondary targets are displayed. 

The drop-down box lets you change the measure target steward if your center follows national or network standards. 

This may change both percentile targets. You can also set your own center’s targets for the measure. The Super User will 

have the ability to do so with their Admin privileges.  

Data Visualization in the Measure Analyzer. One of the most powerful aspects of using DRVS for quality improvement 

lies in the ability to measure performance over time. DRVS offers compelling data visualization capabilities that help 

inform current performance and allow you to identify opportunities for improvement when performance is lower than 

your quality targets. The side-by-side data visualization components of the Measure Analyzer include a run chart below 

the measure performance and a comparison bar graph on the right, seen below. 

 

The run chart shows performance on the measure over the measurement period with any filters applied from the filters 

bar, along with the primary and secondary target lines in green and yellow, respectively. Since the measurement period 

is a TY period, the lookback includes the 12 TY measure periods prior to the current TY period. If the measurement 

period in the filters bar were a monthly period, you would see performance on the measure for the current month and 

12 months prior. Hovering your mouse/touchpad pointer over each dot in the measurement period allows you to see 



Page | 16  
 

the numerator, denominator, and exclusions for that period. You also can view this data as a bar graph or in a data table 

by clicking the top right icons, shown below. 

   

Hovering over each bar graph lets you see the same numerator, denominator, and exclusions you would in the run chart 

and how close to meeting the primary or secondary targets you are. In the data table, when you have reached a target 

for the primary or secondary targets in any of the measurement periods, the result will be highlighted in green or yellow, 

respectively. The red indicates the target set for the measure has not been reached in that measurement period. 

Clicking on the far-right icon in the top right of the run chart will open the run chart full screen for the display you have 

set.  

 

In the comparison bar graph, the DRVS demo environment and the MPCA user environment default to comparing 

performance with all health centers in the network. The default setting will show your center performance on the 

measure for the current measurement period. If you want to compare performance on the measure across different 

filters, you can do so by selecting a characteristic in the Group By drop-down box. A common comparison is to see how 

different sites are performing and target the lower-performing sites for improvement interventions. In the Group By 

drop-down, you would select rendering location. The screenshot below shows how this grouping was applied. Hovering 

over the measurement bars will pop up the numerator, denominator, and exclusion information.  
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Like the run chart, the comparison data can also be viewed in different ways by clicking on the icons in the top right of 

the box, seen below. The middle icon shows the bar graph with the bars stacked vertically and jutting out to the right, 

while the right icon displays a data table as with the run chart. Also, note that the primary and secondary target lines are 

displayed on the bar graphs. You can also use the far-right icon to show the data in the visualization selected in full-

screen mode. 

   

DETAIL LIST 

The Detail List within the Measures section of DRVS shows patient-level detail of who is contributing to performance on 

a measure (ie. part of the numerator) and who has a gap in that measure. To access the detail list from a measure, click 

the ‘Detail List’ tab in the top middle of the screen, next to the ‘Measure Analyzer’ tab. The below screenshot of the 

Detail List is from the DRVS demo environment, which does not contain real patient data. 
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Notice that the filter bar from the Measure Analyzer has not changed. If you decide you want to add additional filter(s) 

to the measure, you can select what you want to add, then click update. This will change the data in the Measure 

Analyzer and Detail List tabs. 

The patient detail box contains patient demographic and clinical information, organized like a registry. More detailed 

information about registries will be covered in a later section of this guide. Using the scroll bar at the bottom of the 

patient detail box lets you see the full scope of clinical information provided. The columns will depend on the measure 

you are looking at. It will generally include the patient's most recent encounter, next appointment, most recent 

documented history of completing the measure, and any exclusionary information. A close-up of some of the columns in 

the patient detail box is seen below. 
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Below the Detail List tab, you have a search bubble to the left that allows you to search patients by name or MRN if you 

want to look up details on an individual patient.  Directly below the Detail List button is a set of boxes for All, Gaps, Num, 

and Excl. To the right, you have the Measure Investigation Tool and Saved Columns buttons; for the purposes of this 

guide, we will not get into detail about the functionality of these buttons, nor will the Value Sets tab be discussed. 

Azara’s Quick-Tip Clip at the end of this section icnludes information about these features. A close-up is seen below. 

 

The default when you click on the Detail List tab is the highlighted All button, seen above. This means that all patients 

who were eligible for meeting the measure in the measurement period and based on the filters applied are shown in the 

patient details list. In this example, any patient who was eligible for a cervical cancer screening in the measurement 

period TY Feb 2023, based on age and gender criteria from the measure definition minus exclusion criteria, is seen in the 

patient detail list. Essentially, the All button refers to the denominator for the measure.  

In the bottom left of the patient detail list box, outlined in red below, you have the actual number of patients counted in 

the measure and the number of patients that can be visible on one page at a time. The number of patients displayed on 

a single page cannot be changed. To scroll through the list of patients, use the right arrow circled in purple below, at the 

bottom right of the patient detail box.  

 

The Gaps button, next to the All button, is one of the most useful features of DRVS. When a patient has a care gap, they 

have not received an age and gender-recommended health care service. The Gaps button shows you the list of patients 

who were eligible for the service in the measurement period with the filters applied from the filters bar, and who did not 

meet the criteria for completing the measure. By clicking on the Gaps button, you will see how the patient list changes, 

most notably with the number of patients making up the total number of patient gaps in the bottom left and the 

number of pages in the Patient Detail List in the bottom right. Note that this number is the same number in the Gaps 

box in the Measure Analyzer tab. 
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To see the list of patients who have completed the measure, click on the Num button. Ideally, you want to have more 

patients in the Num display, as seen below, than in the Gaps display above. In this demo version, there are, in fact, more 

patients who have a cervical cancer screening care gap than there are who have completed the measure at any of the 

health centers that are part of this account. This means that more work needs to be done to get the screening rate up to 

the target either the health center set for themselves or the target they are using based on center, national, or VBC 

standards. 

 

To see details on patients who are excluded from the measure, clicking the Excl button will display these details, as seen 

below. It is worth mentioning here that the DRVS demo environment does not always contain data that logically makes 

sense, as is the case for the patient exclusions of this measure. The number of exclusions for a measure is usually much 

smaller, in comparison to the numerator and gaps. Scrolling all the way over in the Patient Detail List will show the 

reason the patient was excluded from the measure, which will match the measure description discussed earlier. In the 

case of cervical cancer screening, having a hysterectomy excludes patients from the denominator. 
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The patient detail list is an actionable list: using the 3 stacked dots at the top right of the page, you can either export the 

patient list to Excel, to a patient outreach platform or create a cohort of the patients from the filters applied in the filters 

bar and in the patient detail list.  

 

Exporting the patient list to Excel opens each column from the patient details data table into its own column in Excel. 

The Export Patient List option exports the list to a patient outreach platform that is integrated with DRVS. In Michigan, 

the two patient outreach platforms integrated with DRVS are Luma Health and Care Message. The Create Cohort option 

is an advanced option that requires privileges assigned by your Super User. A cohort is a static list of patients who fall in 

the measurement period and other filters set for the measure. Managing the patient gaps list with this option allows you 

to track whether these patients comply with performance measures over time. When a cohort is created, it becomes an 

option in the filters bar to add to future measurement periods. 

 

PRACTICAL APPLICATIONS 

One of the most common ways DRVS users incorporate the functionality of the Measures feature into clinical operations 

is to export the care gap patient detail list to their patient outreach platform and send patients messages requesting 

they call the clinic to schedule an appointment to have the care gap addressed. To export the patient care gap list, select 

the Detail List and highlight Gaps. Within the patient list, we recommend you filter for patients who do not have 

upcoming appointments in the Next Appointment date column, seen below. When the care gap message you send asks 

patients to call the clinic to schedule an appointment, patients who already have an appointment will presumably have 

their care gaps addressed at their next appointment when care teams huddle to discuss patient needs for the day. 

Further discussion into effectively using DRVS to plan for patient visits is discussed later in this User Guide.  
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To remove patients who have upcoming appointments from the patient details data table to the right of the Date sub-

column header, click the 3 stacked bars to open a pop-up window. In the drop-down box that defaults to After, select No 

Date. You will notice the number of patients in the bottom left change of the page adjust. From there, click the 3 stacked 

dots at the top right of the page and select Export Patient List. This will open a window to name the patient care gap list. 

It is recommended you provide enough detail so there is no ambiguity with what patient population you are providing 

outreach to. Standard nomenclature should include the measurement period and measure name, along with any other 

filters you may have applied (ie. language, rendering site, rendering provider, etc.) In this example of cervical cancer 

screening patient care gaps, a good name would be ‘TY Feb 2023 cervical cancer care gaps.’ The steps for exporting the 

patient list are shown sequentially, below. 

   

Once you confirm the export, when you log in to your patient outreach platform, you will be able to send your care gap 

message. If your center does not have a patient outreach platform that is integrated with Azara, you can export the 

patient list to Excel, save it in the appropriate format, and upload it to the system you use. 
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MPCA created the below recommended monthly outreach calendar that health centers can follow or adapt to their own 

needs. It is recommended that you limit sending care gap messages to one or two types per month because sending too 

many can cause patients to ignore or opt out of the messages altogether. This resource can be e-mailed to you by 

contacting Amy Zarr-McDonagh at azarr@mpca.net.  

 

You will notice in the above calendar there are no care gap outreach messages for December. This is because health 

center efforts are focused on getting ready for UDS submission at the beginning of the new year by making sure data is 

correctly documented within the EHR for ease of reporting.  

The Quick-Tip Clip for the Measure Analyzer can be viewed here: DRVS Measure Analyzer. 

Using the Measures feature in DRVS is a useful tool to help you familiarize yourself with how different measures are 

satisfied and what it means for a patient to be compliant on a measure or have a care gap. When you want to look at 

multiple measures at the same time, using the Reports feature will accomplish this task. 

IV. REPORTS 

ACCESSING REPORTS 

Reports in DRVS are groups of related measures that can be viewed at the same time. They are organized into a 

scorecard. To access Reports in DRVS, simply click on the Reports button on the Left Navigation Bar. This opens a list of 

report categories; expanding a category allows you to select a report, like the Measures button, seen below. Hovering 

your mouse/touchpad pointer over the “i” in the circle to the right of the report name provides a description of the 

report. Some of the more commonly used reports by our health centers include the universal data system (UDS), 

patient-centered medical home (PCMH), and transitions of care (TOC) reports. Any reports you have pinned will be at 

the top of the list. You can also search for a report in the search bubble. Some of the report categories are custom to 

MPCA’s network and are not available to other DRVS PCA networks. Once you select the report you would like to view, it 

displays the data in scorecard format. For demonstrating how to use a report, we will use the diabetes report as an 

example. 

 

mailto:azarr@mpca.net
https://vimeo.com/373940021/512c504768?embedded=true&source=vimeo_logo&owner=38964287
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THE REPORTS SCORECARD 

Clicking on the diabetes scorecard report takes you to a new page with the diabetes scorecard.  

 

Note that in the filters bar, the primary care service line is not a default setting when accessing reports. If you want to 

know which primary care (or any other service line) patients are and are not compliant with the measure in the 

scorecard, you will need to add the filter and update the scorecard, as described in the Measures section. Otherwise, 

patients receiving any type of service at your health center, including patients who may only see your dental or 

behavioral health providers, will be included in the scorecard. The new scorecard with the primary care service line is 

displayed below:

 

Each diabetes care measure has its own line in the scorecard. Clicking on any of the measures will take you to the 

Measure Analyzer. In the next column over, the Result column is the performance on the measure after filters are 

applied in the filters bar. If performance has met the 90th percentile target, the result will be highlighted in green. If the 

result is between the 75th and 89th percentile target, it will be highlighted yellow. When the result has not met the 

measure target, it will be highlighted in red. The Target column represents the 90th percentile target. The remaining 

columns in the scorecard display the numerator, denominator, and exclusions for each measure. Clicking the down 

arrow next to any of the Exclusions will download the patient detail list for that measure and allow you to open it in 

Excel. You can export the entire scorecard to Excel or as a pdf by clicking the 3 stacked dots at the top right of the 
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screen. The scorecard will display in Excel exactly as you see it, with each data element occupying its own cell. You can 

save the scorecard to your pins by clicking the pin at the top right of the screen and checking the box to save to My Pins. 

CARE GAPS 

To see details on patients who have multiple care gaps across scorecard measures, click on the care gaps tab next to the 

report tab. The default setting displays patients with care gaps who do not have an upcoming appointment. They 

represent the most actionable aspects of the scorecard. These are patients you will want to reach out to via phone call, 

text, or e-mail with a patient outreach platform to encourage them to schedule a follow-up with their PCP to ensure all 

their healthcare needs are met.  

 

As you scroll across the care gaps table, each measure has its own column and gaps are indicated in red, as seen above. 

You will also see when each patient’s last appointment was, as seen below. If you want to see all patients in the 

scorecard with care gaps, or just patients with care gaps and an upcoming appointment, you can select the All or Has 

Appt buttons, respectively. 

 

When viewing the scorecard’s care gaps, you have options for distributing the scorecard. Clicking the stacked 3 dots at 

the top right of the page gives you the option to export the scorecard to Excel, e-mail it, or create a cohort if you have 

cohort privileges.  
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Exporting the scorecard to Excel displays each data column and data element in its own cell. Often, Quality 

Improvement staff at health centers will e-mail the scorecard report to providers on a monthly or quarterly basis to help 

providers focus on groups of measures they need to improve their performance on. Creating a cohort from the patient 

care gap list Reports feature in DRVS allows you to track patients with one or more care gaps in the scorecard at a fixed 

point in time and whether those care gaps get closed at a later point in time by adding the cohort to the filters bar when 

the report is run in the future. 

CUSTOMIZATION 

If you are looking through the existing reports in DRVS and find that a report with all the measures you want to compare 

performance on does not currently exist, Azara allows for the customization of reports. Creating a custom report 

requires special administrative privileges that your health center’s Super User will have. Alternatively, for help creating a 

custom scorecard report, MPCA’s data team (Cheryl Gildner, Ashley Wozniak, and Hallie Rennaker) can assist.  

PRACTICAL APPLICATIONS 

With the many reports and the ability to create customized reports in DRVS, managing the healthcare needs of patients 

with multiple care gaps becomes much easier. Many of the existing reports in DRVS are focused on eCQMs. Other types 

of reports exist in DRVS, including operational, financial, and transitions of care (TOC) reports. For this section, we will 

focus on how using the transitions of care reports can help improve patient outcomes while reducing healthcare costs 

and increasing revenue through the transitional care management (TCM) billing process and meeting VBC performance 

goals. For more information about care management practices, please refer to the Care Management User Guide 

developed by Shelly Hathaway, MPCA’s Nurse Care Consultant. 

When one of your patients receives care in an emergency department (ED) and/or is admitted as an inpatient (IP), DRVS 

receives information through the hospital’s admission, discharge, and transfer (ADT) feed through the state’s health 

information exchange (HIE). Standard practice dictates that once a patient is sent home from the hospital, they have a 

timely follow-up with their primary care provider to ensure continuity of care and patient conditions are effectively 

managed. The Transitions of Care (TOC)-ED/IP report can be used to identify which patients have been released and 

which ones need to be scheduled with their primary care provider. 

To access the Transitions of Care (TOC)- ED/IP report, click the Reports button in the left navigation panel, scroll the 

Reports categories list to the bottom to open the Transitions of Care category, and click on the Transitions of Care (TOC)- 

ED/IP report name.  

 

mailto:cgildner@mpca.net
mailto:awozniak@mpca.net
mailto:hrennaker@mpca.net
mailto:shathaway@mpca.net
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From there, TOC outreach staff can view the list of patients who do not have upcoming appointments and initiate the 

TCM process by calling the patients to help them schedule an appointment with their PCP. Many health centers will 

employ RN Care Managers (CMs) to serve this function because they are credentialed to submit enhanced billing codes 

for reimbursement.  

To see the Quick Tip Clip for Using the Reports feature in DRVS, you can access it at the following link: DRVS Scorecards.  

V. DASHBOARDS 

The dashboards feature in DRVS contains performance on measures related to one another that are visualized in 

different ways. Each measure within a dashboard has its own widget, and each dashboard has its own unique widgets. 

ACCESSING DASHBOARDS 

To access dashboards in DRVS, click the Dashboards button on the Left Navigation Bar. This will open the categories of 

dashboards available in DRVS. Clicking the arrow to the right of the dashboard category name opens the category to 

show the list of dashboards within that category. Your pinned dashboards will be at the top of the list. Most dashboards 

will be found under the Azara category and are available to all MPCA health centers. In 2022, Michigan FQHCs most 

frequently used Patient Risk Stratification, Referral Management, Panel Management, Transitions of Care, and UDS 

Adult Preventive dashboards. You can also search for a dashboard using the search bubble above the list of dashboard 

categories. Hovering over the circle “i” next to the dashboard name will give you a description of the widgets in the 

dashboard, what measures are associated with the dashboard, and examples of how you might want to use the 

dashboard as part of your center’s clinical operations. In the following example, we will use the Cancer Screening 

dashboard to demonstrate how the measures are visualized in different ways. 

 

DASHBOARDS DISPLAY 

Once you click on the Cancer Screening dashboard under the Azara category, a new page opens with the filters bar at 

the top and the different widgets that make up the Cancer Screening dashboard below. The Dashboards feature default 

filters bar does not include a service line, so the primary care service line has been added in the screenshot below. 

Additional filters are also available to narrow performance on the metrics within the dashboard. To save a dashboard 

and make it easily accessible for later use, click the pin at the top right of the page and save it to My Pins. 

https://vimeo.com/373976158/124068569a?embedded=true&source=vimeo_logo&owner=38964287
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Within a dashboard, clicking on the circled “i” next to the dashboard name opens a pop-up window with the dashboard 

description. The description for the Cancer Screening dashboard is below.  

 

Within the Cancer Screening dashboard, there are 3 rows of widgets, containing 3 widgets each, 1 for each cancer 

screening measure. The top row of widgets contains the overall performance of the health centers in the Demo 

environment, displayed as a dial, as seen below.  
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The green and yellow primary and secondary goals, respectively, are indicated to show how close to meeting those goals 

your center is. If you hover over the performance rate in the middle of the dial, performance to the nearest 1/10th of a 

decimal place and the numerator, denominator, and exclusions for the measure pops up.  

The next row of widgets in the Cancer Screening dashboard are run charts for each of the cancer screening measures. 

The look-back period in for the run charts in the Dashboards is shorter than the look-back period in the Measure 

Analyzer. 

 

Hovering over each data point in the run chart shows the performance to the nearest 1/10th of a decimal place and the 

numerator, denominator, and exclusions for the measure. The green and yellow primary and secondary performance 

targets, respectively, are also displayed in the run charts.  

The last row of widgets in the Cancer Screening dashboard shows a data table of performance on each measure for each 

site within a healthcare organization. Each site has its own line in the data table. The numerator, denominator, and 

exclusions for the measure are shown next to each site. 

 

Clicking on the measure name in any of the widgets will take you to the Measure Analyzer, where you can delve into 

patient-level detail on who is compliant with the screening and who has a screening gap. Any filters applied in 

Dashboards will carry over to the Measure Analyzer. To go back to the dashboard without having to reapply your 

settings, click the left-pointing arrow next to the measure name in the Measure Analyzer. 

 

DISTRIBUTING DASHBOARDS 

Clicking the 3 stacked dots next to the pin in the top right of the page allows you to see your options for distributing the 

dashboard: exporting as a pdf and e-mailing the dashboard. Selecting to e-mail the dashboard creates a pop-up to set 

how often and to whom the dashboard will be sent. Typically, staff from your QI department will arrange this. 
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CUSTOMIZATION 

As with Reports, the Dashboards feature in DRVS also has the option for customization. A customized dashboard may be 

warranted if the groups of measures you want to look at are not part of an existing dashboard. To create your own 

dashboard, you will need administrative privileges, so your Super User and/or anyone else with those privileges at your 

center can help create a customized dashboard. Customizing a dashboard lets you choose the types of widgets and how 

the data is displayed in the widgets. You can also e-mail MPCA’s Data Team for support in creating a customized 

dashboard. 

PRACTICAL APPLICATIONS 

As mentioned earlier in this section, the dashboard description provides practical use examples. Following these 

guidelines will help ensure that the Dashboards feature is utilized effectively and contribute to performance 

improvement. For example, any of the dashboards containing eCQMs can be e-mailed to providers, so they are aware of 

their performance on your center’s priority measures. Distributing other dashboards, such as the Matched Members, 

Panel Management, and Transitions of Care dashboards, can help improve access to care, provide better continuity of 

care, allow providers and other clinical and non-clinical support staff to better manage patients’ health care needs, and 

increase revenue for your organization.  

The Quick-Tip Clip for the Dashboards feature can be viewed at the following link: DRVS Dashboards. 

VI. REGISTRIES 

The Registries feature in DRVS displays all patients seen within the same measurement period and their clinical 

information across clinical measures within the registry type. Registries are useful for learning about your patients’ 

entire care needs that may not otherwise be related. For example, in the Adult Primary Care Registries, you will see 

clinical information for how recently a patient received services for the UDS measures, whereas a condition specific 

registry will only contain clinical information for those related measures. 

ACCESSING REGISTRIES 

To access the Registries feature in DRVS, click the Registries button in the Left Navigation Bar. This will open the list of 

registry categories, with any pinned registries at the top. Most pre-loaded registries created by Azara are found under 

the Azara category. Scrolling down within the category will allow you to see the full list of registries. 

     

mailto:cgildner@mpca.net
https://vimeo.com/469877796/e934eaa0c1?embedded=true&source=vimeo_logo&owner=38964287
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You can also search for an existing registry using the search bubble, as seen below. Hovering over the “i” to the right of 

the registry name pops up a window with the registry description, inclusion, and exclusion criteria. You can also view this 

information by clicking the “i” next to the registry name when you are in the registry itself.  

    

REGISTRIES DISPLAY 

Now, let us look at a registry within DRVS and see the patient and clinical data elements contained in it. We will use the 

asthma registry for our example. Again, the patient details you will see are from DRVS’ demo environment, so they are 

not real patients. 

When you click on the asthma registry under the Azara category, patient data does not appear, initially; you first must 

set any filters you want to apply and click the blue update button.  

 

The visit date range will default to the current date plus the previous 7 days. When you click on the calendar icon in the 

visit date range box in the filters bar, it opens date range options to choose from, including setting a custom date range. 

The registries feature is the only feature in DRVS which allows you to set a custom date range. 
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Registries can be run retrospectively, looking at patients who had visits in the past, or prospectively, to see clinical 

information on patients who have upcoming appointments. In the following screenshots, we will look at patients who 

were seen the previous day and identify the care needs these patients have. You can search for a specific patient by 

name, MRN number, or Medicaid number to view clinical information for a single patient in the registry using the search 

bubble below the blue registry button. 

 

In the patient data table, you will first find information about the patient, their most recent encounter, and their next 

scheduled appointment. If this were a live registry that contained real patient data, the ‘Most Recent Encounter’ date 

column would have dates only for the visit date range matching the measurement period in the filters bar; the dates you 

see in the above registry is another example of the Demo environment not always presenting logically. The exception to 

this would be if the provider had not closed out the encounter in the EMR, so DRVS would not recognize the visit as 

complete.  

Above the patient’s name column is the heading for ‘Demographics.’ When you click the right-facing arrow, it expands 

additional columns containing patient demographic information, as seen below. You can use the scroll bar at the bottom 

of the table to see patient contact information.  
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As you scroll past the ‘Next Appointment’ information, you will see each patient’s clinical information related to the 

asthma measures. The asthma registry contains dates, codes, and additional clinical information for asthma diagnosis 

and severity, preferred treatment, persistent asthma diagnosis, BMI, Flu shot, and PCV (not seen below). Each clinical 

registry will contain the clinical data elements specific to the health care services related to each registry. 
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In a live registry with real patient data, you would see a more complete registry. For example, in the ‘Asthma Preferred 

TX’ box, under the ‘Name’ column, you would see the name of the primary medication each patient takes to control 

their asthma. 

MANAGING REGISTRIES 

In the top right of the page, you have the stacked 3 dots that allow you to export the registry to Excel, which will take 

the data from the registry table and assign each data element its own cell, export the patient list, which will transfer the 

list to either Luma Health or Care Message to send population outreach messages if you have either of those patient 

outreach platforms integrated with DRVS, or create a cohort of the patients in the registry, if you have Azara privileges 

to do so. Next to the dots is the pin to save the registry to your pins. 

 

CUSTOMIZING REGISTRIES 

The Registries feature in DRVS also allows for customization. For this guide's purposes, we will not detail how to create a 

custom registry. Your DRVS Super User will have those privileges. MPCA’s Data Team can also assist with creating a 

custom registry for your organization. 

PRACTICAL APPLICATIONS 

Different staff roles may use the Registries feature in DRVS for different purposes. In the above example of the Asthma 

registry, we looked at the patients who had a visit the previous day. Quality Department staff might be interested in 

running a retrospective registry to view which patients had all their care needs met at their most recent office visit and 

which ones are out of range and require attention to better manage the patient’s care needs. To improve health 

outcomes, Quality Department staff could distribute a provider’s list of patients in a clinical registry to care teams to 

provide additional support and coordinate care, so their conditions are better managed. 

A practical application for running registries prospectively is if a Nurse Care Manager runs a clinical registry daily to see 

which patients coming in have unmet care needs and/or have recent clinical results out of normal range that need to be 

managed more closely. In the below partial screenshot, the Nurse Care Manager might identify patients to perform an 

asthma severity before the provider sees the patient. The Nurse Care Manager can also communicate with the patient’s 

provider that the patient needs reinforcement of weight management counseling and/or a referral to weight 

management programs or nutrition services to control their asthma if the BMI calculated at that visit is out of range. In 

this practical application, the Registries feature is used to pre-visit plan for upcoming appointments and huddle with the 

provider for better-coordinated care.  
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To view the Quick Tip Clip of the Registries feature of DRVS, use the following link: DRVS Registries. 

Registries only provide a snapshot of what care needs and care gaps a patient has and are limited to the related services 

within the registry. In the next section of this User Guide, we will explore the two point of care (POC) tools available to 

DRVS users, the PVP Report and CMP Passport, which when run prospectively, show all patient care gaps and allow care 

teams to plan ahead and address patient needs at their visit.  

VII. POINT OF CARE (POC) TOOLS: THE PRE-VISIT PLANNING REPORT AND CARE MANAGEMENT PASSPORT 

INTRODUCTION 

In addition to the data analytics and data visualization components of DRVS covered in the first six sections of this User 

Guide, DRVS has patient point of care (POC) tools available to DRVS subscribers that help care teams plan for and 

provide better patient care. These tools are the Pre-Visit Planning Report and Care Management Passport. These tools 

are valuable for identifying patient care gaps and social service needs and allow for better-coordinated care. Let us 

examine each of these tools one by one. 

A) THE PRE-VISIT PLANNING (PVP) REPORT 

USING THE PVP REPORT TO MEET PATIENT CARE NEEDS 

The PVP report is a POC tool that displays patient demographic, clinical, and social drivers information for all patients 

scheduled on a specific date or date range. The PVP report is used to identify which services a patient is missing, based 

on age and gender criteria. Its purpose is to help providers and their care teams plan for upcoming patient visits and 

coordinate care for patients. When patients come in for an office visit, the goal is to ensure multiple care needs are 

provided at the time of the visit, regardless of the reason for the visit. Identifying your patients’ care needs takes the 

guesswork out of what services to provide and helps care teams provide more efficient care when staff responsibilities 

are distributed across clinical licenses and skill sets. In turn, when multiple patient care needs are addressed at the time 

of visit, it reduces the cost to the patient by not having multiple visits and makes patients more likely to access care in 

the future. Better patient outcomes will also result since more patient preventive and chronic care needs are addressed 

and better managed. 

RUNNING THE PVP REPORT 

To run the PVP report, click the PVP button at the top of the Left Navigation Bar, once you have logged in to your DRVS 

account. You will notice from the screenshot below that patient data is not automatically displayed; you first must set 

your filters in the filters bar and click update. 

 

It is recommended you use the PVP report to prepare for patient visits a day ahead of time, when the providers’ 

schedules will be most up to date for the following day’s appointments. You can either choose the rendering provider 

you want to print the PVP report for from the filters bar, seen below, and see how many patient appointments the 

provider has on the selected date, 

 

https://vimeo.com/397492543/371a647355?embedded=true&source=vimeo_logo&owner=38964287
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or you can keep the filter to all and see all providers with upcoming appointments on the date selected. Running the PVP 

report this way, the default setting displays the alphabet for the provider’s last initial. Clicking on a letter will display all 

providers with that initial.  

 

 Clicking on the ‘Show All’ box to the right of the alphabet will list all providers sorted alphabetically. 

 

When running the PVP report a day ahead to prepare for patients coming in for visits, the PVP report will only capture 

appointments that have been scheduled up to the time you run it. It is common for an appointment to be scheduled late 

in the day or have same-day appointments added to the provider’s schedule. To ensure that these patients’ needs are 

also addressed, you can type the patient’s MRN number in the MRN box in the filters bar and click update. Multiple 

patients can be added by using a comma to separate the MRN numbers. 

 

INFORMATION CONTAINED IN THE PVP REPORT 

Either way you choose to locate a provider you want to access the PVP report for, clicking the down carrot next to the 

number of appointments displays the list of each patient’s PVP report.  
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Below is an example of a PVP report for a PCP visit in the DRVS demo environment, so this is a fictitious patient and 

contains no real patient identifying information. We will examine the information in the PVP report, section by section. 

The colored boxes and circles below were added to show how the PVP report is organized. 

 

Starting at the top in the purple box, the date and time of each patient’s visit, along with the visit reason, is displayed. 

This information is pulled from the patient schedule in your EHR. The visit reason will be unique to each organization, 

based on how their EHR classifies different appointment types. Below the appointment information are patient 

demographics to the left and PCP, payer, and CM provider information to the right. The patient risk category will be 

described as it relates to patient diagnoses, risk factors, and SDOH in a moment. Azara also includes whether a patient 

has access to your organization’s patient portal and which cohorts the patient is part of. Ensuring patients have access to 

their health information is important for Patient-Centered Medical Home (PCMH) and Meaningful Use (MU) federal 

recognition and incentive payment programs, so identifying whether a patient needs to be offered access to your 

patient portal will help meet these program standards. Knowing whether a patient is part of a cohort is useful if a 

patient’s clinical outcomes are being tracked as an improvement initiative your health center is part of, so calling 

attention to this will assist with managing improvement outcomes. 

In the green box above, patient diagnoses, risk factors, and SDOH are abbreviated, along with the counts of each in 

parentheses. The full list of commonly abbreviated diagnoses and risk factors can be found in the Appendix of this User 

Guide. Patient SDOH are non-medical known contributors to poorer health outcomes. Removing these barriers will help 

patients improve their health by better managing or eliminating chronic disease burdens. The full list of SDOH factors is 

listed in the Appendix of this Guide. A new feature of DRVS Azara recently rolled out is the ability to make the patients’ 

SDOH actionable by allowing staff to search and connect patients to community resources that help address their SDOH. 

This is a separate feature of DRVS that requires a subscription. If your center is connected to this feature, you will see a 
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house in a blue box to the right of the SDOH category head. Clicking this button takes you to a new page to identify 

community resources you can connect your patients to. 

Azara created an algorithm that assigns a risk score to each patient, seen in the blue box with demographic information. 

Each diagnosis, risk factor, and SDOH are assigned a point value based on the severity of the impact they have on a 

patient’s health. The summation of these point values places patients in a low, medium, or high-risk category, meaning 

they are likely to have poorer health outcomes and require higher-cost services to meet their medical needs. This is not 

something that should be overlooked; as we discuss later in this section, a patient’s risk will help care teams prioritize 

their needs and focus on the higher-risk patients when discussing how to manage and coordinate their care during daily 

huddles. 

The orange box in the screenshot above contains patient alerts that are customizable by healthcare organizations. Your 

organization’s DRVS Super User and anyone designated with Admin privileges can determine which alerts to turn on and 

have displayed on the PVP report. Some alerts also allow for the customization of when alerts are flagged for patients, 

outside of standard medical recommendations governing the frequency at which services are performed. For example, if 

your health center wants to be alerted when patients are due for colorectal cancer screening at 45 years old instead of 

50, that is a possibility. The alerts are organized by name, whether they are overdue, due soon, out of range, or 

occurred, the date the service was last performed, the result, and if your center has completed care team roles and 

responsibilities in the Alerts Administration section of DRVS, the staff member assigned to perform that function. The 

full list of PVP alerts can be found in the Appendix of this User Guide. The patient alerts will help you plan for the 

services patients need addressed during their visit by performing them yourself, another staff performing them or 

coordinating with another department to have those needs addressed. 

In the above example, information about any open referrals is shown on the PVP report in the yellow box. Only 

healthcare organizations that subscribe to Azara’s referral management module will see open referrals that do not have 

results on the PVP. This module comes with an additional cost to implement, since additional mapping is required. The 

information listed includes the type or specialty the patient was referred to, where they were referred, the date the 

referral was made, and the date of the patient’s appointment. If any of that information is missing, it will be blank. For 

example, if the patient was asked to call and schedule an appointment for a service they were referred to and never 

does or does not inform the health center later when that appointment is, the appointment date field will be blank 

because it was never entered in the EHR. It is best practice to have as much referral information available, as you will 

see in the Practical Applications section on using the PVP report. 

DISTRIBUTING THE PVP 

You will notice when utilizing the PVP report the stacked 3 dots appear in the top right of the screen. Clicking on it gives 

you the option to export the PVP as a pdf file or to Excel. When centers use the PVP to support care team huddles, they 

will print the PVP as a pdf file and distribute it to care team members, so they can take notes on services they need to 

address during the huddle. To print multiple providers’ PVP report at once, select all providers from the rendering 

providers filter, click the update button, then export as a pdf. 

 

PRACTICAL APPLICATIONS 

As described above, the PVP report contains a lot of useful clinical and non-clinical information about each patient who 

has scheduled an appointment. The most practical application for using the PVP report is to prepare for daily care team 

huddles. Care team huddles are short, 10-minute, check-ins between the provider and at minimum one other clinical 
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support staff member, such as a Medical Assistant (MA), Lead Practical Nurse (LPN), or Nurse (RN). The huddle’s purpose 

is to discuss that day’s patients’ needs and coordinate care where needed before the provider’s patient schedule starts. 

When possible, additional staff, such as Nurse Care Managers, Care Coordinators, and/or specialty care staff (ie. 

Behavioral Health support staff) should also attend, to ensure complex patient care needs are met during the visit. If 

additional staff members are unable to attend, then the MA or whoever leads the huddle should ensure they 

communicate with staff when their support is needed.  

Since the intention of the huddle is to keep it brief, some considerations should be made to maximize time. The focus of 

the care team huddle should be to discuss only high-need patients who may require additional coordination of services 

to have their needs met. For routine services, such as assessments or blood pressure checks, the owner of the care alert 

should perform that service automatically. The huddle leader should remind the provider of the services they need to 

perform, such as diabetic foot exams or nutritional counseling. This allows all staff to perform to the top of their license 

and skill set and makes the delivery of care more efficient. 

As mentioned, it is best practice to prepare for the huddle a day ahead of time, to allow adequate time to make sure 

each patient’s records are in order, so the huddle can focus on the patients who require the most attention. To help 

prepare for the huddle, you will want to look to alerts for services that are not performed at your center and ensure 

these alerts truly reflect patient care gaps. For example, services such as mammograms or colonoscopies may require an 

outside provider to perform. Often, a patient may have completed these services, but either the place they received 

these services never sent the results to the PCP, or they are in the patient’s EHR, but not documented in a structured 

way that DRVS can read, so it looks like they did not complete the service when they did.  

The first step when seeing an alert for a service that is performed outside your organization is to review the patient’s 

chart in places like scanned documents or recent encounter notes to see if the service was performed or mentioned. If 

you find a record of the results for that service, it is best practice to create a referral or order in the patient’s record, 

attach the results to the referral, and flag it for the provider to review ahead of the patient’s appointment. Once the 

provider signs off on the result, the PVP will not instantaneously update since the data is refreshed nightly, but you can 

make a note to yourself that the alert does not need to be discussed during the huddle.  

If you find mention of a service being completed in an encounter note or visit summary as free text and a date of when 

the service was performed is known, you may be able to enter this information as structured data, depending on your 

EHR. Some EHRs have tables for health maintenance services where date fields are structured data, so if your EHR has 

this capability, you can enter the date it was performed. Usually, a month and a year is enough to satisfy the completion 

of the service. You will still want to do your due diligence and request the results of that service from where it was 

performed by having the patient sign a Release of Information (ROI) form and enter the results in the patient’s chart. 

Another focus for preparing for the huddle is to review the open referrals section on the PVP if your center has that 

feature. If the date of the referral appointment has passed, but the alert is still showing on the PVP, that means the 

referral has not been closed out by the referring provider at your center. This could be because the patient was a no-

show to the appointment, or the provider they were referred to has not sent back their records from the service 

performed. You will want to confirm with the patient whether they attended the appointment, and depending on their 

response, call the clinic they were referred to and request the results from the service they received. If the patient did 

not attend their appointment, you can take note of this and mention it to the provider during the huddle.  

The quick tip clip for using the PVP report can be viewed here: DRVS Patient Visit Planning (PVP) Report. For guidance on 

what an effective care team huddle looks like, you can refer to Azara’s training video here: DRVS Care Team Huddle. 

Recommendations for getting your organization started with pre-visit planning and care team huddles are included in 

the DRVS point of care playbook here: Supporting Huddles: The Patient Visit Planning Report.  

B) THE CARE MANAGEMENT PASSPORT (CMP) 

https://drvshelp.azarahealthcare.com/supporting_huddles
https://vimeo.com/227407105?embedded=true&source=vimeo_logo&owner=38964287
https://drvshelp.azarahealthcare.com/supporting_huddles
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OVERVIEW OF THE CMP 

The CMP is another POC tool available in DRVS that typically Care Managers use to review and act on patient needs. 

Patients in the CMP are viewable individually. The CMP is a standard feature of DRVS, but individuals at a healthcare 

organization will need to have privileges set by their Super User or anyone with Admin privileges to access the feature.  

ACCESSING THE CMP AND LOOKING UP A PATIENT 

To access the CMP, click the CMP button in the left navigation bar. 

 

This will bring up a box to search for a patient by MRN, name, and/or DOB. The preferred way to look up a patient is by 

MRN since each patient will have a unique MRN. 

 

Once you enter a patient’s MRN number and click the blue ‘Find Patient’ button, the Patient Lookup box will display all 

patients matching that MRN number. Again, there should only be one patient displayed when you look up a patient by 

MRN number. The below screenshot is a fictitious patient from the DRVS demo environment. 

 

Clicking on the blue MRN number from the list will open the patient details in the CMP. 
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CMP PATIENT DETAILS 

Patient details in the CMP are organized by type of information.  

 

The red demographics bar that you see on the PVP is also present in the CMP. Immediately below the demographics bar 

outlined in aqua are up to the ten most recent assessments the patient received, the date they received it, and the 

number of previous times they were assessed in the TY period. In the yellow box is the patient’s active problem list. Up 

to ten active problems will be listed, along with the most recent date the diagnosis was indicated. The total number of 

assessments and active problems are shown in parenthesis, next to the box title, so there could be more than ten counts 

in the measurement period. 

Below the assessments and active problems are appointment and clinical information. 

 

To the left in the purple box are the five most recent encounters and the next five scheduled appointments, whom the 

patient saw or will see, and the type and reason for the visit. The total number of most recent and upcoming 

appointments will be indicated in parentheses. The number box outlined in orange above contains the most recent key 

clinical indicator information, the date it was collected, and the patient’s risk score, if your organization has the risk 

module. For the clinical information, if the data has been collected more than once, a line with up to the ten most recent 
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data points will be displayed next to the most recent result for that clinical indicator. Hovering your mouse/pointer over 

a data point will display the result. This is a simplified way to see whether a patient’s health status is improving. 

Below appointment and clinical indicator information are the patient’s SDOH, allergies and medications, and risks. 

 

The social drivers’ information in the green box above comes from the most recent SDOH assessment the patient 

received, with the total number of drivers in parentheses. If your center is subscribed to the Community Connect feature 

Azara offers, you will have the ability to click the button with the house in the blue box to open an external site to look 

up community resources in the patient’s area to help mitigate the social drivers of health. The patient’s ten most 

recently recorded allergies and active medications are listed in the pink outlined box, with the total number in 

parentheses and the date each was last reviewed. The risks in the blue box are listed by risk category, what the risk is, 

and the number of points assigned to each risk that determines the patient’s risk score. In a live environment, you will 

not see blank lines or duplicate risk information. This is another quirk of working in the DRVS Demo environment. 

The last set of information contained in the CMP includes patient alerts, open referrals, and in-patient (IP) and 

emergency department (ED) utilization. This information is subject to the following: which patient alerts your 

organization has enabled, whether your organization is subscribed to the referral management module and whether 

your organization is connected to a health information exchange (HIE) that provides access, discharge, and treatment 

(ADT) information from hospitals, respectively. 
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All patient care gap and open referral alerts the patient has will be listed, as displayed on the PVP report, including ED 

and IP visit information. In the CMP, more information about those visits will be shown, including dates of admission and 

discharge, what hospital they were seen at, and the diagnosis code and description of the visit. In the above screenshot, 

the description information is missing. When this happens, it is likely due to the hospital not including what the 

diagnosis code refers to in the discharge information field DRVS is mapped to in the ADT feed. 

PRACTICAL APPLICATIONS 

As mentioned previously in this section, access to the CMP requires special privileges set up by your organization’s Super 

User or other staff with Admin privileges. Care Managers or staff with care management responsibilities typically have 

these privileges. Care Manager best practices for using the CMP include looking up patients coming in for scheduled 

visits and identifying which patients they need to follow up with for assessments, screenings, and updates to clinical 

information, among other actions. Often, health centers will hire or assign nurses for this role since they have a clinical 

license and can provide more services than someone without a clinical license. When available, it is advised that Care 

Managers attend daily care team huddles between the primary care provider and clinical support staff, to bring 

awareness to the support patients will need from them. When unable to attend a daily huddle, the Care Manager should 

communicate with primary care team staff and alert them which patients have needs that require their attention during 

their visit. 

If your organization does not have or offer care management services and would like to know more about how to get 

started with a care management program, contact Shelly Hathaway, Nurse Care Consultant at shathaway@mpca.net for 

guidance, technical assistance, and/or MPCA’s Care Management Guide. 

Azara’s Quick-Tip Clip for using the CMP can be viewed here: DRVS Care Management Passport. 

VIII. DRVS TROUBLESHOOTING 

A) DRVS TROUBLESHOOTING TIPS 

Sometimes, DRVS functionality can be interrupted for several reasons. In this section, we will go over some situations 

you may face when using DRVS, and what you can do to improve usability. 

A PAGE WON’T LOAD 

When trying to access a report, dashboard, measure, or other feature in DRVS, sometimes the page may try and process 

what you are running, but the information takes a long time to load. This will sometimes happen when a patient detail 

list you are trying to access is large. Other times, there may be a bug in the system or too many DRVS users accessing the 

system at one time, causing DRVS data to load slow or not at all. If this happens, you have a couple options to try and 

get DRVS to function properly. One course of action is to log out of your DRVS account and log back in. This usually 

solves the issue. If not, you may need to stay logged out for a couple of hours before trying to log back in if it is more 

widespread. You can also try clicking the “A” Azara logo above the Left Navigation Bar to see if that loads the 

information you are trying to access. 

PRINTING THE PVP REPORT 

When printing the PVP report as a pdf file for a provider’s patient panel, it will take up all room on a single page before 

going to the next page. This can be problematic because the PVP report for a patient may be split onto two separate 

pages. Some prefer to have one patient per page because there will be extra room at the bottom to take notes as they 

prepare for the daily care team huddle and during the care team huddle. Unfortunately, there is no way to change the 

print setup for the PVP report. The workaround to this would be to enter each patient’s MRN number in the filters bar 

and print one page at a time for each patient.  

EXPORT FUNCTIONALITY NOT WORKING 

mailto:shathaway@mpca.net
https://vimeo.com/373504609/951cd72957?embedded=true&source=vimeo_logo&owner=38964287
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This next troubleshooting workaround applies to staff who have advanced privileges that allow them to distribute 

patient lists by exporting them and to health centers that have DRVS integrated with patient outreach and engagement 

platforms. If the export functionality disappears within the three dot drop-down options, the best way to get this 

functionality restored as quickly as possible is to open a ticket in Azara’s Support Portal and include a screenshot of the 

missing functionality, seen below: 

 

Guidance on how to submit a ticket can be found on pages 6-7 of this User Guide.  

DRVS ENHANCEMENT SUGGESTIONS 

Azara Healthcare, LLC strives to meet the data reporting and clinical and operational needs of its customers with its 

DRVS platform. For these reasons, Azara encourages feedback from its users on how to make their product run 

smoother and operate better. If there is a capability you would like to see added or improved, you can submit a request 

by clicking the ‘Support Portal’ button from the question mark drop-down list at the top right of your screen. 

 

This will open a login page in a new web browser window. Once logged in, if you scroll toward the bottom of the page, 

there will be an option to request a product enhancement. 

 

Clicking on ‘Enhancement Request’ will take you to a new page with a form to fill out the details of your request. 

B) DATA HYGIENE 

THE IMPORTANCE OF GOOD DATA HYGIENE 

As stated at the beginning of this Guide, the quality and accuracy of data reflected in DRVS are determined in large part 

by how and where data is entered into your EHR. To improve data hygiene, all staff documenting in the EHR and using 

DRVS must be aware of how documentation standards must be upheld, to provide optimal patient care. When patients 

come into your clinic, they feel a sense of trust in their provider and staff that they will receive the care they need, when 
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they need it. Being able to easily access their records and having confidence that the records are accurate allows 

providers to deliver timely, appropriate care to their patients.  

ENSURING GOOD DATA HYGIENE AND DATA ACCURACY  

Most health centers have quality departments with staff whose role is to identify data discrepancies and improve data 

hygiene. These staff members will perform chart audits to ensure all data systems used are reporting performance as 

similarly as possible. DRVS offers several tools and resources to assist with data validation, including a measure 

validation workbook and data health dashboards. For the scope of this User Guide, we will focus on how non-quality 

department staff can contribute to the overall improvement in data quality. An Azara webinar on the different methods 

to validate data can be viewed here: Healthy Data Healthy Results. Templates for a measure validation checklist and 

measure validation calendar can be downloaded in the DRVS playbook section of the Help Documentation website here: 

Data Hygiene Program Resources.  

One way that non-quality improvement staff can improve data quality for your organization is by using the PVP report. 

As described in the previous section, the PVP report is a valuable tool to help identify and address patient care gaps 

during a patient’s visit. When using the PVP report to prepare for daily care team huddles, reviewing the patient care 

alerts helps improve overall data hygiene and data quality for your organization, so quality improvement is something all 

staffing levels have a hand in.  

The best way for a non-quality improvement staff member to use the PVP report to improve data hygiene is to identify 

which alerts require the patient to receive services outside of your healthcare organization to complete and check the 

patient’s chart to see if the records exist. Common services that may show as alerts on the PVP, when they have been 

completed are mammograms and colonoscopies. Every EHR has different ways of documenting, but one place to look 

for mammogram and colonoscopy results is in a scanned documents folder or section of the EHR. If records are found, 

you can then create an order, attach the results, and remind the provider to review them and close the order, so you 

receive credit for ensuring your patients receive age and gender-appropriate cancer screenings.  

It is also worthwhile to check the accuracy of the labs section of your EHR to make sure lab alerts on the PVP report, 

such as cholesterol or cervical cancer screenings, are true services that need to be addressed at the patient’s visit. 

Depending on what lab you use, labs may end up in your scanned documents section of the EHR, and if they are not 

attached to an order and signed off by the provider, DRVS will not recognize the services being completed.  

If your center subscribes to the referral management module, the Open Referrals section of the PVP report is another 

place to reconcile records with your EHR for accuracy. Looking for consultation notes where scanned documents are 

stored in the EHR, attaching them to the referral, and alerting the provider to review will improve closing the loop on 

open referrals and allow for better data accuracy and continuity of care.  

Any data reconciliation changes will not take effect immediately, since it takes time for Azara to refresh the data. 

Therefore, re-running the PVP report will not show the alerts falling off right away. Using the PVP report to check for 

data accuracy will still improve the efficiency of daily care team huddles and patient visits by addressing the services 

patients truly need.  

TYPES OF DATA DISCREPANCIES 

Once you have determined through data reconciliation between DRVS and your EHR that the records for a patient alert 

on the PVP do not match, how you respond to the discrepancy will depend on what the source of the discrepancy is. 

Data discrepancies can be one of two errors: documentation errors or mapping errors. A documentation error is an error 

that prevents DRVS from recognizing from the EHR that a service was provided because of how it is captured in the EHR. 

The most common documentation error occurs when a service is provided, but the results from that service are not 

documented in a structure field within the EHR. Mammogram and colonoscopy reports scanned into the EHR but not 

https://vimeo.com/687115714/53daef5e6c?embedded=true&source=vimeo_logo&owner=38964287
https://drvshelp.azarahealthcare.com/datahygieneresources
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attached to an order are examples of documentation errors. Since DRVS is unable to identify these services as being 

completed, the patient record will flag them as needing these services until the documentation error is corrected. A 

mapping error can occur when a healthcare organization goes through an EHR upgrade or a lab interface changes, 

affecting how types of labs are coded when sending orders. When EHRs are upgraded, there may be new or improved 

structured fields to collect patient data, but if these fields are not mapped to DRVS, DRVS will not recognize the services 

as being complete. Labs may also go through a system upgrade and change how orders are coded and identified. 

Sometimes this is because of a change in clinical guidelines, such as with cervical cancer screening updated 

recommendations. The results may still be captured in a structured field in your EHR, but if DRVS is not mapped to 

recognize these new lab interfaces, DRVS will not accurately report services a patient received. 

REPORTING DATA DISCREPANCIES 

Once you have identified data discrepancies through data validation with the PVP report, the next step is to correct 

these discrepancies. If you notice that documentation errors are a common occurrence, particularly with mammogram 

and colonoscopy screenings, this could be a sign of a wider issue that should be addressed at the organizational level. 

Creating the order and having the patient’s provider review the results still needs to occur, but you will also want to 

bring the pattern to the attention of your Quality and/or Operations Director. Staff training or re-training may be 

necessary to reinforce good documentation practices. 

If the data discrepancy pattern is a result of DRVS not recognizing services as complete when they are documented in 

the EHR correctly, this error is likely due to a mapping issue and should be reported to Azara for correction. You can 

either submit a ticket through Azara’s Support Portal and provide patient examples (MRN number) that are not being 

counted as having the service completed, or you can notify quality improvement staff, who can report the discrepancies 

to Azara, whichever your organizational policy for reporting data discrepancies supports.  

IX. APPENDIX 

A) PVP AND CMP ABBREVIATIONS, ALERTS, AND SOCIAL DRIVERS 

Below is the full list of abbreviations affiliated with the PVP report and CMP. Depending on what alerts your center has 

enabled, you may or may not see some of these alerts on the PVP and CMP. 
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A hyperlink to the Excel file containing the list of PVP alerts can be viewed at the bottom of the DRVS User Guide page 

here: Alert Administration. 

B) DRVS FEATURES UNIQUE TO THE MPCA NETWORK 

As mentioned earlier in this User Guide, MPCA has been able to customize many of the features in DRVS to serve our 

state’s and network’s specific needs. Below are the clinical, operational, and financial features unique to Michigan’s 

DRVS platform. 

CLINICAL FEATURES 

CLINICAL MEASURES There are several measures unique to MPCA’s network that are available to our DRVS users. They 

include dental, HIV, and plan calculated HEDIS measures. 

https://drvshelp.azarahealthcare.com/alert-administration$managing-alerts
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Dental measures: Azara Healthcare has helped MPCA build out a comprehensive set of dental clinical quality measures. 

Centers which report dental data in their EHR or have DRVS integrated with their electronic dental records (EDR) can add 

the dental measures module for an additional cost. From the measures button on the left navigation panel, dental is one 

of the measure categories you can expand to access any of these measures. The screenshot below does not depict the 

exhaustive list. 

 

Expanded HIV measures: There are three clinical quality HIV measures that are part of the UDS set of measures. MPCA 

worked with Azara Healthcare to expand on HIV measures as a product enhancement. They can be accessed from the 

HIV measure category. The below screenshot does not show the exhaustive list of measures.  
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Plan calculated HEDIS measures: Michigan Community Healthy Network (MCHN), MPCA’s clinically integrated network 

(CIN) that negotiates with Michigan Medicaid payers on setting priority measures targets and developing an advanced 

payment model to reward FQHCs for demonstrating quality in value-based contracts, developed electronic clinical 

quality measures (eCQMs) based on HEDIS priority measures in DRVS. These measures differ from the standard set of 

measures in DRVS because they include all patients assigned to a health center or provider at a health center, regardless 

of whether they have been seen by the center. A patient will be assigned to a provider or health center by the health 

plan if the patient does not elect a PCP responsible for their care. It is then the health center’s responsibility to manage 

those patients’ care, or if they can demonstrate to the payer that the patient is in care elsewhere, the payer can 

properly re-assign them. The screenshot below shows a portion of the list of plan calculated HEDIS measures in DRVS. 

 

GRANT-SPECIFIC MEASURES SETS As an organization that receives grants to deliver quality improvement initiatives to its 

members, MPCA has been able to work with Azara Healthcare to build measures in DRVS to facilitate the ease of 

reporting for these grant deliverables. Some of these grant-specific measures include diabetes, hypertension, chronic 

kidney disease, million hearts, and United Health Foundation measures, each with its own measure categories. 

CDC 1422 and Diabetes Prevention and Control (1815): These measures are related to the identification of patients who 

are and are not diagnosed with pre-diabetes and diabetes. The below screenshot is an expansion of these measure 

categories and measures included in these categories. 

 

CVD Prevention and Control 1815: Measures for high-risk co-occurring conditions and treatment make up this measure 

set. Below is a screenshot of the measures included in this measure category. 
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Kidney Profile: The Kidney Profile measures category contains measures associated with MPCA’s chronic kidney disease 

grant, as seen below. 

 

Million Hearts: Directly below the Kidney Profile measure category is the Million Hearts measure category. It contains 

measures required for reporting hypertension prevalence and treatment rates. Below is the full measure set. 

  

ENHANCED REPORTS Additional reports were added to MPCA’s DRVS features, accessible from the left navigation bar. 

They include behavioral health and diabetes care effectiveness, controlled substance, and OB reports.  

Care effectiveness: The behavioral health and diabetes care effectiveness reports are used to show improvements in 

patients’ behavioral health and diabetes outcomes. To access them, expand the Care Effectiveness report category.  
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ENHANCED REGISTRIES MPCA offers enhanced registries in DRVS to members of our network. They include chronic 

kidney disease, OB, and opioid registries. They can be accessed from the Registries button on the left navigation panel, 

under the Azara registries category. 

 

OPERATIONAL FEATURES 

OPERATIONAL MEASURES There are several operational measures unique to MPCA’s DRVS user accounts to help 

improve efficiencies in the delivery of care. They include operational, payer integration, plan calculated, and risk 

adjustment factors (RAF) measures.  

Operational: Expanding the Operational Measures category shows measures related to patient appointments, as seen 

below. 
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Payer integration: Operational measures in this category include measures related to your organization’s assigned 

members from health plans, identified below. 

 

Plan calculated measures: These measures identify patients who have gaps in certain services that plan-provided 

Community Health Workers (CHWs) aim to complete by providing patient outreach. 

 

Risk adjustment factors (RAF): The RAF measures provide details on the number of patients with one or more Medicare-

designated RAF diagnosis and their RAF score. 
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ACC AND SDOH MODULES MPCA members connected to DRVS can add Azara Care Connect (ACC) and SDOH (Social 

Drivers of Health) modules to your organization’s account for an additional charge. ACC is used by CHWs to document 

and monitor their patient outreach efforts. With access to the SDOH module, MPCA DRVS users gain access to social 

needs assessment dashboards, measures, and registries. These will allow you to manage and mitigate psychosocial 

factors that can be detrimental to your patient’s health. The SDOH dashboards and registry can be found under the 

Azara categories in these features, and the SDOH measures have their own category in the measures feature. 

Additionally, the community linkages add-on module can help facilitate referrals for patients to SDOH services in your 

area. 

   

FINANCIAL FEATURES 

There are four sets of financial measures in DRVS that will be useful for billing and finance teams to monitor trends for 

demonstrating increased quality without increased costs. 

Billing The billing measure available to DRVS users in Michigan tracks the monthly Chronic Care Management (CCM) 

rate. When patients are released from the hospital, FQHCs can receive enhanced reimbursement for initiating a 

Transition of Care (TOC) process for Medicare patients that ensures continuity of care and proper follow-up by the 

patient’s PCP. Below is a screenshot of the Billing measure category. 

   

Encounters The encounters measure category contains a financial measure for telehealth charges.  
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Financial There are many financial measures related to claims filed with payers in the financial measures category, seen 

below. 

 

Payer integration Payer integration measures are based on monthly patient data Azara receives from health plans. This 

measure category includes measures related to current and new patients assigned to your health center or provider, 

costs per member, whether the member matches an EHR record, and ED/IP utilization measures. The full list of 

measures can be viewed in the screenshot below. 
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C) DRVS ADD-ON FEATURES 

Some of the features in DRVS are available to DRVS users at an additional cost. MPCA has been able to provide financial 

support in some instances. The add-on features include: 

• Azara Care Connect (ACC) 

• Azara Patient Outreach (APO) 

• Community linkages- this is a service that requires a separate subscription 

• Controlled substance modules 

• Dental integration 

• Financial/Operations module 

• EHR plug-in for DRVS 

• HIV expanded measures 

• Payer integration modules 

• Referral management module 

• Risk Adjustment Factor (RAF) gaps 

• Social Determinants of Health (SDOH) modules 

If you are interested in adding features to your DRVS account, you can e-mail Cheryl Gildner, Data Manager at: 

cgildner@mpca.net.   

D) DRVS LINGO- ABBREVIATIONS AND DEFINITIONS 

Below is a list of abbreviations and definitions referenced throughout this User Guide. 

DRVS: DRVS stands for Data Reporting and Visualization System. It is the cloud-based product Azara Healthcare created 

to supply healthcare organizations with their data visualization and reporting, population health, and point of care 

needs. 

Network: When comparing your center’s performance data, DRVS allows for comparison against national benchmarks, 

within your organization at the site level, and to MPCA’s network. When the network is referenced in this Guide, it 

refers to the FQHCs that are members of MPCA. 

Measure endorsing bodies: In the Measure Analyzer section, it is discussed how measure endorsing bodies set 

standards of care for whom and how often health care services should be performed for delivery of optimal care. 

Measure endorsing bodies include the Center for Medicare and Medicaid Services (CMS), the National Association of 

Quality Assurance (NCQA), the National Quality Forum (NQF), and the US Preventive Services Task Force (USPSTF). 

eCQM: Stands for electronic clinical quality measures. They are measures within DRVS to track improvement in patient 

health outcomes. 

Measurement periods: When viewing data in DRVS, you can change the measurement period in the filters bar.  

Depending on whether you are running a measure, report, registry, or dashboard, you will have different measurement 

period options to choose from. The year measurement period contains data for the entire year you select. If you select 

the current year, you will see data up to the date you run the data. The quarter measurement period contains data for 

the three-month period selected in the calendar year. Q1 will contain data from January through March, Q2 from April 

through June, etc. The month measurement period contains data from the first day to the last day of the month 

selected. If selecting the current month, data will be displayed through the date of the month you run the data. The 

trailing year (TY) measurement period is the aggregate, or average performance for the month you are running the data 

and the 11 TY months prior to that month. The TY measurement period is often used when identifying patients who 

have care gaps for a given measure because many measures have longer look-back periods to satisfy the measure. For 
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example, the breast cancer screening measure looks for patients who have had a mammogram in the current 

measurement period or the 27 months prior, so using the TY measurement period to identify patients with care gaps 

prevents patients from falling out of the denominator as quickly. This way, you will identify as many patients as possible 

with care gaps, so the services can be addressed with these patients. 

Certain features, such as reports in DRVS will also allow you to filter by day, week, and by custom range. When filtering 

by day, only data from the date you choose will be displayed. Filtering by week prompts you to choose the 7-day week 

ending date range you want to run data for. Reports and registries allow you to set a custom range measurement 

period. Clicking the date range calendar in the box allows you to set the beginning and end date of the period you want 

to run data for. Click the blue ‘Apply’ button to finish setting the date range in the filters bar. 

 

PVP/CMP: The Pre-Visit Planning (PVP) report and Care Management Passport (CMP) are point-of-care tools featured in 

DRVS that identify patients with care gaps and allow for improved patient care delivery through coordination of care. 

CHW: A CHW is a community health worker whom many FQHCs employ to support patient engagement activities, such 

as care gap outreach. 

Rendering vs. usual provider: In the filters bar, one of the default settings for certain measures, reports, registries, and 

dashboards is to display data by rendering provider. This provider type includes any provider a patient has seen in the 

selected measurement period. You can also include a filter for the usual provider, which is the provider a patient most 

frequently sees. This is often the patient’s PCP. 

Cohorts: A cohort is a static group of patients that share common characteristics, such as ethnicity, payer, provider, and 

care gaps. Creating a cohort allows you to track whether the patients included receive age and gender-appropriate care 

over time. 

Widget: A box of data that can be represented in different ways, such as a scorecard, dial, bar chart, pie chart, or run 

chart. Widgets are the foundational unit within dashboards and on the DRVS landing page. 

HIE/ADT: A health information exchange (HIE) is a statewide HIT system health centers are connected to, allowing the 

center to see when and where patients seek care from hospitals across the state. In Michigan, the HIE is the Michigan 

Health Information Network (MIHIN). Limitations to seeing this data include whether a hospital is connected to the HIE 

or if there are data feed connection interruptions between Azara, the HIE, and EHRs. When a patient receives care at a 

hospital that is connected to the HIE, the data is transmitted to Azara in real-time from admission, discharge, and 
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transfer (ADT) feeds. The data includes information for both in-patient and emergency department visits: dates of 

service, diagnosis codes, and descriptions, and where the patient was discharged to (ie. home, a skilled nursing facility, a 

rehab center, etc.).  

Care teams: As the delivery of care has shifted from provider-driven to patient-driven, the goal in the provision of care 

should be to focus on multiple, complex needs a patient has in one visit. Care teams of the provider, clinical, and non-

clinical support staff can help ensure all patient needs are met by communicating with each other to coordinate medical, 

behavioral, dental, and social service needs. 

MCHN/CIN: The Michigan Community Health Network (MCHN) is the clinically integrated network (CIN) branch of 

MPCA. Made up of Michigan’s FQHCs and community clinics serving our patients, MCHN works with payers to set 

realistic value-based performance goals for clinical and operational measures. Achieving these goals leads to enhanced 

payment through value-based contracting with the payers by demonstrating the increased quality of care delivered to 

patients that improves patient outcomes at reduced costs. 

CMS: CMS is the abbreviation for the Centers for Medicare and Medicaid Services, the federal agency that sets measure 

standards, billing policies, and reimbursement rates for clinics providing services to Medicare and Medicaid recipients. 

X. CONCLUSION 

We hope this User Guide is helpful for getting started with or refreshing your knowledge of commonly used features in 

DRVS. Thank you for taking the time to read it and come away with confidence in the product you are using, in whatever 

capacity. If you have questions about any of the features discussed, contact anyone from MPCA for further help! 
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