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Health Federation of Philadelphia

Health Federation of Philadelphia promotes health equity for marginalized 

communities by advancing access to high-quality, integrated, and comprehensive 

health and human services and serves as a keystone supporting a network of 

Community Health Centers as well as the broader base of public and private-

sector organizations that deliver healthcare, public health and human services to 

vulnerable populations.



About Us

Health Center Controlled 
Network grantee since 2012

35 FQHCs/Look-Alikes

Statewide

Participating FQHCs



PA Value Based Care Environment

• Mature managed care (since 1995)

• State has delegated lots of decision making to MCOs

• Large health systems

• 50+ FQHCs

• Medicaid expansion/good PPS

Slow 
transition 

to VBC



So…How to 
Move 
Forward?

A Pilot

Centralized Team 
for Care 

Coordination

HFP Contract 
with Medicaid 

MCO 

Agreements 
with each 

health center

Care Gaps / 
Transition of 

Care /High Risk 
CM

Care 
Integration 

Payments to 
support the 

team

HC’s bill and 
receive 

“widget” 
incentives

Measured 
collectively for 

Agreement 
Metrics



Lots of Questions

Would we be able to get access to the data?

Would patients pick up the phone?

Would health centers engage?

Would we be able to make a difference for outcomes 
and revenue?



The Team

Director of Care 
Management –  

MPH/MFT, FQHC 
operations background

Lead Certified 
Community Health 

Worker

Certified Community 
Health Worker/ 
Data Specialist 

Certified Community 
Health Worker

Tried hiring/retaining nurses (RN or LPN) without success.



Workflows

Care Gaps
• Hit benchmarks on five 

quality measures:
‒ Lead screening
‒ Well child visits (3-21)
‒ Oral Evaluation Dental
‒ A1c<9
‒ Breast cancer screening

Transition of Care
• Visit with PCP or 

Specialist within 7-
10 days of 
discharge from ER 
or IP

High Risk Care 
Management

• Small panel, adjusted 
every six months

• Engagement with PCP at 
least every 90 days



Geographic Reach



So many 
spreadsheets!

Team 
documentation

Google 
sheets/forms

Real time ADT 
notifications

Through local 
HIE

Access to 
patient data

Remote access 
to each health 
center’s i2i 
Tracks

From the payer

Our Technology Journey:  
The Beginning 



TOC 
Workflow



Scripting Phone Call intro script: 
Hi, I’m looking for [patient first name] 

(patient confirms)
My name is Maggie, I’m a Community Health Worker 

calling on behalf of United Healthcare Community Plan. 
I’m calling to see how you’re feeling after your hospital 

visit (and to see if you want to make a follow up 
appointment with your primary care doctor).

Phone Call Outreach Considerations
● Listen for the patient’s needs
● What brought you into the hospital?
● Med reconciliation - were you able 

to pick up your medications, do you 
know how to take them?

● Transportation - can you get to 
your appointment?

● Specialists 

Text:
Hello, this is Maggie reaching out on behalf 
of United Healthcare Community Plan. I’m 
hoping to assist you in connecting you with 
your primary care provider after your recent 
hospital visit. Please call me when you get a 

chance.



ENShare Tool



Outreach Documentation



More Outreach Documentation…



High Risk Tracking



High Risk 
Tracking



Our Technology Journey:  
The Middle

HCCN decided to move from i2i to Azara, mostly due to 
greater capacity to integrate data from external sources 
(payers, HIE)

2022  

• 20+ health centers implemented on DRVS, including 5 out 
of 6 of health centers in this contract
• Started to implement TOC Module in Southeast PA
• Started to use CareMessage (Not APO)

2024  



• Only HFP group with PHI 
access

• Allows team to use DRVS 
to access individual patient 
data, replacing i2i.

• Ease of login 

One-way 
“payer integration”

• Payer not interested
• HFP paid for the module 

and uploading rosters and 
care gaps manually

• No sharing of 
supplemental clinical data 
back to payer

Other tools 

• Using cohorts for high risk 
panels

• Measure 
scorecard/dashboard

• Pulling lists for texting 
outreach

Specific center 
group for this 

contract

Initial use of Azara to support this work



High Risk Cohort in DRVS

Cohort filter can be applied 
throughout DRVS.



Care Gap Outreach

Identify patients 
needing outreach



Text Messaging



HEDIS Tracking Dashboard



Future Use of Azara – ACC!

TOC
• Expanding TOC roster 

to include unregistered 
members

• Using ACC Care 
Coordination to set 
daily work lists and 
track outreach 

Care Gaps
• Target care gaps 

informing care 
coordination outreach 
in ACC

High Risk
• Pushing high risk 

cohorts into ACC Care 
Management

• Using ACC Care 
Management for 
documentation and 
task management



Future
TOC 
Workflow



Future of TOC Workflow and Documentation

Demo data

Demo data



Challenges



Really low member matching



Effective Communication/Collaboration 
with Payer Team

• Mistakes in site assignments

• Still no movement on engaging them directly with Azara

• Care gap lists have been wonky



Successes



Five years in



Outreach Results



Provided transportation 
for a patient to travel to 
specialist appointments.

Patient Stories – Avoiding ER/Hospital Use

Connected patient with 
an oral surgeon who 
accepts insurance for 
wisdom tooth surgery.

Parent of a patient was unable to reach health center 
and said she would need to take her baby back to the 
ER. Health center was immediately contacted and made 
an appointment for the following day, keeping the 
patient out of the ER. 



No new payer contracts yet, but….

Amerihealth’s bidirectional data 
integration with Azara
 New opportunities?

Centralized services for a cancer 
screening / navigation 
infrastructure funded by Merck
 We proposed it because we knew it 

was possible



The Health Federation of Philadelphia is 
continually developing new programs in 

response to both the needs of underserved 
communities and the availability of data 

indicating improved approaches to health 
care and behavioral support.

company/health-
federation-of-
philadelphia

@HealthFederationofPhiladelphia

For more information on our initiatives, please visit:
www.healthfederation.org



Questions?



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

Help us continue 
to improve

Quick and Easy Provide brief 
feedback or ideas

Rate the session 
and the 

speaker(s)



Achieve, Celebrate, Engage!
ACE’d it? Share your DRVS success 
story and become an Azara ACE!
Show your organization has used DRVS to Achieve measurable 
results, Celebrate improvement in patient health outcomes, and 
effectively Engage care teams and/or patients. Stories should showcase 
how DRVS helped your organization overcome a challenge, the tools and 
solutions used to drive improvement and details of the successes that 
resulted from your initiatives. ACEs should be able to provide examples 
that quantify quality improvement, cost savings, operational efficiency or 
patient health improvement.

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

your use
• Potential to create a 2-4 minute video or hour-long Azara-hosted webinar
• Potential to be featured at next year's Azara User Conference
• Win Azara swag!

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

ACE Program

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


Thanks for attending!
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