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Eskenazi Health Centers
Patients: 111,196 (UDS 2024)

Encounters: 397,793 (2024)

13 FQHC sites, 2 School-Based Health

Services offered:
– Primary Care
– OBGYN
– Teen Care
– Dental
– Optometry



Ambulatory Quality Team

Left to Right: Sydney (Ambulatory Quality Manager), 
Jenn (Chief Data Officer), McKenna (QI Coordinator), 

Derek (QI Coordinator), Courtnie (Clinical QI Coordinator), 
Tammy (QI Analyst), Rhea (QI Intern)

The QI team member is point 
person for QI in their 
assigned clinics and metrics.

Health centers and service 
lines are split amongst         
QI Coordinators/Analyst.

Quality measures are divided 
so that each team member 
has their “specialty”.



Quality Before QAP
Quarterly meetings with health centers’ Quality Champion 
Teams (multidisciplinary team of leadership, physician leader, 
nurses, and medical assistants)

Posted data on announcement boards in health centers

Monthly newsletter with data attached

Quality Best Practice guide





I | Quality Measures
Kudos – celebrate the wins!

Opportunities for Improvement (OFIs) with recommended actions

Monitoring data of current QI interventions

General QI recommendations
–Best practice reinforcement
–Rounding with staff
–Elbow-to-elbow training
–Staff meeting education



Identifying Kudos and OFIs
Report: UDS 2024 CQMs filtered by Rendering Location





II | Utilization

High ED/IP utilization
High risk stratification
Poorly managed chronic conditions
Not seen their PCP in over 1 year

Identify patients who have:

Azara Transition of Care (TOC) Report
Epic chart search

SDOH and Care Gap Analysis

Data from:



Finding Patients for Outreach
Report: Transitions of Care (TOC) - ED/IP



TOC ED/IP Report Cont. 



SDOH and Care Gaps (Epic)



Actions Recommended
Available at Eskenazi 

Health

Mental health services

Social work referrals

Community health workers

Ancillary services

Transportation

Food pantry referrals

WIC and other MCPHD referrals

MCE programs

Outside Resources



Utilization | Patient Example
High risk- 17: Hypertension, Hyperlipidemia, Cirrhosis, Diabetes, SAD/SUD, 
Severe Mental Illness, Depression, 1-3 SDOH risk factors, elevated LDL, 
PHQ-9 >=16

17 ED visits, 1 IP in last 6 months: Epigastric pain, UTI, Abdominal 
Pain, Elevated WBC, Diabetes, Hyperlipidemia 

Outreach Preparation Outcome

Last PCP visit 
over 1 year ago, 
visit scheduled 

with PCP

Prioritize 
“robust call” and 
pre-visit planning 
for upcoming visit

Optometry referral 
Glucose monitor ordered

Labs completed
Depression screen 

Medications Updated
Visited ED only 2 times since 

PCP visit





III | Prioritized Metrics
Monthly progress monitoring & manageable outreach lists

2024 2025
CMS 117 Childhood Immunization 

Status
Adult Access to Preventative Care

CMS 130 Colorectal Cancer 
Screening

Well Child Visit 0-15 months

SDOH Food Insecurity Screening SDOH Food Insecurity Z-Code Added



Immunizations
Report: Immunization Management



Colorectal Cancer Screening



Well Child Visits (0-15mos)
Report: Well-Child Visit Management



Delivery
Who is typically involved in monthly meetings?

–Health center leadership
–QI Coordinator

Delegation of Action Items:
–Distributing outreach lists to staff
–Secure chat to MAs/nurses to schedule patients or place 

referrals
–Scheduling time to do staff education 
–Adding “sticky note” reminders onto charts of patients with 

upcoming appts 



Customization

Addition of 
pre-birth 
selection 
patients

Including 
additional staff 
in the delivery 

meetings

Changing 
“utilization” to 

“outreach”

Adding the 
QAP to Quality 

SharePoint 
page 









Lessons Learned
Be Flexible

–Adapting the tool to the health centers’ needs
Outreach lists vs. a handful of patients

–Adapting the tool to the patients’ needs
 Communication preferences, SDOH needs, payer

Continuously communicate  continuous quality improvement

Share the “why” behind the importance of the QAP

Celebrate the quality wins
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Gaining Clinic Buy In

Set realistic expectations

Understand & address health centers’ priorities

Explain the “Why”



Successes

Increased 
collaboration 

between QI and 
health center teams

Increased 
awareness of 
barriers and 

opportunities to QI

Improved 
coordination 

of wrap-around 
services

Improved 
patient 

outcomes



Success in Numbers
CMS 69: Body Mass Index (BMI) Screening and Follow-Up Plan

61%
77% 77% 79% 81%

73%

0%

20%

40%

60%

80%

100%

2023 Q1 2024 Q2 2024 Q3 2024 Q4 2024 2024



Staff Feedback

“The monthly meetings keep us 
engaged. It is nice to have the 

monthly check in on how we are 
doing so we can make changes 

to the clinic workflows in real 
time. I know [QI Coordinator] will 

be back next month, so that 
keeps us accountable for 
making improvements.”
- Health Center Manger

“I was initially assuming it was just 
another meeting, but

[QI Coordinator] showed that there are 
patients we need to give more care to. 

We see some hospital notes in Epic 
from other hospitals, but I had no idea 

some patients had been to multiple 
EDs over 60 times in the past few 

months… Oftentimes they have SDOH 
needs in addition to their healthcare 

needs. I am glad we are able to identify 
and help them with all of their needs.”

- Physician



From the Quality Team
“QAP allows me to conceptualize the 

small, actionable steps for clinic 
teams to improve quality outcomes. 

With this tool, I can outline clearly our 
shared responsibilities to the quality 

metrics and also show the strength of 
our collaboration over time, since I 
am always building on what we did 

the previous month.”

“I like that QAPs help me and the clinics visualize quality as individual patient care, 
rather than just percentages and goals. I feel like so often the clinics see quality as just 
numbers when really each of those "numbers" is a patient that didn't get the care they 

needed/deserved from us”

“I like the High Utilizer section because it 
identifies patients who are at high risk for 
many health conditions and allows us to 

reach out to address all the issues whether 
that's scheduling them for a PCP appt, 
having a CHW come to the home, or 

having a SW help them with transportation 
etc. It is a way for me to do something that 

leads to helping better a patient’s 
wellbeing”



Future Growth Opportunities
Using Azara cohorts to track high ED/IP 
utilizers who have been on past QAPs

QAP expansion to more service lines
–Optometry
–Dental
–Teen Care
–Behavioral Health
–OB/GYN
–Podiatry
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Who We Are | Cherry Health
Michigan’s largest FQHC, located in 
Grand Rapids

 20 locations across 6 counties

 Services provided:
 - Primary Care
 - Behavioral Health
 - Dental 
 - Vision
 - Women’s Health
 - Pediatrics 
 - School-Health Programs
 - Pharmacy



Prior State | Quality at 
Cherry Health
Managing many different reporting requirements, population health priorities, 
and value-based care contracts:

Quality Work & Stakeholders

• HRSA
• NCQA PCMH
• MPCA
• AAAHC

Population Health & Health Plans

• Priority Health
• United Healthcare
• Blue Cross Blue Shield 
• Meridian
• Molina
• McLaren
• Humana



Current State | Advancing 
Quality Using DRVS

Not Met Lists – Patient Outreach

Quality Scorecards

Clinician Report Cards

Benchmarking across the state 



Not Met Lists | Patient Outreach



Gap Lists | Luma Messaging



Quality Report Cards
Created a custom scorecards with prioritized measures

Distribute monthly to clinical and site leadership



Quality Report Card | Location



Quality Report Card | Clinician



Custom Clinician Dashboards



Site Examples



Importance of Benchmarks

Supports 
staff 
engagement 
and goal 
setting

Childhood Immunizations, 2024

Evaluate against 
others in the state

Evaluate against 
our own goals



Why “I Love Azara”

More efficient quality 
processes Engagement with 

quality measures 
and data

Health plan quality 
rewards

Clinical incentives 
for quality



Other Uses of DRVS at Cherry 
Health

Patient Visit Planning (PVP)

WiseWoman Registry

Transition of Care Reports

Risk Registry
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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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