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Azara is rolling out a new Multi-Factor Authentication (MFA) protocol starting 
on June 3rd. In addition to your sign-in credentials, MFA requires additional 
authentication methods to help verify identify.

Things To Know:

– All organizations will have to set up an MFA method

– If no MFA method has been set up prior to June 2026, Email will be enabled as the default 
method

– Available authentication methods include SMS and Email

– Support for Google Authenticator and Microsoft Authenticator apps is undergoing final testing 
and should be available 

– MFA will not be required for the EHR Plug-In

– If your organization chooses to use SSO, it will supersede and  negate the need for MFA

– You can choose to roll out MFA sooner … even now

Multi-Factor / 2 Factor Authentication
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UDS, eCQM, HEDIS and Other 
Measure Programs



UDS 2026 Released (minus the 2 new dental)
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• On balance,  there were no notable changes or impacts due to the version changes to 
the CQMs this year

• Two (2) new measures have been added to Table 6b
– Both are dental measures and are intended to replace the legacy dental measure from 2025

– These are measures are still in our development pipeline

• The age for the Breast cancer screening measured change from 45 to 40
– We put out a mid-year release of a modified measure last year to help ‘ease this pain’

• The Statin measure is a bit more complicated in that we are now required to use the 
highest ASCVD score for a patient during the year vs their score at the end of the year

• We have made modifications ensuring that we are only including Blood Pressures 
taken at a visit in an ambulatory / non-acute setting
– This is most important to our hospital clients and/or their FQHC practices

Notable Changes and Impacts
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• Updates to the UDS Tables are planned for early Q3

• The 2024 measures will be ‘retired’ at the end of June

• Scorecard and Dashboard updates in Q2
– We will swap out the old 2025 versions of the CQMs with the new 2026 versions

• Updates to ‘modified’ measures (as needed) slated for Q2

• We will be holding a webinar, “Prep for UDS! Changes to Expect in 2026”, May 
12th at 2pm ET

What’s Next for UDS 2026
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• Azara’s primary use for HEDIS measures is for Care Gap Reconciliation

- We receive the plan calculated versions of HEDIS measures from the plans

- We use our HEDIS measures to find proof / evidence of measure compliance in the EHR that 
payers do not have

• We are developing and will release HEDIS measures to satisfiy state specific 
reporting (e.g., QIP in CA) that require practices to calculate the HEDIS 
measures for populations where VBC rosters do not exist

• MY 2026 Recertification will be complete by the end of June

• We will have a total of 43 certified measure families

• NCQA Changes for MY 2026 include

- Retired:  AMR, Asthma Medication Ratio

HEDIS MY 2026
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VBC | Care Gap Reconciliation
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Health Plans / Payers …

• Calculate and finalize prior year results into Q2

• Are just starting to provide gaps for CY 2026

• Typically upgrade and begin using new MY specs in the fall

- CY ‘26 gaps provided are likely following MY ‘25 specs

• Often use retired measures in their contracts

HEDIS: Reminder
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MSSP Quality Measures
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• Azara is certified to produce QRDA I files for the four (4) PY 2025 eCQMs

- We are in the process of certifying the Colorectal Cancer Screening eCQM which was add for 
PY 2026

• Azara can ingest QRDA I files for non-Azara custeomers who are part of an 
ACO and subsequently calculate QRDA III measrure results for the ACO 

• Azara is certified to produce the requisite QRDA III files for submission to CMS
- Both are dental measures and are intended to replace the legacy dental measure from 2025

- These are measures are still in our development pipeline

MSSP Quality Measures
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• There are a number of measures sets actively in development for the Critical 
Access / Rural Hospitals including:

- IP CQMs - 15 Measures

- CRNA - 3 Measures

- Measure Sets As Appropriate per State

Critical Access / Rural Hospital Measures
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Measure 

Program
State

# Meas

in Pgm

Reporting 

Deadline

Intended DRVS 

Delivery Date
Notes

CHIRP TX 23 March End of Q4 2026

TIPPS TX 11 March End of Q2 2026 Ambulatory Measures

RAPPS TX 2 March Complete

QIP CA 51 June End of Q3 2026 Includes HEDIS Measures

HTP CO TBD January TBD

IQR N/A 15 February End of Q4 2026 Requires ONC Certification



• Indian Health / GPRA

- 2026 updates planned for mid-year with goals for more specific population filters by tribal 
enrollment

• PCMH

- Continued support with updates made to eCQMs in 2025, and planned updates for 2026 
standard measure versions

Other Measure Programs
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Medicaid Redetermination
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The Close of the Public Health Emergency
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Map: Irina Ivanova

Source: Medicaid.gov



• During the pandemic, the government suspended procedures that would remove people from 
Medicaid

- Medicaid enrollment to grow by 5 million between 2020 and 2022

• The Consolidated Appropriations Act instructs states to restart eligibility checks of every person 
currently on Medicaid

- Medicaid agencies will redetermine enrollees’ eligibility for the first time in nearly 3 yrs

- Estimates show that 17% of enrollees (~ 15M people) will lose coverage

• Patients who lose coverage can still access care at FQHCs, who treat everyone who seeks 
care regardless of their ability to pay

- As patients become uninsured, centers will face shrinking Medicaid revenue and increased costs from 
caring for more uninsured patients

Medicaid Redetermination circa 2023
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• HR1 and the changes to Medicare and Medicaid coverage eligibility will be felt throughout the 
healthcare system, especially for FQHCs and safety net providers:

- Reduction in covered lives will result in decreased reimbursement and an increase in costs for those 
newly without coverage who still seek care

- Increased costs in staffing needed for redetermination and eligibility reviews at a more frequent 
cadence, documentation of patient status more rigorous, time intensive

- Outreach efforts will be required to prevent disenrollment, gaps in coverage and ensure uninterrupted 
services for patients

- It is anticipated that there will be a need for reporting of their patients for HRSA grant retention (via UDS 
or other means) on enrollment statistics and compliance with HR1 requirements

• Health Centers, Critical Access Hospitals, VBC enablers, payers will need analytic solutions to 
better understand the eligibility status of their patient population as well as operational tools and 
processes to assist in assuring all patients eligible for coverage are able to obtain it

• Health Centers, Critical Access Hospitals, VBC enablers, payers will need solutions to analyze 
and create actionable data at a lower cost to offset the anticipated consequences of HR1

Impacts of HR1
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One Client Example
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• Increasing # of Patients

• Declining Medicaid

• Increasing Uninsured

• Loss of PPS

• Denials due to Eligibility

• Retroactive recapture opportunity



• Pain Points

- Increased workload for centers, more frequent redetermination efforts

◦ Resulting in higher costs to centers, more uninsured

- Fragmented Medicaid renewal tracking

- Manual processes for outreach and follow-up

- Complexities within new work requirements, understanding exemptions

- Policy uncertainty driving operational risk

• What FQHCs Need:

- Systems to address increased workload:  For Medicaid covered patients, outreach will need to occur 2x 
the total

◦ Flexibility and adaptability in their product solution

◦ Configurable reporting and worklists

◦ Navigator-first workflows as well as point of care reminders

◦ Scalable patient outreach

• Patient Enabled Solutions

The Health Center / Critical Access Challenge
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1. Regular & Ongoing Assessment of Patients Eligibility and Coverage Status

2. Active Alerts for Health Center staff to lapses in coverage and potential upcoming lapses 

3. Patient engagement programs (in clinic, via phone, text, community outreach events, email) to 
inform and educate about coverage eligibility changes, alerting patients to actions that need to 
be taken for continuing coverage (redetermination, work requirements, paperwork) 

4. Tools & Process for assisting patients in filling out required paperwork, gathering necessary 
documentation, and submitting to appropriate agency (similar for Work Requirements)

5. Reliable way of documenting and tracking patient engagement activities

6. Ability to easily see who is covered, who is not, and understand performance and 
effectiveness of team and programs working to assist patients in obtaining and retaining 
coverage

7. Coordinating efforts to ensure patients are engaged to meet quality goals of the organization

Health Center Needs
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Azara Solutions By Product
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DRVS

• Registries to identify patients coming due for redetermination, reenrollment and other 
needed services

• Identification of patients excluded / exempt from work requirements 

• Alerts to ensure interventions can occur at point of care to prevent disenrollment or 
delay in care

ACC – Care Coordination & Care Management

• Work lists and workflow for documenting and tracking of outreach and enrollment 
activities sit within Azara’s tool for Care Coordination and Care Management.

APO

• Engage patients for redetermination needs, care reminders in advance to prevent 
higher cost interventions in the future



EHR Plug-In
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PVP
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CMP
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• The EHR Plug-In enables health center care team members to access DRVS 
data / results from within their EHR at the point of care including:

- Alerts / Care Gaps

- Open Referrals

- Risk Adjustment Factor (RAF) Gaps / Coding Gaps

- Azara Care Management Notes and Tasks

- ACC - EHR Plug-In Integration

- Documents
◦ Prenatal Passport

◦ Care Management Plan

The Azara EHR Plug-In

27



• SMART on FHIR integration with:

- NextGen

- athenaOne

- eCW

- Epic

• Diagnosis Coding Gap Writebacks complete for:

- NextGen

- athenaOne

- eCW

- Epic integration has been initiated

What’s NEW | The Azara EHR Plug-In
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• Alert Sticky Notes

• Enhanced Visibility to Other Items

- Plan Calculated Care Gaps

- Visits with other practices

- ACC and APO outreaches

- Medicaid Redetermination efforts

• AI Smart Patient Summaries

• Diagnosis Coding and Writeback Expansion

- Search for and writeback related ICD10 codes when HCC Gap is insufficient

- Visibility to Plan Calculated Suspect Conditions

What’s COMING | The Azara EHR Plug-In
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EHR Plug-In | Alerts

30



EHR Plug-In | Dx Coding Gaps
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EHR Plug-In | Dx Coding Gaps
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EHR Plug-In | Dx Coding Gaps
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EHR Plug-In | Dx Coding Gaps Expansion

34



EHR Plug-In | Plan Care Gaps  Q2 Delivery
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EHR Plug-In | Plan Care Gaps  Q2 Delivery
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ACC - EHR Plug-In Integration
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ACC - EHR Plug-In Integration
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EHR Plug-In | Sticky Notes  in Beta
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One More Thing Coming …
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EMILY ALMOND 12345 4/8/1987 (38 yrs)

• The EHR Plug-In will become a standalone app that can be run on traditional 
workstations and laptops AND on Mobile Devices



• We are targeting the following EHRs for similar integration as to what we have 
seen:

- MediTech

- Oracle / Cerner CommunityWorks

- Trubridge

- Medent

- Touchworks

Targeted / Planned EHR Integrations
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AI
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✓ Incorporate AI-generated patient summaries within 

- DRVS on the PVP and CMP

- The EHR Plug-In

- ACC, specifically for Care Managers

✓ Develop AI assistant to explain patient inclusion / exclusion within a quality measure

• Release AI Help System bot to enhance self-service product guidance and reduce support 
ticket

• Develop and deploy AI/ML model to predict the propensity of a patient to No Show

• Surface Azara Insights for quality measures (e.g., identify primary ‘offenders’ of gaps)

• Expand Azara Insights to provide actionable items for meeting quality and contract goals

• Extend AI/ML to improve mappings for labs and structured clinical data (e.g., Mammograms)
- Expand use of ML to codify (LOINC, SNOMED) clinical data that is not recorded in a structured manner

Azara’s 2026 AI Initiatives
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• Expand use of ML to codify (LOINC, SNOMED) clinical data 
that is not recorded in a structured manner

• Incorporate AI prioritization engine to optimize patient outreach, 
focusing efforts on high impact patients

Azara’s 2026 AI Initiatives
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• Identify and prioritize free text responses to APO campaigns that require Care Coordination 
follow-up via ACC

• Utilize AI/ML to provide predictive analytics on patient (suspect) conditions

• Integrate AI Virtual Enrollment Agent into Medicaid Redetermination / Work Requirements 
outreach solution

• Develop Virtual Agent to assist with Care Coordination outreach efforts in ACC
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No-Show Risk Scores & Bands

The model will assign appointments to categories:

• Highest Risk (Top 10% of predicted risk)

• Higher Risk (Next 20%)

• Moderate Risk (40%)

• Lower Risk (20%)

• Lowest Risk (Bottom 10%)

Risk Scores will be on a scale from 0-100.



Azara Care Coordination
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Recording Outreach Log Notes
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Azara Care Coordination

48



Complete Screenings
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Smart Patient Summaries
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AI Smart Patient Summary | CMP
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AI Smart Patient Summary | CMP
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AI Smart Patient Summary | ACU
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AI Smart Patient Summary | ACU
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AI Smart Patient Summary | ACC
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AI Smart Patient Summary | ACC
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AI Smart Patient Summary | Plug-In
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Maternal Care
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Maternal Care PVP Alerts



Maternal Care & APO
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Maternal Health Report



DRVS Improvements
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• Actionable insights at the point of care

Designed to help care teams quickly identify patients at highest cardiovascular risk

• Precision identification of uncontrolled hypertension

Flags patients with Stage 2 Hypertension, not being treated and without a scheduled follow-up

• Equity-informed care delivery
Enables stratification by social determinants of health helping care teams identify and address 
disparities

• Real-world impact
Already receiving accolades from users

AMA MAP Blood Pressure Care Effectiveness Report
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Deeper Application Integration | ACU & DRVS
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AND / OR Diagnosis Filter
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AND / OR Diagnosis Filter
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AND / OR Diagnosis Filter
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AND / OR Diagnosis Filter
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Patient Detail Performance Improvements
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Patient Detail Performance Improvements
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Patient Detail Performance Improvements
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AI Summaries in the MIT
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Scorecard Enhancement | Multi-Month Select
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Scorecard Enhancement | Multi-Month Select
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Scorecard Enhancement | Multi-Month Select
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Scorecard Enhancement | Multi-Month Select

76



Population Definition & 
Curation
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• A patient cohort is a specific group of individuals sharing common 
characteristics—such as a disease, exposure to a treatment, or demographic 
factors—who are tracked over time for medical research or analysis.

• They are used in observational studies to examine disease development, 
assess treatment outcomes, and drive evidence-based care.

• Usage Examples
– Disease Management: Tracking patients with diabetes to monitor long-term outcomes.

– Clinical Trials: Selecting a specific group, such as pregnant women or children under 5, to receive a new 
treatment.

– Epidemiology: Following a group over time to determine the incidence of a disease.

– Quality Improvement: Analyzing high-cost patients to improve efficiency and reduce costs.

Patient Cohort
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• Measures and the associated patient details

• Visit Planning Alerts

• Care Effectiveness Reporting (CER)

• Patients under Care Management

• Patients requiring outreach and engagement 

• Patient Outreach Campaigns

• Filters (on the Measure Analyzer)

• Registries

Examples of Cohorts in DRVS



• Customizable definition of patient populations

– Dynamic cohorts on steroids

• Use to create new cohorts for purposes of

– Filtering DRVS measures

– Serving as the ‘data source’ for registries

– The ‘data source’ for patient fed to ACC for Care Management and / our Care Coordination

– The ‘

• Aligning this population definition capability with the architecture Azara will be using to define 
alerts, build APO campaigns, define and pass populations to ACC

Population Definition



New Registry Builder
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New Registry Builder
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New Registry Builder
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New Registry Builder
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Example #2
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Example #3
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Results Curated for Your Population
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Application 
Integration
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Azara’s Solution Suite
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Azara DRVS is an AI/ML-enhanced centralized data reporting and 

analytics solution that facilitates care transformation, drives quality 

improvement, aids in cost reduction and simplifies mandated reporting

Key Features & Functionality

Centralized 

Reporting & 
Analytics

▪ Comprehensive reporting with multi-

level drill down capabilities from 

network-level to patient detail

Dashboards & 

Performance 
Trending

▪ Provide insight into UDS, HEDIS, 

managed care contracts and other 

clinical quality initiatives

▪ Ensure accurate benchmarking, 

comparative analytics, best 

practices and adoption monitoring

Normalized & 

Validated Data

Health Equity

▪ Visualize and compare disease 

burden and SDoH thru a population 

lens

Patient Visit 

Planning

▪ Identify care gaps and provide 

critical data at the point of care, in 

advance of patient visits

Clinical 

Quality 
Measurement

▪ Evaluate clinical data with a 

comprehensive library of clinical 

quality measures (CQMs)

Registry 

Reporting

▪ Track specific populations of 

patients by chronic disease, co-

morbidities and/or health disparities

Clinical Quality 

Measurement
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Trending
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• ACU and DRVS

– It has always been possible to see current progress against quality metrics and targets which are a part 
of your VBC contracts

– Now it is possible to view VBC cost details and trends calculcated by ACU on DRVS Dashboards

• DRVS and ACU

– Review and filter ACU results by matched vs unmatched members

– Review and filter by SDOH in ACU

• APO and ACC

– Outreaches made via text and APO are now visible in the Care Coordination Outreach Log

– Have had a tab available in ACC to view all texts sent via APO but could not easily tied these to 
initiatives to close care gaps

• ACU and ACC

– Review the ACU Member Profile inside of ACC Care Management

• Pass candidates for Care Management from the ACU Member Review Queue to ACC for Triage

Deeper Application Integration
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Deeper Application Integration | ACU & DRVS
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Deeper Application Integration | DRVS & ACU
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Filter by Match Type and SDOH From DRVS
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Deeper Application Integration | APO & ACC

94



Deeper Application Integration | ACU & ACC
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Deeper Application Integration | ACU & ACC
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Rural Health
Transformation
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1. Growing Care Coordination: Medical 
Operations Coordination Center (MOCC) and 
Alternate Payment Model Feasibility Study

2. Growing Community Connections through 
Indiana 211

3. Growing Improved Patient Outcomes Through 
Enhanced Interoperability and Technology

4. Growing Pediatric & Obstetric Readiness in 
Rural Emergency Departments

5. Growing Cardiometabolic Health Standards of 
Care in Rural Indiana

6. Growing Access to Hospital Post-Discharge 
Medications

7. Growing Specialty Provider Access through 
Expanded Teleconsult Capabilities

8. Growing Telehealth Access and Infrastructure

9. Growing our Rural Health Paraprofessional 
Workforce

10. Growing Clinical Training and Readiness

11. Growing our Rural Behavioral Health 
Workforce

12. Growing Rural Opportunities for Well-being 
(GROW) Regional Grants

Sample State RHTP Initiatives



Today typically find there are three (3) typical ‘types’ of organizations using our solutions

• Point of Care Users are found across all ’care’ settings:
– Primary Care Clinical Teams (Providers, Nurses, MAs, Front Desk, etc.)

– BH Care Teams

– Dental Care Teams

– Patient Outreach & Engagement Specialists

– Care Managers

– Care Coordinators

Typical Organizations & Users

Type of Organization
Retrospective Aggregate 

Monitoring & Mgmt
Point of Care

Public Entity (e.g., Dept of Health) X

Network Entity (e.g., PCA, BH Council, etc.) X

Individual Practices X X



• Source data from the EHRs of individual practices which we marry up to additional data from 
Health Plans, HIEs (including IHIE) and Health Plans

– We are in the process of connecting to one of national laboratory vendors

• Support more than 50 million patients in out platform across more than 1000 entities

• In <State>, 28 of the 43 FQHCs are on the Azara platform

– Some of which are also a CMHC / CCBHC

• More than 1M patients with visits in past 3 years

• Sounds a bit cliched, but for Azara it really is about taking this data and making it actionable

– Sharing it across care settings and dimensions

– Promoting efficiency

– Curating the data to for ease of use and understanding

– Embedding data in the workflow

Making Data Accurate, Timely and Actionable
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Predominant Conditions Dashboard
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Azara Risk Stratification
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Hypertension Dashboard
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Diabetes Dashboard
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Practice Comparison
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Telehealth Usage and Adoption
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Transition of Care (ToC) Dashboard



• Reporting that allows you to:

- Look at how a group of patients are doing

- Evaluate the effectiveness of a program to 
help improve the care of a specific group of 
patients

It’s not just about meeting the measure !

What is Care Effectiveness ?

How is this 

group of 

patients 

doing?
Is our 

program 

working?

Are my 

patients 

improving?
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Care Effectiveness:  Hypertension - Pt Detail



• A Network is an arrangement in which like-minded hospitals and/or independent providers 
share performance improvement, quality, value, and efficiency goals that result in improved 
quality and coordinated care at a lower cost.

• The Azara Solution Suite can facilitate this sharing of data now.   

• Point of Care tools such as the PVP and CMP are examples of what exists.

◦ Quick caveat … data use / data sharing agreements must be in place

• Data that can be shared on the PVP and CMP today includes:

◦ Diagnoses & Risk Factors

◦ SDOH

◦ Dates and locations of most recent visits to other organizations in the network

• Even greater level of data sharing is available within Azara Care Management

• Feature adds in

Sharing Data Across a Network
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Sharing Data on the PVP



The Azara EHR Plug-In | Alerts & Care Gaps
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The Azara Platform

EMILY ALMOND 12345 4/8/1987 (38 yrs)



We Are Shovel Ready
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We Are Shovel Ready

115

EMILY 
ALMON
D

123
45

4/8/1987 (38 
yrs)



• Curated, Normalized Data

• Proven MPI technology

• Focus on sharing data at the point of care

• Imagine …

- EMS personnel reviewing the PNP or CMP 
from the ambulance

- Clinics sharing data and avoid adverse drug-
drug interactions that exacerbate problems

- Imagine ‘writing & requesting’ eConsults from 
within the EHR Plug-In 

- Imagine State Medicaid and DoH’s having 
timely, accurate & normalized aggregated data

- Organizations coordinating on Medicaid 
Redetermination efforts

- Patients having better health outcomes 
because we share data

We Are Shovel Ready
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