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Operational Improvement with DRVS

Making Data 
Actionable



Today’s Presenter

Russ Kolski, RDN BSN 
MSA

Value Based Care 
Consultant 

Azara Healthcare
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Operations & 
Value-Based Care



Health centers are not lacking data – they 
are lacking operational consistency

The Operations Challenge

Insurance 
eligibility & 
verification

SDOH 
Needs
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Model for Success – Core Domains

Before the Visit (Preparation)

During the Visit (Execution)

Between Visits (Engagement)

Population-Level Strategy 

(Management & Oversight)
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DRVS Before the Visit
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Pre-visit Planning
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Insurance verification / eligibility

Identify care gaps and needed 

labs/referrals

Risk capture opportunities 

(RAF)

Identify care management 

candidates



Why Use the PVP?

In 2025, DRVS users who 

utilized the Patient Visit 

Planning Report closed 

38% more gaps in care.

PVP users closed >2.5M 

care gaps in 2025.

Providers report 50% less 

time spent chart prepping.

Organizations using the 

PVP meet PCMH 

requirements for huddles 

and team-based care.



DRVS During the Visit
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Clinical care

Quality gap closure

Risk capture

Patient engagement

The Visit
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Visit – Core Domains
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EHR Plug-in
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Monitoring Effectiveness | POC Alert Closure

Understand how effective the 
care team is at closing alerts. 

Filter by Alert for greater insight 
into specific care gap closure.
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Point of Care Alert Closure Dashboard

Track how care teams are 
acting on the information 

surfaced on the PVP.
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Default filters include:

• Period

• Rendering Providers

• Rendering Locations

• Alert

• Service Line



DRVS Outside the Visit
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Between Visits

18

Proactive

Requires structured workflows



Core Areas of Focus
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Transitions of Care

Timely follow-up after 
ED/IP events

Care Management

High-risk / rising-risk 
patients

Outreach
Patients with gaps and 
no upcoming visit

Care Gap Reconciliation

Aligning payer vs. clinical 
data



Transitions of Care (TOC) – ED/IP
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Filter the discharge status 

column to identify patients 

discharged to a particular 

location. For example, all 

patients discharged to 

home (01).

Run the ED/IP Report by Discharge Date

Filter by ED or IP Type

See diagnosis 

code & description 

from patient’s 

admission



Managing Utilization of Services

The Referral and Transition 

of Care functionality 

require add on modules in 

DRVS. 
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Outreach

Assigned – 
never seen

Demo Data

Use Gap Lists for 
patient outreach

Demo Data

High & Rising 
Risk

Demo Data
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Determine Care Management Criteria

Could be as 

simple as 

picking the top 

5 conditions

Visit the Predominant Conditions Dashboard to understand burden of 

disease across your patients to inform your care management criteria 



Care Gap Reconciliation

Payer 

Performance

Legend &

Action Steps

EHR data can be sent 

back to the plan to 

close the gap

Patients’ records can be 

updated with results from 

location where claim was filed

Visit Info looks for a UDS QE 12 months from period end 

e.g., If period = CY 2024, appointment must be in 2024
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Azara Care Connect

* Azara Care Connect is a separate platform from DRVS

Leverage ACC to:

• Quickly view medical & demographic information, 

active gaps, outreach notes, and history

• Track completion of tasks &  interventions

• Drive high-priority patient engagement with flexible 

filtering and built-in prioritization

• Document, view, and complete outreach efforts. Set 

follow-up events in adherence with value-based 

agreement



Care Management Passport (CMP)
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Use the CMP to understand 

the patient story.

• Identify problems, 

assessments

• View most recent 

encounters, upcoming 

appointments

• Understand key vitals 

and lab trends

• View the components 

contributing to the risk 

score

Run Care Management Passport



CMP Continued
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Identify each ER Visit and 

Hospital Discharge based 

on the HIE data.

Follow up on open 

referrals to improve 

coordination of care 

efforts.

The Care Management Passport 

will help the Care Coordinators, RN 

Care Managers, and other care 

team members prepare prior to their 

communication with the patient.



CMP | Smart Summary
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Generate relevant insights 
& surface recommended 
action items.



Population Level Management

DRVS for Strategy and 
Compliance 
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Leadership decisions

Resource allocation

Performance accountability

Leadership and Performance Management
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Core Capabilities

Scorecards and 

performance tracking

Peer comparison & 

benchmarking/variation 

Strategic planning & 

work plans

ROI & effectiveness 

evaluation

UDS Reporting



Scorecards and Performance Tracking
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Benchmarking / Variation

DEMO
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Strategic Evaluation
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Filtered to PCPs 

and/or primary care 

service line.

Average number of 

appointments per day for 

each provider.

Visualize your revenue cycle 

management performance & drill 

into widgets to identify areas of 

opportunity in your revenue cycle.

**Financial Operations 

Module Required



UDS
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Attribution
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Health Plan Performance Dashboard
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Cost and Utilization - Executive Dashboard
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View of paid amount from 

claims for selected period.

Timeline widgets include snapshot of 

claim completeness for context in 

analyzing numbers.

Identify 

focus areas 

for further 

drill down.Flags the top 10% of members WITH 

COST to compare to total population of 

members with and without costs.

Shows overall 

ED and IP 

utilization and 

costs/visit and 

admit.



Cost and Utilization - Member Profile
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RAF Gaps

Demo Data

RAF Gaps 
surfaced at point 

of care

Demo Data
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Plan Data Latency Report in DRVS

• Use to understand when data has been received from plan and uploaded into DRVS.

• Data is updated in DRVS 1-2 days after received from the plan. 
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How Data Health Starts with Registration

Potential Duplicate Patients

These patients have two or more 

records with similar or exact 

matches on demographic 

information across records.

Thinking about your organization:

• Are we verifying if patients have an 

account within the health record 

prior to starting a new registration? 

• No Shows

• Patients who have not been in over 

the last several years

• Seen across other service lines

42



Where to Start
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Transitions of Care
• Define who

• Define outreach timeframe

• Standardize workflow

Care Management
• Define care management criteria

• Limit panel size

• Track outcomes

Standardize Pre-Visit Planning 
• Pick 1 or 2 conditions

• Standardize expectations

• Standardize workflow



Where to Start (Cont.)
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Outreach
• Start with calls to existing patients

• Utilize texting

Attribution
• Start with internal PCP management

Data Transparency & Reporting
• Simple scorecard

• Share



azara-healthcareazarahealthcare.com @AzaraDRVS

Questions?
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Contact Us
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Russ Kolski, 

RN BSN MSA

Value Based Care Consultant 

Azara Healthcare

Russ.Kolski@azarahealthcare.com 

Danielle Harvey

Sr. Clinical Improvement Specialist 

Clinical Transformation

Danielle.Harvey@azarahealthcare.com 

mailto:Russ.Kolski@azarahealthcare.com
mailto:russ.kolski@azarahealthcare.com
mailto:Russ.Kolski@azarahealthcare.com
mailto:russ.kolski@azarahealthcare.com
mailto:Danielle.Harvey@azarahealthcare.com


We want to hear from you!
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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)



Thanks for attending!
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