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Why Referral Management 
Matters



Incomplete external referrals:
• Create care gaps

• Compromise data

• Delay patient care

The What and the Why
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Leveraging Azara DRVS: 
• Standardized referral tracking 

• Trained Referral Specialists

• Created actionable panel lists



In June 2025, Housing Works launched an internal referral management 
improvement initiative to “close the loop” and align workflows across five 
community health centers.

Project SMART Goal: By October 1, 2025, the Health Services team will 
decrease Open Referrals (49%) by at least 10% through Q1 2025 referral 
clean up.

Within the three months, the workgroup achieved a 30% reduction in Q1 
incomplete external referrals lacking documented follow-up or results, while 
improving provider visibility into referral outcomes. 

The What and the Why
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Who We Are & Who We Serve



Health Center Context
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Key Insight: Housing Works provides integrated, community-focused healthcare for complex patient populations.



Primary Care Patients 2024 
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Key Insight: Primary care population grew by nearly 2,000 patients since 2020.



Referral Management Dashboard 2024
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Key Insight: Azara DRVS gave us the visibility needed to manage referral growth while improving completion rates.



Social Drivers of Health (SDOH) 2024
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Key Insight: Housing instability and demographic disparities are the leading drivers of referral needs in our 

patient population.



Referrals by Race 2024
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Top Referrals 2024
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Primary Care Patients 2025
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Referral Management Dashboard 2025
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Social Drivers of Health (SDOH) 2025
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Referrals by Race 2025
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Top Referrals 2025
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Leveraging DRVS to Close the 
Loop



Baseline Metrics

21

Baseline Overview:​

• 49% Open Referrals at project launch (May 2025).

• 47% Open Referrals at start of intervention (June 2025).

• Baseline established using Azara DRVS referral reporting.

• Identified inconsistent referral follow-up workflows across sites.

• Limited visibility into referral completion status for providers.

• Opportunity to improve tracking, follow-up, and referral closure processes.

Key Insight:

Nearly half of all referrals remained open, highlighting the need for standardized 

referral workflows and proactive follow-up.



Standardizing the Workflow

22

Gather Insights

• Interviewed Referral Specialists.
 • Collected workflow feedback.

Review Workflow

• Identified gaps​.
• Updated referral policy.

Define Referral Status

• Standardized statuses in eCW.
• Established baseline metrics.

Train Specialists

• Introduced Azara DRVS tools​.
• Demonstrated Huddle reporting.



Status Definitions
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Status Definition (When to use it)

Open Referral has been received but no action has been taken yet.

Pending Appointment has been scheduled.

Patient missed (no showed) their appointment.

Patient is not PCP-aligned and needs follow-up.

Internal Review Waiting on documentation such as:

• Consult notes.

• Testing/lab results.

• Preliminary findings from specialist.

Insurance Auth Referral is awaiting insurance prior authorization (PA)

Addressed Referral has been resolved in one of the following ways:

• PA was denied.

• Patient declined referral.

• Patient declined to align PCP to Housing Works.

• Appointment completed and consult notes uploaded to eCW.

• Duplicate referral.



Implementations & Outcomes



Azara DRVS Mapping Validation
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Example of one of our 
Support tickets.



Project Cycles
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Cycle # & Dates Description of Intervention Target 

Population for 

Cycle

Goal for Cycle Outcome Summary

1

6/20 – 7/2

Referrals Specialists will assess 

Q1 open referrals for expiration.

Q1 2025 Open 

Referrals

Reduce Q1 open 

referrals by 5%.

Q1 2025 Open 

Referrals went from 

49% to 39%.

2

7/3 – 7/31

Continue to close out Q1 open 

referrals that are past 90 days 

and have not had any 

intervention. (i.e. scheduled 

visits or completed visits)

Q1 2025 Open 

Referrals

Reduce Q1 open 

referrals by an 

additional 10%.

Q1 2025 Open 

Referrals went from 

39% to 28%.

3

7/31 - 8/31

Fine tune the tracking process to 

continue clean-up. Prioritize the 

“urgent” open referrals.

Q1 2025 Open 

Referrals & 

Urgent Referrals

Improve tracking 

of closed referrals 

and further reduce 

Q1 open referrals.

Q1 2025 Open 

Referrals went from 

28% to 21%.

4

9/1 – 9/30

One final round of clean-up to 

close out Q1 open referrals that 

are past 90 days.

Q1 2025 Open 

Referrals & 

Urgent Referrals

Improve tracking 

of closed referrals 

and further reduce 

Q1 open referrals.

Q1 2025 Open 

Referrals went from 

21% to 10%.



Key Lessons & Sustainable 
Practices



Challenges & Successes
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• Inconsistent documentation practices across sites.

• Limited capacity for manual tracking and follow-up.

• Variation in referral outcomes due to specialist 
availability and patient non-response.

• Difficulty identifying urgent vs. routine referrals in 
historical data.

Challenges

• Significant drop in open referrals following 
structured outreach and tracking.

• Improved referral documentation and closure 
rates in eCW.

• Increased staff engagement in tracking and 
completing referrals.

• Developed standardized workflow and smart 
phrases to support referral loop closure.

Successes



Operational Results
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The Infrastructure Behind Referral Completion
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Team Structure

• Standardized referral roles

• Defined workflows & responsibilities

• Clear ownership of referral follow-up

Workflow Design

• End-to-end referral process map

• Standardized steps from referral order → completion

• Ensures consistency across clinics

Data Tools (DRVS)

• Patient Visit Planning (PVP)

• Open Referral Chase Lists

• Daily monitoring of outstanding referrals

Resource Hub

• Referral Specialist Guidebook

• Partner MOUs and agreements

• Centralized training materials



DRVS as a Daily Work Tool
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DRVS as a Daily Work Tool | PVP
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Referral Specialists use the Patient 
Visit Planning (PVP) report to 

identify and flag scheduled patients 
with open referrals, and they discuss 
follow-up plans with the clinical team 

as part of the morning huddle.



Open Referrals Chase List
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Operations Team uses the Detail 
List of the Open Referrals 

measure to identify patients with 
open referrals, and they use this 
to conduct outreach to close the 

referral loop.



Referral Guide Before
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Referral Specialist Resource Hub
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Memorandums of Understanding (MOUs)
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Purpose of MOUs:

• Establish clear referral pathways between Housing 

Works and partner organizations to ensure patients 

have timely access to specialty and supportive 

services.

• Strengthen collaboration and communication between 

primary care providers, referral specialists, and 

external partner organizations.

• Support coordinated care by promoting shared 

workflows, referral documentation standards, and 

follow-up processes.

• Improve referral efficiency by identifying trusted 

partner organizations familiar with Housing Works’ 

patient population and care needs.

• Help close the referral loop by encouraging timely 

appointment scheduling, service completion tracking, 

and communication of outcomes back to the care 

team.



Summary
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DRVS is a dynamic tool that can assist in referral 
management.

It’s necessary to have the participation of all team 
members.

Do not be dogmatic in your processes.

Improvement takes time.



azara-healthcareazarahealthcare.com @AzaraDRVS

Questions?
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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!



Referral Team Leads:

Contact Information
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Walter Wilkerson, Data Coordinator

 W.Wilkerson@housingworks.org

Nancy Morisseau, MPH

 N.Morisseau@housingworks.org

mailto:W.Wilkerson@housingworks.org
mailto:N.Morisseau@housingworks.org
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