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Every Role Matters: Using DRVS to 
Empower Team-Based Value Care

Camilla Adams, Population Health Director
Canyonlands Healthcare



11 Sites

~200 Employees

20,000+ patients

Primary Care, OB, Dental, 
Chiro, Behavioral Health, 
& Pharmacy





Registered 
Nurses

Community 
Health 

Workers

Population 
Health 

Director

Quality 
Improvement 
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Small, but Mighty
Population Health Team

PCMH

Risk 
Adjustment

Chronic
 Care 

Management



Meet Brittany

Former ER Nurse; 
current CCM Nurse

High intrinsic motivation

Very competitive, Type A

Active in the community

Give her a list and she 
will knock it out!

Key Strengths: Kindness, 
Forgiveness, Love, 

Spirituality, Gratitude 



Useful for morning huddles, 
identifying patient needs and 
planning next steps.

Patient Visit Planning - PVP

See all of the patients scheduled 
each day – strategically identify 
opportunities.



Chronic Care Management - Registered Nurse

Uses PVP to identify potential candidates for 
chronic care management.

Looks at the alerts, diagnoses, and risk factors.

Engages patients when they visit with the provider 
that day to share about the program & enroll them.

Demo Data



Patient’s Story

In the months leading up to CCM enrollment, our 
first CCM patient was in the ER every 1.5 
days.  

So many things contributing to this including poor 
medication management, loneliness, 
schizophrenia, no familial support, or 
transportation. 

Upon enrolling in CCM, this patient went 42 days 
without an ER visit. 

Photo by Vitaly Gariev on Unsplash 

https://unsplash.com/@silverkblack?utm_source=unsplash&utm_medium=referral&utm_content=creditCopyText
https://unsplash.com/@silverkblack?utm_source=unsplash&utm_medium=referral&utm_content=creditCopyText
https://unsplash.com/photos/smiling-older-man-in-plaid-shirt-offers-handshake-3xH-HwZRALA?utm_source=unsplash&utm_medium=referral&utm_content=creditCopyText


Meet Toni

Shy

Wants to remain anonymous 
& behind the scenes

Prefers phone calls over in 
person interactions

Calm & compassionate

No stranger to life’s challenges

Key Strengths: Fairness, 
Prudence, Teamwork, 

Honesty, Kindness



Contributing to the team behind the scenes

Care Gap Reconciliation- CGR



Care Gap Reconciliation- CGR

Toni uses the Care Gap Reconciliation report to submit supplemental 
data. Her work led to a 40% improvement in open care gaps in 2025.



Transition of Care Workflow

CHWs pull list of 
discharged patients 

every morning.

CHW call patients 
to schedule a 

follow-up with PCP.

Patient attends 
follow up 

appointment with 
PCP.

Demo Data



Met goals for 
Hospital Follow 

Up and 
Readmission 
value-based 
measures! 



Meet Ellee

Motivated to do well

Peer leadership skills

Experienced in varying types 
of CHW work

Understands complex 
patients & their struggles

Competitive & persistent

Key Strengths: Kindness, Love, 
Fairness, Judgement, Appreciation 

of Excellence and Beauty



Care Management Passport

Demo Data

Gives staff a holistic picture of each 
patient and their history



CMP - Generate Summary
1. Brand new addition
2. Gives AI Generated summary
3. Lists actionable steps for the staff 

Demo Data



Patient’s Story

“Patient A” started out with every alert 
you can imagine on their CMP.

Ellee kept building a relationship with 
the patient for months and months.

One visit, when she looked at the CMP, 
she saw showed no alerts open, but 
the more important story was the bond 
she had created with the patient.



Conclusion

Align team 
strengths with 
workflows and 
technology.

Celebrate wins 
for patients, 
staff, and health 
center.



Less Guesswork, More Groundwork

Azara at the 
Network Level



The Network Before DRVS 
(pre-2017)

24

Fragmented Data Environment

Manual 

chart & data 

auditing

Inter-

professional 

communication

Multiple 

EHR 

Vendors

Separate 

payor data 

streams

HIE feed 

disconnect

No unified 

care gaps

Limited 

VBC 

readiness



4 13 2 2 1 2 3 2No. CHCs

LPCA Network DRVS Implementation Count
N = 29 

2017 2018 2019 2020 2021 2022 2023 2024 2025 2026

The Growth (est. 2017 – present)
Multi-vendor alignment achieved
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Network-Level Data Ecosystem 
Model
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DRVS
Centralized Data 

Warehouse

DRVS Population 

Health Analytics 

and Reporting

All data 

integrated into 

ONE SINGLE 

SYSTEM

Health Centers

29
Louisiana Primary 

Care Association

EHR Data
eCW 

eCW Triggerfish

NextGen

Athena

Intergy

CompuGroup

MyWinMed

(does not rep all MDI 

connections)

Louisiana Public 

Health Institute

LPCACO

LSU 

Health Center IPAs

and Networks

# of lives

688,326

Greater New Orleans 

HIE (GNOHIE)

HIE/RHIO Enrollment Claims/Care Gaps

BCBSLA

EHR Data 

Extract

Value Based 

Program 

Reporting

PCA Name

Hospital

1

Wellcare

Aetna

UHC

Anthem

Amerihealth

Humana

 (outside of BCBSLA)

Wellcare

Aetna

UHC

Anthem

Amerihealth

Humana

AmeriHealth

Centene

Wellcare

Supplemental Data

Network-Level Data Ecosystem Model



“Cross 
Divisional” 
Network-
Level Data 
Ecosystem 
Model
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“Cross 
Divisional” 
Network-
Level Data 
Ecosystem 
Model
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HCCN

HCCN

HCCN

HCCNHCCN

HCCN

HCCN

ACO

ACO

ACO

ACO
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Team approach to 
supporting DRVS



Partnership 
Infrastructure
Gearing up to “DRV” Azara across Louisiana
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Cross-Vendor EHR Alignment

EHR Vendors 
Integrated:
26/41 = 63% 
Network on DRVS

Top EHR Vendors
• athenaHealth 
• eCW

11

1

11

1

3

athenaHealth

CompUGroup

eCW

Greenway

NextGen
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Cross-Vendor EHR Alignment
Network-Level Support:

33

Standardized measure mapping

EHR Specific Roundtable

EMR-specific DRVS Dashboards

Data validation workflows

Validation Workbook

Template-based mapping 
playbooks

Similar workflow to DRVS 
Implementation Workbook

Pre-UDS review processes

Measure of the month



Strategic Partnerships That 
Power the Ecosystem

HIE integration through LPHI

Receive daily ED/IP 
notifications

Includes diagnosis-level 
details for care management
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Insurance Payer 
Plans
• ACO Contract 

Participation 
Crosswalk

• HEDIS Measure 
Crosswalk across 
multiple contracts

• 9 → 17 contracts
• > 24 measures

LPCACO, LLC MY 2026 VBCs / VBAs
MSSP (Medicare)
Wellcare (Medicare Adv.)
AmeriHealth Caritas (Medicaid)
Aetna (Medicaid)
Aetna (Medicare Adv.)* new for 2026
Healthy Blue ICCM (Medicaid)
LA Blue - Stellar Health (Med. Adv)* new for 2026
LA Blue - Stellar Health (Com. / ACA)* new for 2026
LA Healthcare Connections - COC Form (Medicaid) * new for 2026
LA Healthcare Connections - EQH (Medicaid) * new for 2026
UHC - EQH (Medicaid) *+ new for 2026, pending 2026 MCO status
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Strategic Partnerships That 
Power the Ecosystem
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Strategic 
Partnerships Use 
Case

Crosswalk Development:
• CQMs across multiple 

projects (i.e., Measure 
Matrix – UDS, PCA, HCCN, 
NCQA, AHA/AMA, etc.)

• Center Grants
• H80
• LAL
• Statewide Initiatives 
• HPSA 
• HIV / AIDS
• Education

37



Operationalizing DRVS at 
Network Level
DRVing Azara Across LA
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Governance-Driven Data 
Strategy

Network Governance 
Components:
• HCCN Management Panel
• Data Governance Committee
• DRVS Super User / Data 

Champs
• SME Networks
• Vendor touchpoints
• Quarterly iPWP reviews

Outcomes:
• Elevated analytic 

literacy
• Shared accountability
• Reduced duplication
• Bi-directional 

communication feeds 
between Network and 
health center staff
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TA Infrastructure
LPCA Network Support Model
• Individualized Health Center 

Workplans
• One-on-One Mapping 

Sessions
• UDS Readiness Reviews
• Measure Validation 

Walkthroughs
• Enrollment Reconciliation
• Claims Gap Reconciliation

Support Mechanisms
• TA Calendar 
• Smartsheet TA tracker
• Formal evaluations
• Ad hoc qualitative 

feedback
• Continuous QI loops & 

PDSAs
• myLPCA Resources 

Page
• Mailchimp Promos
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User Groups & Roundtables
Purpose: Move from tool usage 

→ to analytic ownership.

Impact
• Shared solutions
• Reduced isolation
• Standardized 

workflows
• Increased DRVS 

adoption

Structure
• Vendor-specific EHR roundtables
• DRVS Roundtables
• Data Champs sessions (super 

users)
• SME peer-to-peer learning
• Feedback loops to vendors
• Hands-on learning labs
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Data Hygiene as a Network Standard

Stabilizing the System
Current State:
• Questionable data integrity 

leads to unreliable patient 
information, making it 
difficult for care teams to trust 
and act on reported gaps in 
care.​

• Inconsistent workflows and 
fragmented patient data.​

• Staff turnover erodes DRVS 
expertise, creating gaps in 
data accuracy and workflow 
continuity.​

• Frustration grows as staff 
spend extra time reconciling 
conflicting data instead of 
focusing on patient care.

Actives and 
Outcomes:
• Data Validation - Faith in 

DRVS data and EHR 
correlation​.

• Documented Workflows –
Ensures accurate mapping, 
consistency and 
knowledge retention.​

• Data Dictionary – Repository 
of mapped data for periodic 
baseline reference.​

• Cross Training – Removes 
bottlenecks and single points 
of failure.​

• Executive Involvement -
Promotes tools are properly 
utilized and frustrations are 
valid operational concerns vs. 
Individual/institutional 
learning curves.

Network 
Standardization 
Improves Success:
• Validated data using 

consistent methodologies 
improves:

• HCCN performance 
reporting.

• ACO quality scores.

42



Sustainability Model
Three Pathways:
• Technical Infrastructure
• Governance & Oversight
• Workforce Development
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Team –Based 
Sustainability 
Infrastructure

Three Supporting 
Teams:
• Clinical Staff (2)
• Operational Staff (2)
• Quality (2)
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Ensuring Success
Commitment is Essential:

• Network-wide participation establishes consistent data-
quality practices that support accurate HCCN reporting 
to HRSA and reliable ACO performance benchmarking. 
Any gaps in participation weaken both goals.

• Executive championing communicates organizational 
priority and ensures staff have the protected time 
needed to carry out data-quality work in resource-
constrained FQHC settings.

• Board-level monitoring of DRVS usage reinforces 
governance commitment to HCCN objectives during 
HRSA site visits and positions the ACO for proactive, 
continuous quality improvement rather than reactive 
crisis response.
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Performance Alignment Roadmap
Phase Timeline Activity HCCN Objective ACO Benefit

Phase 1: Preparation Two Weeks

Program overview; 
executive commitments; 
staff designation; technical 
readiness

Governance engagement; 
workforce capacity 
building

Leadership 
accountability for quality 
performance

Phase 2: Network Data 
Validation Four Weeks 

EHR-to-DRVS mapping, 
standardized validation 
protocols; workflow 
documentation

Data Management & 
Analytics; UDS readiness; 
network-wide 
standardization

Accurate patient 
attribution; reliable ACO 
quality measure 
calculations

Phase 3: HCCN Spring 
Learning Three Days

DRVS 101 fundamentals; 
Quality/Operations 
workshops

Workforce technical 
proficiency; 
interoperability 
foundations

Independent 
performance monitoring; 
reduced consultant 
dependency

Phase 4: Local Hands-On 
Training One Week 

Value-based care 
reporting; care 
coordination; risk; risk 
adjustment and recapture 

Data-driven clinical 
decision support; care 
coordination optimization

Higher quality capture 
rates; expenditure 
reduction through 
proactive outreach
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Data in Action: Value-Based 
Care Through DRVS
VBC – now in cruise control
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From Data Aggregation to 
Clinical Action

DRVS Enables
• Clinical Quality Measure surveillance
• Risk stratification (RAF GAPS)
• Whole-person care analysis
• SDOH integration
• Pre-visit planning workflows + CMP
• Care team coordination (ACC/ACU)
• Measure investigation
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Network-Level Impact
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Demonstrated Outcomes

23 → 26 
PHCs

Increased 
DRVS 

Adoption

92% 
using pre-

visit planning 
reports

Increased 
analytic 
literacy 
through 

super-user 
engagement

Founda-
tions 

for module 
expansion

Predictive 
Analytics

Informing 
care 

coordination 
gaps



Demonstrated Outcomes

2023 DRVS Needs Assessment

− 25 responses from 14 unique CHCs (54% response rate)

− Champion designation (Y/N)

− Usage (Dashboards, PVP/CMP, Registries, Scorecards, Admin, etc.)

− Modules of Interest (SDOH, Risk, CS, TOC, HepC)

− Req. type for TAs to cover: TOC, best way to utilize CS, Payer 
integration TAs, Data Hygiene, Ryane White HIV/AIDs specific 
dashboards, referral management

55

Network-Level Impact



EHR Customer 

Service

DRVS Customer 

Service Additional

Poor Excellent Experienced dental EHR 

difficulties and had to go to 

direct connection as 

opposed to data feed.

I’                   

impressed but our CEO 

may see it differently. 

I’       x 

Very satisfied Highly used in our 

organization. I feel that this 

application is more 

accurate that our EHR

     ’                 

system where you can 

speak to someone in 

the very moment that 

   ’                   

however, most of the 

time they say that a 

ticket must be entered 

and then find out that 

   ’                   

recent version of the 

EMR, and therefore 

They typically 

respond within the 

week and often 

resolve my issues 

within 2. I appreciate 

        I    ’           

articulate the issue 

via the customer 

support portal, they 

will set up a call to 

further discuss

I wish I knew more of the 

function of DRVZ/AZARA. 

I’                             

registries and I wish I had 

the ability to develop my 

own alert for the PVP 

report.

Somewhat Satisfied None

satisfied very satisfied operating well

Network-Level 
Impact
Board Feedback Survey 
Aug 2025

TA Tracker: 
2025 – current

Division: HIT/HCCN & ACO
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Network-Level Feedback
Evaluative responses (since Jan 2025) = 336
➢ Relevance = 3.75 
➢ Speaker Engagement = 4.04 
➢ Objectives Met = 4.04
➢ Self-Knowledge of Topic = 3.92
➢ Confidence to apply knowledge = 3.93
➢ Recommend TA = 3.98
➢ Future Attendance = 4.03

3.95 / 5.00
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Network Usage | 2025



Network Usage | 2025
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Lessons Learned
Insights to Action: What This Taught Us
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66

Data.HRSA – 
Grants 
Dashboard
Data as of 10/2/2025 
for LA



What is helping to 
make this Work

• Intentional partnership
• Vendor accountability
• Rapport & Communication 
• Structured TA
• Data hygiene discipline
• Transparent performance tracking
• Shared network culture
• Routine
• Intentional Cross Training
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Food for Thought
• Start with governance before 

dashboards
• Standardize mapping early (SME at 

Network Level)
• Build super users
• Align payers intentionally
• Don’t skip data validation
• Invest in workforce literacy

• Centralized Knowledge-based System

• Crosswalks!
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DRVS is not a tool. 
It is a statewide 
infrastructure.
• From 4 centers to 26., 

tentative 29
• From fragmented data to a 

“semi-unified” warehouse.

70

Purpose. 
Partnership. 
Progress.



Contacts

Thanh Nguyen

Data Analytics & Research Manager

Louisiana Primary Care Association

tnguyen@lpca.net 

Camilla Adams

Population Health Director

Canyonlands Community Healthcare

c.adams@cchcaz.org 

mailto:tnguyen@lpca.net
mailto:c.adams@cchcaz.org


azara-healthcareazarahealthcare.com @AzaraDRVS

Questions?
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We want to hear from you!

73

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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