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INTRODUCTIONS



WHAT IS A COMMUNITY HEALTH CENTER
▪Non-profit, community-driven clinics; 

▪ Provide high-quality primary and preventative care to all 
individuals, regardless of their insurance status or ability to 
pay; 

▪ Located in underserved and low-income urban and rural areas; 
and,  

▪ Patients receive services that promote health, diagnose and 
treat disease, and manage chronic conditions and disabilities.
▪ Dental, medical, behavioral, insurance enrollment specialists, vision 

care, translation/interpretation, and pharmacy.  



WHO IS CHAD?
▪ Federally funded Primary Care Association

▪Our board of directors = CHC leadership

▪ CHAD supports CHCs in their mission to provide access to 
health care for all Dakotans regardless of insurance status or 
ability to pay. This can look like:
▪ Training

▪ Peer networking

▪ Coordinated implementation of an initiative

▪ Coaching and technical assistance



PATIENTS WE SERVE
Health Centers serve all populations with limited access to health care, including rural and frontier 
areas, veterans, limited English proficiency, uninsured, Medicare and Medicaid, and low-income. 



PATIENTS WE SERVE



ABOUT GPHDN
▪ Affiliate of CHAD

▪ Partnership between CHAD and WYPCA

▪ Comprised of 11 Community Health Centers (CHCs) - 4 in ND, 3 in SD, 4 in WY

▪ GPHDN has combined land mass of nearly 246,000 miles with only a little over 2.2 million residents.

▪ Consists of 76 sites

▪ Range of small PHCs

▪ Smallest PHC serves 362 patients

▪ Largest PHC serves nearly 28,000 patients

▪ Serves nearly 105,000 patients across ND, SD, and WY









PARTICIPATING HEALTH CENTERS



GPHDN FOCUS AREAS
▪ Data Security 

▪ Data Strategy
▪ Individual and network approach to using data
▪ Identifying priorities for Azara

▪ Virtual Care
▪ Telehealth
▪ Patient Engagement – online scheduling/registration, two-way 

texting

▪Data Aggregation and Analytic System (DAAS)/Azara
▪ Implementation 
▪ Sustainability



DATA AGGREGATION AND ANALYTIC SYSTEM 
(DAAS)/AZARA
▪DAAS is a population health management tool called Azara will 

data that is aggregated at the network and individual health 
center level.

▪ Connects to the health center electronic health record (EHR) 
and extracts the information into one data system called Azara. 

▪ Currently have four health centers connected and three near 
completion of implementation. The remaining four should be 
implemented in the next 3-6 months. 



AVAILABLE DATA
▪Health Center Program Uniform Data System (UDS) data 

▪ Data on patient characteristics; 

▪ Services provided; 

▪ Clinical processes and health outcomes; 

▪ Patient’s use of services; 

▪ Staffing; 

▪ Costs; and 

▪ Revenues.

▪ Patient’s social risk factor data/risk stratification



AVAILABLE DATA
▪ Clinical data examples

▪ Childhood immunization status
▪ Child weight assessment
▪ BMI screening and follow-up
▪ Depression
▪ Tobacco screening
▪ Colorectal cancer screening
▪ Cervical cancer screening
▪ Breast cancer screening
▪ Controlled substance data

▪ Hypertension controlling high 
blood pressure

▪ Diabetes A1c>9 or untested
▪ Statin therapy for prevention and 

treatment of cardiovascular 
disease

▪ IVD aspirin use
▪ HIV screening
▪ COVID-19 data
▪ Dental
▪ OB/Pregnancy data



POTENTIAL RESEARCH IDEAS
▪Utilize patient engagement tool to test effectiveness of tailored 

messaging (reminder/recall notifications, or disease 
management education messages) and impacts on clinical 
quality measures or social determinants of health measures:
▪ Clinical Quality Examples: Tobacco cessation; cancer screenings; 

hypertension; diabetes management; immunization; depression 
screening

▪ SDOH example: Test out text messages with transportation 
assistance offer pre-visit for diabetic (or another cohort) patients 
who've screened positive on transportation need previously. What is 
the effect on diabetic management?



POTENTIAL RESEARCH IDEAS
▪ Analyze social determinant of health data correlation 

to clinical quality measures and identify/test potential 
interventions.
▪ Example: What is the top social need for patients with 

uncontrolled blood pressure? Test out intervention on the top social 
need to identify whether there is improvement in blood pressure 
control.

▪What are the health outcome impacts of onsite food pantries in 
medical settings? What implementation factors contribute 
to success?



TOBACCO SCREENING



DIABETES AND TRANSPORTATION



DATA EXAMPLES – HYPERTENSION BY SOCIAL NEEDS



BUILDING COHORT - HYPERTENSION



DATA EXAMPLES – DIABETES BY DEMOGRAPHICS



FUTURE DATA

▪ Admissions, Discharge, and Transfer (ADT) data; 

▪ Claims data; 

▪Referral data; 

▪ Patient engagement data; 

▪Health information exchange (HIE) data; 

▪ Prescription fill data; and, 

▪Other possibilities available



HOW TO REQUEST DATA
▪ Researchers would determine which CHCs they would like to have part of 

their study.

▪ Researchers identify which data is needed.

▪ Contact Becky Wahl or Shannon Bacon at GPHDN to request data.

▪ GPHDN will reach out to CHCs to share study information and develop 
participation agreement.

▪ GPHDN will determine data use cost depending on data needs–
subscription costs range from $18,500 to $35,500/health center annually

▪ Data use agreements will be executed upon agreement.



Contact Information:

Becky Wahl –
GPHDN Director 
becky@communityhealthcare.net

Shannon Bacon –
DaCCoTA/CHAD Liaison 
shannon@communityhealthcare.net

mailto:becky@communityhealthcare.net
mailto:shannon@communityhealthcare.net
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