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● Health centers are asked to do more with less.
● Manual outreach, missed follow-ups , and s taff burnout 

remain chronic is sues .
● Data can be the modern can opener: a s imple but powerful 

tool when used right.

This session: Real-world use cases for FQHCs that 
improve engagement while easing staff burden

Why This Session Matters



The FQHC Reality Check
What’s Keeping You Up at Night?

● Uncertain & shrinking funding s treams

● Workforce shortages & retention challenges

● Burnout from manual & fragmented processes

● Increase of patient healthcare & social needs  

● Increas ing regulatory & compliance demands

● Raising patient complexity & social needs

● Revenue cycle strain & payer challenges



CT CHC Map



• 17 designated FQHC/FQHC LALs, ~250 delivery sites

• Serving ~440,000 patients annually

• 60% of patients covered by Medicaid

• 93% live at or below the Federal Poverty Level

Connecticut’s Community Health Centers:
Anchors of Access



• Over 1 in 3 (36.5%) of CT CHC patients  face language 

barriers

• 21% of patients  are under 18

• 15.9% are uninsured

• 12+% identify as  Hispanic/Latino

• Nearly half of patients  experience one or more social risk 

factors

Diverse Patients. Distinct Needs.



Clinical & Engagement Gaps for Connecticut 
CHC Patients

UDS Measure National Average 
Performance

Connecticut FQHC 
Performance

Hypertension controlled 
(<140/90)

66.7% 64.3%

Diabetes poor control 
(HbA1c>9%)

28.6% 27.1%

Cervical cancer 
screening

56.5% 57.8%

Depression screening + 
follow-up

79.1% 80.4%



● Connecticut FQHCs employ ~4,770 full time s taff but support more 
than 8,400 total jobs  across  the s tate economy, nearly double their 
direct workforce

● Medicaid accounted for ~53% of patient-care revenue charges  for CT 
CHCs

● Reimbursement rate boos t: $80M over 3 years will create s tabilization 
for primary care, dental and behavioral health services

● CT health centers  directly spend $765.2M
● Total annual economic impact of CT CHC operations  $1.455B

s tatewide
● Annual (local/ s tate/ federal) tax revenues  generated $202.1M

Financial, Operational & Workforce From Invention to 
Action



From Invention to Action: Data as the 
Modern Tool

● How data can predict, personalize and power 
engagement

● Smart Lis ts
● Automated outreach
● Hyper-personalized campaigns
● Predictive no-show modeling
● Clos ing Care-gaps  through outreach



● Reactive vs. proactive patient communication and 
engagement

● Volume trends , missed vis its  = missed care
● High patient need: poverty, food insecurity, 

transportation barriers
● Growing need for smart outreach that supports  s taff 

and patients

Why Patient 
Engagement Matters 

The Right Outreach, at the Right Time, with the 
Right Patient



Closing Care Gaps/
Increasing Visit Volume

Reconnect patients to preventive, 
chronic, and follow-up care with 

timely, personalized outreach that 
closes  care gaps  and keeps  patients  

engaged in their care journey.

Automate outreach and follow-
up with Smart Lis ts , reducing 

manual work and helping s taff 
s tay focused on patient care.

No-Show/Cancellation 
Reduction

Reduce missed vis its  through 
automated, patient-centered 
outreach that fills  schedules , 

supports  care continuity, and keeps  
operations  running smoothly.

Improving Outcomes by 
Closing Care Gaps &

Increasing Visit Volume

Easing Staff 
Workloads Through 
Smart Automation

Helping Health Centers Reach Patients , Strengthen Care, and 
Empower Teams  to Succeed



⇱

Custom Contact Card
● Branded Caller ID - patients  

recognize your health center when 
you call or text

● Customizable Contact Card - lets  you 
upload your logo and personalize 
outreach across  phone, text and 
email

● Reduces Confusion & Builds Trust -
especially for complex, high-touch 
patients

● Improves Response Rate - by making 
it clear that communication is  
coming from your health center

Your Health Center 
Name











AI in Action – Effortles s  personalization



No-Show & Canceled Not Rescheduled Follow Up

Sample 
Message

List
Criteria

Healthy Ways  Med.

Hi Jane, this is Dr. Smith’s 
office. Looks like you missed 
your appointment with me 
today. Give us a call or reply 
to this text and we will get you 
scheduled.  



Smart 

Closing Care Gaps with Smart, Personalized Outreach at Scale

Sample
Message

“Hi, this is Dr. Argawal from Healthy Ways 
Medical. I hope you’re doing well. I wanted 
to reach out because I noticed it’s been a 
while since we’ve had you in for your 
annual wellness visit, and I want to make 
sure we’re staying on top of your health. To 
schedule your visit, press one to speak to 
the front desk or go to 
healthywaysmedical.com/schedule to book 
online. I look forward to seeing you soon.”

Sample Campaign Types:
● Annual Wellness & Physicals
● Diabetes & A1c Follow-ups
● Hypertension Visits
● Cancer Screenings
● Childhood & Adult Immunizations
● Preventative Care & Chronic 

Condition Visits
● Transition of Care Follow-up
● Depression Screening & Visits
● Eye Exam Engagement

http://drive.google.com/file/d/1_01wOikhYjr8h2Tgh2YVuponySLGwYFI/view


Reducing Staff Burden While Meeting Quality Goals and Improving 
Patient Care 

● UDS Tables 6A, 6B, and 7 
● Patient Centered Medical 

Home (PCMH)
● Accountable Care 

Organizations (ACOs) 
● Clinical Integrated 

Networks (CINs)
● Transitions of Care (TOC)
● Custom Campaigns for 

Quality Measures
● Payer Programs



Reaching the Right Patients, With the Right Message, 
When it Matters Most



Reporting
Patient Chat



Health Center Results



February 2024 March 2024 April 2024

6,530 6,693 7,486

593 544 603

9.1% 8.1% 8.1%

Total Appts

Total No-Shows

No-Show %

February 2023 March 2023 April 2023

6,323 8,087 7,608

728 841 754

11.5% 10.4% 9.9%

Total Appts

Total No-Shows

No-Show %

Case Study#1: 102 Provider Health Center
Reducing No-Shows Comparison, February - April 2024



Jan ‘23 Feb ‘23 Mar ‘23

Total Appts 6,023 5,153 5,868

No-Shows 444 382 450

No-Show Rate 7.4 % 7.4 % 7.7 %

Jan ‘25 Feb ‘25 Mar ‘25

Total Appts 7,850 6,695 7,625

No-Shows 457 383 416

No-Show Rate 5.8 % 5.7 % 5.5 %

30% increase in 
average 
appointment volume 
and 24% decrease in 
average no show 
rate 

Case Study #2: No Show Rate Comparisons
Comparing Q1 2023 to Q1 2025



In just 90 days, 1,749 patients were brought back into care.
Easing staff workload, strengthening continuity, and creating greater 

stability for the health center workforce.

Recall Type
Count Patients with 

Recall Message

Count Patients with Recall 
Message and Scheduled 

Appointment

% of Messaged Patients with 
New Appointment Loaded 

within 60 Days

Canceled Medical 2,251 976 43.40%

No Show Medical 1,375 601 43.70%

Hypertension Reactivation 312 95 30.40%

Diabetic Reactivation 204 64 31.40%

Well-Child Visit Reactivation 47 13 27.70%

Case Study #3: 99 Provider Health Center 
Reactivation Patients



Reflection: Think of One Patient…

Think of one patient who missed care because of 
a non-medical barrier. How would you reach them 
differently?



Helping Health Centers Reach Patients, Strengthen 
Care, and Empower Teams to Succeed

Closing Care Gaps/
Increasing Visit Volume

Reach Patients Where 
They Are

Timely, personalized 
outreach that overcomes 

barriers.

Strengthen Care 
Continuity

Keep patients connected to 
preventive, chronic, and 

follow-up care

Empower Teams to Do 
More With Less

Reduce manual workload 
through smart automation



✓ Closing care and social gaps creates real equity

✓ Technology should amplify the human touch, not 

replace it

✓ Every data point is a patient waiting to be reached

3 Big Takeaways

Data is Connecticut’s next great invention, 
turning insight into impact



Interested in Learning More? Let’s Continue the Conversation

https://guidance.vitalinteraction.com/fqhcdemo



Thank you.
Hyper-personalized patient 
engagement powered by AI.



● Transportation challenges
● Hous ing Ins tability 
● Food Insecurity
● Digital Access  & Broadband Gaps
● Social Support & Behavioral Health
● Something else you are seeing in your Parish/ community?

POLL: Which Non-Medical Driver Most Impacts 
Your Patients Today?
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