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Appendix ii: Project Summaries and Table

Here we highlight 8 key projects, and then present the project table.

1) SDR-A:  Improving the HIV/AIDS Immunology Case Registry.  The overall objective of this project is to create the HIV-Quality Enhancement Database (QED) from the Immunology Case Registry (ICR) to provide a research-standard data source for use by other projects.  Examples of other progress include:  (1) critical deficiencies in the ICR have been identified, leading to recommendations on revisions of ICR procedures by the CQM, (2) a report has been generated on VA-wide ARV usage that the AIDS Service has used to identify under-receipt of the additional payments to which VA facilities are entitled for patients receiving ARV medications, (3) the algorithm has been refined for the feedback reports on facility-specific ARV use that will be used in one of our translation project’s interventions, (4) the ICR has been supplemented with variables from other sources and creation of derived variables has begun, (5) it has been determined that the ICR understated the number of VA patients with HIV Disease seen in FY 1999.  For the coming year, we plan to submit several reports from this study and the QED for publication.  An expanded progress report can be found in Appendix iii.

2) SDR-B: Supplemental Data Collection for Veterans with HIV/AIDS.  This study was originally intended to validate and augment ICR information through surveys and chart reviews for a sample of HIV patients in VA care as a means for improving the quality of that care.  A major revision is currently being proposed that will shift objectives away from validation, due to extensive progress made by SDR-A activities and the CQM.  We also propose that the chart review be focused more on translation project sites rather than on a national sample.  Funding for the chart review will be sought through an SDP.  Start-up on SDR-B, which was funded last July, has been delayed because of difficulties in hiring professional staff, changing staffing requirements due to shifts in needs for IRB approval, delays in completion of agreement between VISN-22 and the data collection subcontractor, and unexpected demands on the principal investigator’s time by other components of the QUERI.  A project manager/research assistant has just been hired so the revised project, if approved, should be underway soon.

3) SDR-C: Measuring HIV Quality of Care.  Quality assessments efforts are underway and the original proposal has been transformed into a translation research project.  See Translation Plan for a full update on this project.

4) IIR: A Medication Adherence Intervention for HIV Infected Veterans.  This study is being conducted at four VA medical centers and is designed to develop and evaluate clinic-based pharmacist programs to assist HIV patients in adhering to their medications.  Since the project start-up in July, the pharmacist intervention and data collection methods have been developed, baseline qualitative interviews were completed and have been summarized in two reports (one has been included in Appendix iii) and a two-day training session for project staff has been held which focused on the pharmacist intervention and data collection activities that will begin 2/01.  Data entry is planned to begin in 5/01, data analysis in 10/01, and report writing in 1/02.  Interviews to be conducted at each site after the intervention will assess address operational issues with the intent of facilitating VA-wide deployment of ACE programs.

5) IIR: Determinants of Adherence to Antiretroviral Therapy and Impact on Outcomes.  During the past year, six focus groups were held, three in Houston and three in San Diego.  HIV-infected VA patients were asked about their attitudes and beliefs regarding their HIV disease, ARV medications, and any barriers or benefits that they perceived about taking their medications.  Transcripts of the focus groups are now being analyzed.  A literature review of studies that measure adherence to antiretroviral therapy has been completed and will be used to summarize the state of the literature on measuring adherence, and to assist with defining adherence for the present study.  In the coming year, we will focus on using QED data (from SDR-A) to conduct multivariate regression analyses of adherence.

6) IIR:  Identification of HIV infection Among Veterans.  In 2000, the first year of this project, a nationwide survey of HIV coordinators was performed and instruments for a retrospective chart review to determine HIV testing practices were developed.  We have: a) started chart reviews at four VA facilities; b) developed methods to identify at-risk patients; c) collected data on current HIV testing practices of at-risk patients; d) begun the development of a cost-effectiveness model for screening; e) started a blinded serological survey to assess HIV prevalence at select sites; f) developed instruments for use in the pilot implementation of a HIV screening guideline.  Plans for the following year include completion of the chart reviews and the serological survey, completion of data collection on HIV testing at three additional sites, and completion of the pilot trial implementing an HIV screening guideline.  

7) Privately funded project: The Risk of Cardiovascular Events in HIV Patients on HAART.  This study, which was sought and funded by a consortium of pharmaceutical manufacturers at the request of The European Agency for the Evaluation of Medicinal Products (known as the EMEA), is investigating the impact of highly active antiretroviral therapy on serious adverse cardiovascular and cerebrovascular events.  The primary hypotheses are that specific classes and combinations of antiretroviral agents increase the hazard rate of inpatient stays and of mortality for ischemic heart disease and cerebrovascular disease for patients with HIV Disease, relative to HIV patients not on such therapy.  We have completed the analytic plan and are constructing the analysis file.  We will conduct the primary analysis though spring.  A draft report will be completed in the summer of 2001.

8)  Coordinating Center Project: Assessment of the Variations in the Organization of HIV Care in VAMC.  Data collection on the Survey of HIV/AIDS Programs and Practices has been completed with an 89 percent response rate.  The purpose of the survey of senior HIV providers was to assess variations in how HIV care is organized and delivered in VA medical centers, including questions about screening policies, clinic structure, service availability, and guideline adoption among other topics.  Preliminary analyses show that most VA's (73%) have developed separate HIV clinics, rather than mainstream their patients.  Fewer than half have adopted HIV practice guidelines and among those less than 25% have any structured means to assure adherence.  Providers perceive patients’ lack of adherence to their advice as the main barrier to guideline adherence.  Variations in facility characteristics (e.g., academic affiliation, urban vs. rural location) are currently being examined and a report for dissemination back to HIV providers and HIV/AIDS clinical leadership at the network and HQ levels will be released this coming year.  An expanded report of preliminary results can be found in Appendix iii although frequencies and cross-tabulations are still under review.

QUERI – HIV PROJECT TABLE

HIS 99-039 (QUERI SDR-A). PI:  Samuel Bozzette, MD, PhD

Name
Description
Status
Dates
Products

Improving the HIV/AIDS Immunology Case Registry (ICR)
To validate, clean, standardize, and supplement the VA ICR 
Ongoing
9/2002
· Comprehensive research-quality database of VA HIV patient information (HIV Quality Enhancement Database – QED)

· Published and/or formal VA reports on quality of database that will guide its usefulness for future investigations

· Highlighted need for future data collection modifications

· Supports Center Projects: Feedback Reports (Use of Antiretroviral [ARV] Therapy, Use of Contraindicated Medications) to be used by facilities for targeted improvements

· Supports Center Projects: Formalized procedure for QED data access by legitimate VA researchers and quality improvement staff

Data collection


Data from Austin Automation Center Outpatient Clinic System (‘Austin’) and VA Pharmacy Benefits Management database (PBM) to be used to validate ICR for comprehensiveness and accuracy; National Death Index (NDI) will add new information to ICR; vets with HIV found in Austin and PBM will be added to ICR
Austin ‘98-’99 & PBM ’99 com-pleted; NDI ‘93-’99 requested 

· 

Analysis


Validation report and descriptive summaries, generation of standardized variables, imputation of missing values
Prelim-inary results already obtained

· 

Intervention


N/A
-
-
· 

HIS 99-043  (QUERI SDR-B). PI:  Barbara Phillips, PhD

Name
Description
Status
Dates
Products

Supplemental Data Collection for Veterans with HIV/AIDS: Survey and Chart Review


· To augment the VA ICR with external primary survey data collected from a sample of VA HIV patients on health-related quality of life, out-of-VA care, patient satisfaction


Start up stage
12/2001
· Enhanced QED

· Reports that will identify quality improvement strategies (e.g., health-related quality of life, patient symptoms, outside-of-VA care, etc.)



Data collection


· 2-stage random sampling of facilities and HIV patients for telephone survey


Survey in planning stage; see SDR-A for status of chart review
Survey to be in field by 10/01; chart reviews to be completed by Summer ‘02


Analysis


Descriptive summaries
?
?


Intervention


N/A
-
-


HIS 99-042 (QUERI SDR-C). PI:  Steven Asch, MD, MPH

Name
Description
Status
Dates
Products

Measuring HIV Quality of Care


To develop and test a method for assessing quality of HIV care in 2 areas:  ARV medications and opportunistic infections screening and prophylaxis
Start up
6/03
· Comprehensive quality tool kit (decision-making algorithms, provider-generated query reports) that will have potential to promote appropriate HIV care provision in VA

· Computer-generated reminder system for tracking known HIV patients in VA and ensuring appropriateness of their care

· Published and formal reports that will detail the joint and separate effectiveness of these interventions in translating knowledge

Data collection


· Clinical data collection from QED and HCSUS databases 


Recruiting sites now
11/02


Analysis


2x2 design using 16 sites will yield performance comparisons of each intervention arm
To begin Summer ‘02
11/02


Intervention


· Clinical Patient Record System will be used to generate reminders queried by providers

· Patient-level computerized reminder system for monitoring ARV therapy

· Feedback reports on facility performance generated by local ICR software

· Institute for Healthcare Improvement-style process for quality improvement


Pilots to begin 1/01
11/01


HII 99-054 (IIR). PI:  Allen Gifford, MD

Name
Description
Status
Dates
Products

A Medication Adherence Intervention for HIV Infected Veterans (Adherence Care Enhancement – ACE)


To test a pharmacist-based intervention to improve adherence to combination antiretroviral medications in HIV-infected veterans 
Start up activities
6/2002
· If successful, ACE intervention to be disseminated VA-wide via planned video & teleconferences with all VA providers of HIV care

· Published and formal reports of intervention effectiveness

· Manuals that will potentially guide adherence program development across VA facilities

Data collection


Veterans’ questionnaires, electronic medication bottle cap monitoring device
To begin 1/01
Early ‘02


Analysis


Descriptive summaries, pre/post ANCOVA, repeated measures, multiple linear regression
To begin Spring ‘02
?


Intervention


Pharmacist-initiated ACE strategies to be implemented at 4 study sites
1/01
Early ‘02


HII 99-049 (IIR)  PI:  Terri Menke, PhD

Name
Description
Status
Dates
Products

Determinants of Adherence to Antiretroviral Therapy and Impact on Outcomes


To identify the patient, regimen, and healthcare setting characteristics to which adherence to ARV therapy interventions can be targeted

To determine the degree of adherence that best yields therapeutic benefits 
Start up activities
9/2002
Benchmarks for use by clinicians to monitor adherence to ARV therapy

Data collection


Use adherence and outcomes variables from QED for 1996-99 inclusive
Contin-gent upon status of SDR-A
?


Analysis


Multiple linear regression
Data use approved
?


Intervention


N/A
-
-


HII  99-047 (IIR)  PI:  Douglas Owens, MD, MSc

Name
Description
Status
Dates
Products

Identification of HIV Infection Among Veterans


To evaluate existing practice patterns of HIV screening

To evaluate cost-effectiveness of HIV screening 

To inform development of guideline for HIV screening

To implement guideline in VA healthcare
Underway
10/2001
· Guideline for screening VA patients who are at-risk for HIV

· Published and formal reports detailing prevalence of various cost-effectiveness analyses for screening strategies across VA facilities with varying HIV prevalence

Data collection


Serosurveys, secondary data analysis, chart review
Underway
?


Analysis


Descriptive summaries, linear and logistic regression, ratio estimation, prevalence estimation, cost-effectiveness analysis, tests for differences
Pending comple-tion of data collection
Summer ‘01


Intervention


N/A
-
-


Non-QUERI funded project. PI:  Barbara Phillips, PhD

Name
Description
Status
Dates
Products

The Risk of Cardiovascular and Cerebrovascular Events in HIV Patients on HAART

(Highly Active Antiretroviral Therapy)
To study the impact of HAART on cardiovascular and cerebrovascular events , especially on regimens that include protease inhibitors
Start up
10/01
· Potential to inform providers about the need for lipid management in HIV patients on HAART 

· Published and formal reports detailing increased risks, if any, of cardiovascular and cerebrovascular events in VA HIV patients on protease inhibitors

Data Collection
Retrospective cohort design using all identified VHA patients receiving HIV care between 1993-98
Defining variables;construct-ing analysis plan
?


Analysis
Multivariate modeling of time to cardiovascular and cerebrovascular events depending on length of exposure to and type of medication
Spring ‘01
?


Intervention


N/A
-
-


 Coordinating Center projects

Name
Description
Status
Dates
Products

Compendium of HIV Treatment Guidlelines and Resources
Development of a compendium of HIV treatment guidelines to support provider decision-making
Complete
11/99
Compendium of guidelines for use as a resource by HIV care providers

QUERI-HIV Indicators Manual


Includes indicators recommended for use to measure the quality of care for HIV disease in QUERI-HIV projects, as well as those to be excluded
Complete
11/99
Indicators manual to aid HIV investigators

Evidence-based Report:  Drug-Drug Interactions
Report will assess the nature and strength of the evidence on ARV drug interactions to aid providers when their only options are to prescribe drugs that interact
On hold
?
-

Feedback Reports:

Use of ARV Therapy and Use of Contraindicated Medications
Reports will provide facility- and region-level information on prescription of HAART and contraindicated medications frequencies
Folded into SDR-C
-
Feedback reports that will assist providers in making care decisions for VA HIV patients

ARV Therapy Pocket Card


Development of a quick reference card on ARV therapy , including dose, dietary restrictions, adverse side effects, and major contraindicated medications
Distributed to VA HIV providers by CQM 
11/99
ARV Therapy Pocket Card to assist HIV providers in care decisions

ARV Therapy Interactive Web Page
Web page will include drug interaction information in an interactive format for provider-requested quick reference
Project taken over by CQM
?
-

Web Site for QUERI-HIV


Provides a web-based means for disseminating information on QUERI-HIV activities
Development complete
11/99
(Web site maintenance responsibility transferred to CQM)

Computerized Expert for Selection of ARV Therapy
To test the acceptability of a computerized expert system developed by Triangle Pharmaceuticals and 5Gen, Inc. that provides automated decision support for ARV management
Failed; project abandon-ed
4/00
(Durham VA has ongoing participation with these manufacturers)

Multi-level Feedback Report on Adherence
Uses administrative records to identify patients who are probably non-adherent to HAART regimen
Pilot complete
?
Draft reports available on primary method for identifying adherence problems

Quick Screening Tool: Patient-specific Report on Adherence
Previously developed and validated survey to be used to screen HIV clinic patients for adherence to ARV therapy
Pending funding
?
Useful clinic tool to quickly assess adherence 

Synchronization of Prescription Dates
Develops pilot procedures for rationalizing prescription renewal intervals which will reduce non-adherence from patients running out of medications by keeping refills current
Dissemin-ation underway
?
(CQM to implement synchronization)

Report on HIV-Infection Among the Seriously Mentally Ill
Determines issues related to detection, prevention of transmission, and treatment of HIV among patients with severe mental illness 
Complete
5/99
Published report suggests ways public health systems can address issues

Reference Point Report: Care of Veterans Outside of VHA
Report, describing quality of care received by  HIV veterans in civilian healthcare, will provide a reference point for comparing HIV care provided in the VHA
Near

complet-tion


?
Report allowing comparison of care given to HIV vets inside and outside the VHA

Prediction Model for Impact of ARV Use on VHA Costs
Review of three cost models to study the impact of HAART on VHA costs, especially as HAART costs are offset somewhat by resulting decreases in care costs
Suspend-ed; pending funding
-
Report will have potential to guide policy decisions regarding future care provision to HIV vets

Design for Evaluation of Information Feedback
To establish a format for disseminating useful site-level feedback reports for HIV care provision
Complete
8/00
Reports to be incorporated into local ICR software

Contact List Identifying HIV Coordinators
Establishes comprehensive list of VA HIV providers to facilitate communication and information exchange 
Complete
11/99
(Turned over to CQM)

Survey of Lead HIV Clinicians and Feedback Report: Facility Characteristics
Collect data on VA facility characteristics of HIV programs and policies; will be used as bases for other QUERI-HIV initiatives
Near complet-ion
?
Report to VA facilities enabling comparisons for QI efforts

Data Dictionary and Program to Standardize Pharmaceutical Entries
Development of a SAS program that categorizes prescription entries in the Austin database into categories and classes of drugs and drug combinations; updates are planned
Complete
7/99
Data dictionary and program

Appendix iii: Output Table and Reports 

Here we highlight 3 projects that have made substantial progress toward major products in more detail, then present the output table.

1) Improving the HIV/AIDS Immunology Case Registry (ICR); Samuel Bozzette and Barbara Phillips

This project is a three-year project.  It began in October 1999, although some critical work began before that time with Coordinating Center funding.  The overall objective of this project is to create the HIV-Quality Enhancement Database (QED) to facilitate use of the Immunology Case Registry (ICR) for assessing and improving quality of care and outcomes for veterans with HIV Disease. The project’s specific objectives are to: 1) assess (validate) the completeness and accuracy of the ICR, including confirmation of the caseload; 2) recommend changes in the capture of data to improve the ICR; 3) clean and standardize ICR data; 4) augment the ICR from external sources; 5) derive variables to create a research database to be made publicly available including documentation; and 6) assist the Coordinating Center by generating reports.

 
We are well along in meeting the project objectives.  Here we present highlights of our progress.  We have obtained external data on inpatient and outpatient services from the Austin Automation Center (AAC) and on pharmaceuticals from the Pharmacy Benefits Management (PBM) database.  Figure 1 shows the distribution of caseloads in VA facilities and the proportion of each caseload that has AIDS.  These data have been used to assess the completeness of the caseload on the ICR by identifying veterans not on the ICR who have selected diagnoses that are highly specific to HIV or antiretroviral regimens prescribed only for HIV (Table 1).  Depending on the precise diagnoses selected, we estimate that the ICR for FY 99 understates the number of veterans with HIV Disease by 1300 patients.  Most of those excluded from the ICR are not receiving antiretroviral regimens.  Of those patients who are on the Registry, ARV usage data show that a number of patients are still receiving therapies not recommended according to current best practice information (Figure 2).  We are also in the process of obtaining external vital status and cause-of-death data from the National Death Index (NDI); we have prepared a user request file for submission to the NDI.  

Data from the NDI, AAC, and PBM files are being used to check the accuracy of ICR data and to clean and supplement these data.  For example, by comparison to the PBM, we have determined that ICR pharmacy data, which we standardized earlier, is generally accurate. Further, we are supplementing the ICR with outpatient diagnoses from the AAC and cleaning race by filling it from the AAC when it is missing. One example of our checks for internal consistency is checking race across ICR records for those served at multiple VA facilities and thus with multiple demographic records. 

We have begun to create derived variables.  For example, we created variables that indicate whether a veteran received each of the 16 antiretroviral medications dispensed by the VA and whether he or she received an antiretroviral regimen that conforms to guidelines.  Memoranda and other materials to document the work on creating the QED, including the derived variables, are maintained in automated, indexed files. 

Derived variables are being used to generate reports.  For example, we generated a report on VA-wide antiretroviral use that the AIDS Service used to identify under-receipt of the additional payments to which VA facilities are entitled for patients receiving antiretroviral medications.  We are also generating the feedback reports on facility-specific antiretroviral use that will be used as part of the translation project intervention.

Finally, we have identified critical deficiencies in the ICR, leading to recommendations on revisions of ICR procedures.  For example, early work funded by the Coordinating Center identified extensive missing data on critical laboratory values such as CD4+ T-cell counts, and recent work on validating the ICR caseload indicates the importance of outpatient diagnoses. The Center for Quality Management in HIV Care has already implemented a patch to the ICR for the collection of laboratory test results, and it is planning to include outpatient diagnoses in the next iteration of the ICR.

Figure 1.  Number and type of HIV-infected patient per VA facility, from ICR data

[image: image14.emf]0% 20% 40% 60% 80% 100%



Table 1.  Preliminary identification of VA HIV patients for FY99 (out of 46,984 patients screened)

Criteria for identification of VA HIV patients
Number who are HIV candidates3
Number who are HIV probables4

ICR
ICD9 042

(AIDS)
ICD9 V08

(HIV infection)
Opportun-istic conditions1
ARVs >30 days2



X
+/-
+/-
+/-
+/-
17,339
16,315


X



3,187
611


X
X


207
207


X

X

46
46


X


X
177
177


X
X
X

5
5


X

X
X
14
14


X
X

X
185
185


X
X
X
X
7
7



X


717
25



X
X

4
4



X

X
19
19




X

2267
0





X
81
0






22,729
0

Total patients

17,339
3,828
4,246
2,343
483
24,255
17,615

Patients who are HIV probable but do not appear on the ICR
1,300

1Progressive multifocal leukoencephalopathy; Pneumocystis carinii pneumonia; Kaposi’s sarcoma; Cryptosporidiosis; Cytomegalovirus pneumonia; disseminated Mycobacterium avium complex; Burkitt’s Lymphoma; Herpes simplex bronchitis, pneumonitis, or esophagitis; and Toxoplasma encephalitis

2Antiretroviral prescription >30 days, except Lamivudine monotherapy 

3Candidates are defined as row totals

4Probables are defined as those patients who have either: (1) >one ICD9 042 occurrence in the Austin Automation Center (AAC) files for FY98 and 99, (2) >two ICD9 V08 occurrences in the AAC files for FY98 and 99, or (3) at least any two other criteria.
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Figure 2.  Proportion Of VA AIDS Patients Receiving Specified Antiretroviral Treatments.  HIV-infected without AIDS excluded so that all those represented have clinical indications for therapy.  Each bar represents the proportion of patients in each facility receiving the indicated type of regimen; facilities with <12 patients are combined into one bar.  Categories are: ‘Recommended and Alternative’=standard of practice as indicated by guidelines, ‘Other’= combinations not contemplated by guidelines or for which there is little data, ‘Not Recommended’=monotherapies or combinations that are known to be toxic or ineffective, ‘No ARV’=patients receiving no antiretroviral therapy.  Top panel excludes but bottom panel includes ‘No ARV.’
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2) The Structure of Antiretroviral Medication Care at Four Outpatient VA Centers; Shoshanah Feher, Cynthia Connelly, Allen L. Gifford.

The purpose of these evaluations was to examine the variation in structure of antiretroviral medication care across four VA-affiliated HIV specialty clinics, in order to enhance intervention strategies for improving patient adherence to antiretroviral medications.  Toward that end, interviews were conducted with physicians, pharmacists, nurses, physician assistants and other key staff involved in patient care, at two large (>400 patients) and two small (<200 patients) VA HIV specialty clinics. Interviews focused on the process of antiretroviral prescription, delivery, and adherence issues. Interviews were guided by an interview protocol, audiotaped, and transcribed.  Content analyses of transcripts were performed to identify recurrent themes. 

Based on key-informant reports, the four sites were comparable in many areas.  Each site (1) places high value on working as a team and being a central place for the patient where almost all medical needs are met, (2) has a designated "point person" to serve as a facilitator/problem-solver for patients, (3) attempts to "buffer" their patients from the rest of the VA system, (4) has no absolute exclusion criteria for antiretroviral therapy, (5) usually monitors adherence by evaluating pharmacy profiles and laboratory data, (6) encourages patients to call the clinic in-between office visits with questions or concerns (patient management is telephone intensive), (7) reports that clinic flow is negatively impacted by patient failure to call in refills in a timely manner, and (8) has a perception of grave time shortage, in particular on the part of the pharmacists.  There were differences among the four sites as well. Smaller sites seem more streamlined and integrated; physicians are more central and support staff friendlier, yet more overextended than at the larger clinics. Smaller sites also offer more "personalized attention", including staff visits and phone calls to patients at home. Overall, adjunct medical and social support varies from clinic to clinic. Each site differs in how the decision to begin antiretroviral therapy is made, and with respect to who primarily discusses the importance of adherence. The definition of "good adherence" varies between and within sites. In general, adherence barriers fall into four major categories: pharmaceutical, psychosocial, mental illness/substance abuse, and structural, with a vast array of adherence promoting measures currently in place, ranging from the "maternal mothering" to Direct Observational Therapy. 

Understanding the current operational style and milieu of clinics involved in intervention studies is an important first step in the research process. In general, interventions that contribute to positive change are more likely to continue to exert a positive influence after the intervention has ended. Although there were many commonalties across the four sites, important differences were identified. These differences may confound research outcomes and must be considered in intervention design, implementation, and evaluation. 

Exploring current clinic operational style and milieu facilitates the evaluation of whether an intervention has achieved the desired goal or whether a similar mechanism was in place before the implementation of the intervention. Such evaluation is necessary to foster evidence-based practice.

3) Assessment of the Variations in the Organization of HIV Care in Veterans Administration Medical Centers; Elizabeth Yano, Barbara Philllips, Valery McWhorter, Douglas Owens, Terry Menke, Steven Asch.

Despite being the largest public provider of HIV care in the U.S. VA health care leaders have little or no information about the variations in how HIV care is organized in VA medical centers serving HIV patients.  To address this information need, Dr. Elizabeth Yano, Associate Director of the VA Greater Los Angeles HSR&D Center of Excellence, has recently completed data collection on a survey of senior VA clinicians knowledgeable of HIV practices at each VAMC.  Dr. Yano worked with Dr. Barbara Phillips, QUERI Associate Director and Dr. Valerie McWhorter, QUERI staff, to develop, pilot test and field the VHA Survey of HIV/AIDS Programs and Practices.  They were joined in survey development by QUERI investigators for whom the national survey met additional project-specific needs, including Dr. Doug Owens (HIV screening practices), Dr. Terri Menke (improving adherence to anti-retroviral therapy), and Dr. Steven Asch (improving quality of care for HIV/AIDS).  

The survey contained previously-tested measures of practice structure, service availability, case management, provider experience and guideline adherence.  VAMC leaders were queried to identify senior clinicians most knowledgeable of HIV care delivery at their respective facilities to serve as key informants.  Surveys were administered in two waves, first among invited attendees at a National VA HIV Provider Conference sponsored by the VA HIV Center for Quality Management (Sophia Chang, MD, Director), followed by mailouts and telephone follow-up to non-attendees and non-respondents.  All VAMC's that delivered health care services to 20 or more HIV-positive patients in FY1999 based on the VA Immunology Case Registry (n=135) were included.  We excluded community-based outpatient clinics (CBOCs) and those VAMC’s who did not provide HIV care (i.e., referred all HIV patients to another VA or non-VA facility).  Investigators have achieved an 89 percent response rate (n=120/135 eligible sites).
Preliminary findings demonstrate that most VA’s (73%) have developed separate HIV clinics, while 27 percent mainstream their patients (e.g., to primary care).  About half rely on 24-hour on-call access to experts, with 20 percent obtaining off-site VA and non-VA consultation.  Most VA’s have ready access to pharmacy services, substance abuse treatment, eye exams, urgent care and mental health care for their HIV patients, but more limited domiciliary and long term care services.  HIV case managers are used in 46 percent of VA’s.  Provider experience with HIV care is highly variable, from 1 to 21 years (median 10) and 1 to 750 patients (median 50).  Providers rate scientific journal publications (75%), academic/scientific conferences (71%) and their VA and non-VA colleagues (61%) as their most important educational resources for HIV care. VA facilities lack written HIV-related policies or programs supporting treatment adherence (e.g., 18% use reminders for anti-retroviral therapy).  Fewer than half have adopted HIV practice guidelines, with fewer than 10 percent explicitly incorporating them into charts.  Compliance with guideline implementation is monitored informally, with occasional chart reviews, with fewer than 24 percent conducting formal chart audits or promoting adherence through comparative feedback. Providers’ perceived barriers to guideline adherence are patients’ lack of adherence to provider recommendations (53%), lack of provider time to attend to the guidelines (30%) and lack of a systematic way to identify patients who would benefit from guideline-concordant care (28%).  Providers rated electronic reminders at the point of care (52%), regular meetings of providers to identify ways to improve care (51%) and one-on-one meetings of providers with experts (40%) as very-to-extremely effective ways to promote guideline adherence.

QUERI investigators have concluded data collection on the survey and have incorporated key VA organizational characteristics, such as facility complexity, academic affiliation, region, and urban vs. rural location, into the survey database, permitting analysis of variations by these characteristics.  Frequencies and cross-tabulations by key organizational characteristics are currently under review.  A report summarizing the national frequencies is underway and expected to be available by the end of February.

2001

QUERI GROUP:  HIV

OUTPUT TABLE

Findings
Key Translation Products
Status (Dates)
Target Audience

(1a)  Dramatic variation in antiretroviral therapy across VISN's and VA facilities

(1b)  Small percentages of veterans with indications for therapy are receiving unacceptable antiretroviral therapy

(1c)  Simultaneous prescription of zidovudine (AZT) and stavudine (d4T), contra-indicated under all conditions, is relatively rare in VHA -- but does occur

(1d)  Adherence to prophylaxis guidelines for opportunistic infections is suboptimal
Guidelines compendium, pocket card, and interactive web page on antiretroviral therapy

Feedback reports comparing VISN's and facilities with respect to use of antiretroviral therapy, including unacceptable regimens and contra-indicated medications

Clinical reminder suitable for incorporation in VHA-wide system. 

ICR local report that identifies any patients with apparently inappropriate therapy
Translation phase (occurring now)

Data collection phase (to begin Summer 2001)

Pilots complete; data collection phase (to begin mid-2001); Dissemination phase (to begin late 2002)
Clinicians, especially physicians treating veterans with HIV Disease, and HIV Coordinators at local facilities

Administrators of national AIDS Service, including Center for Quality Management for HIV Care

VISN and facility administrators

While rare, inpatient stays for myocardial infarction in HIV veterans doubled in 1998 compared to the period before late 1995 when protease inhibitors were approved. 


Report detailing increased cardiovascular and cerebrovascular risk, if any found

Potential for an evidence-based report that could support guideline development for lipid management in HIV patients
File creation (10/01)
Medical researchers

Guideline developers

Clinicians



 Male veterans receiving care at non-federal facilities are more likely to be of higher socioeconomic status and more likely to be insured.  This suggests that the VHA is an important safety net for HIV veterans.


Report comparing VA care to outside-VA care for HIV disease has potential to guide future policy decisions
Dissemination phase (pending)
VISN and Central Office Administrators

Screening practices for identifying established HIV infection, according to Centers for Disease Control guidelines, is uneven.


Support for development of guideline for screening VA patients who are at-risk for HIV
Published and formal reports detailing prevalence of various cost-effectiveness analyses for screening strategies across VA facilities with varying HIV prevalence
Data collection phase (Summer ’01)
Medical researchers

Guideline developers

Clinicians

VISN and Central Office Administrators



 Patient adherence to antiretroviral medication regimens is poor.
Intervention to promote medication adherence

Published and formal reports of intervention effectiveness

Manuals that will potentially guide adherence program development across VA facilities
Data collection (underway)
Medical researchers

Guideline developers

Clinicians



Appendix iv: Briefing Documents for QUERI-HIV

Slide 1: Title slide

Slide 2: An essential piece of the QUERI process for HIV is obtaining an accurate picture of which veterans with HIV-disease are in care  at the VA. Toward that end, QUERI-HIV is using two modes.  SDR-A is improving identification of known patients not only by validating and enhancing the VA’s existing Immunology Case Registry (ICR), but also by applying algorithms to other VA datasets to identify HIV-infected veterans who are not in the ICR.  A QUERI-HIV-related IIR is investigating current screening practices for HIV in the VA and evaluating the costs and benefits associated with a more comprehensive approach to HIV screening. 

Slide 3: SDR-A is improving identification of known patients by enhancing the VA’s existing Immunology Case Registry (ICR) with other VA datasets (e.g., Pharmaceutical Benefits Management files, records from the Austin Automation Center) to identify HIV-infected veterans who are not in the ICR.  

Slide 4: SDR-A is improving identification of known patients by discovery of HIV-infected veterans who are not in the ICR.  This table indicates sources of information for this work, by year.

Slide 5: SDR-A is improving identification of known patients by discovery of HIV-infected veterans who are not in the ICR. These data have been used to assess the completeness of the ICR by identifying veterans not on the ICR who have selected diagnoses that are highly specific to HIV or antiretroviral regimens prescribed only for HIV.  Estimates of the number of VA patients with known HIV-infection who are not on the ICR varies according to the precise criteria selected.  Using the criteria listed, we estimate that the ICR for FY 99 understates the number of veterans with HIV Disease by 1300 patients but that another 1,064 persons appear on the ICR that year without any HIV-specific activity.  Estimates of the number of VA patients with known HIV-infection seen in 1999 range from 16,315 to 18,679.

Slide 6: This is a graphic depiction of the table in Slide 5.

Slide 7: This slide shows the distribution of the HIV and AIDS caseload across 137 VA facilities reporting some patients, based on ICR data.  Each bar represented an individual facility.  Caseload is very skewed, with only 3 sites having 10 of cases. 

Slides 8 & 9: This slide shows the pattern of antiretroviral usage across 137 facilities, with data from facilities having 12 or fewer patients being pooled.  All included patients have AIDS patients (as opposed to earlier stage HIV disease), so that all have clinical indications for therapy.  The treatment categories are therapies indicated as the best practice standard, therapies in combinations not commented on by guidelines, contraindicated therapies including monotherapies or combinations that are known to be toxic or ineffective, and patients on no therapy.  Overall, this graph shows that a number of patients are still receiving therapies not recommended according to current best practice information.

Slides 10, 11, 12, 13:  For our translation project, we have made substantial progress in identifying and adapting translation interventions for implementation and evaluation.  These include modifying the Institute for Healthcare Improvement methodology for change, developing HIV-specific computerized clinical reminders, and programming content for feedback reports to aid clinicians.  This year, we will be implementing and testing several quality interventions at 16 enrolled sites. The interventions include the generation of site (central reports) and patient (clinical reminders) level feedback, as well as implementation of a modified IHI-style program, which we call Intensive Quality Support (IQS).  
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Appendix v: Biographies of New Coordinating Center Professional Staff

INVESTIGATOR'S BIOGRAPHIC SKETCH

NAME

CANDICE c. bOWMAN, Phd, RN

ROLE IN PROGRAM

Senior program manager 

EDUCATION (Begin with Baccalaureate; include post-doctoral training; do not include Honorary Degree)

NAME, LOCATION OF INSTITUTION
DEGREE
YEAR AWARDED

San Diego State University, San Diego, CA

Creighton University, Omaha, NE

University of Colorado Health Sciences Center, Denver, CO

George Mason University, Fairfax, VA
B.A.

B.S.N.

M.S.

Ph.D.
1972

1979

1982

1998

MAJOR RESEARCH INTEREST(S)

Early child health status, impact of social disadvantage on health, quality improvement 

RESEARCH AND/OR PROFESSIONAL EXPERIENCE (Work backwards from present appointment)

2000-present  Senior Program Manager, HSR&D QUERI-HIV, VASDHS, San Diego, CA

1999-2000     Consultant, Agency for Healthcare Research and Quality, Rockville, MD


1998-1999     Senior Research Analyst, Agency for Healthcare Research and Quality, Rockville, MD

1998               Consultant, George Mason University, Center for Outcomes Research and Data Analysis, Fairfax, VA

1996-97         Adjunct Assistant Professor, George Mason University, College of Nursing and Health Science, Fairfax, VA

1994-97         Graduate Research Assistant, George Mason University, College of Nursing and Health Science, Fairfax, VA

1994
         Senior Practice Specialist, Association for Women's Health, Obstetric, and Neonatal Nurses, Washington, DC

1987-93
        Assistant Professor (tenured in 1991), University of Canberra, School of Nursing, Canberra, ACT, Australia



HONORS AND AWARDS

1997

Grant for dissertation research, Sigma Theta Tau International, Epsilon Zeta Chapter

1994-1997
High Potential Graduate Research Assistanceship, George Mason University



INVESTIGATOR'S BIBLIOGRAPHY

NAME

candice c. bowman, phd, rn

PUBLICATIONS (Not to exceed two pages for each investigator, and do not include abstracts)

Selected publications:


Johnson, M., & Bowman, C. (1997).  Occupational prestige for registered nurses in the Asia-Pacific region:  Status consensus.  International Journal of Nursing Studies, 34, 201-207.


Gaffney, K., Choi, E., Yi, K., Jones, G., Bowman, C., & Tavangar, N. (1997).  Stressful events among pregnant Salvadoran women:  A cross-cultural comparison.  Journal of Obstetric, Gynecologic, and Neonatal Nursing, 26, 303-310.


Bowman, C., & Killion, S. (1993).  The burden of hospital readmissions for asthma in the Australian Capital Territory, Human Resource Development in Nursing:  A Collection of Essays, January, 23-29.


Bowman, C. (1993).  The teenage family.  In P. Beachy & J. Deacon (Eds.), Core Curriculum for Neonatal Intensive Care Nursing (pp. 548-564).  Philadelphia, PA:  W.B. Saunders.


Bowman, C. (1999).  Antecedents of Three Year-Old Child Health Status. Abstract in proceedings of the Health Policy and Health Services Research:  Nursing’s Essential Contribution Conference, Columbia University, New York, NY.


Bowman, C., & Killion, S. (1992).  The burden of hospital readmissions for asthma in the Australian Capital Territory.  Abstract in proceedings of the Twenty-fourth Annual Conference of the Public Health Association of Australia (p. 35), Australian Capital Territory:  PHA of A, Inc.


Bowman, C. (1990).  Institutional review boards and nursing research.  In proceedings of the Nursing Research in Action Conference, Australia (pp. 92-95), South Australia:  Royal Adelaide Hospital. 



INVESTIGATOR'S BIOGRAPHIC SKETCH

NAME

jacinte  R. jean, Phd

ROLE IN PROGRAM

Senior biostatistician 

EDUCATION (Begin with Baccalaureate; include post-doctoral training; do not include Honorary Degree)

NAME, LOCATION OF INSTITUTION
DEGREE
YEAR AWARDED


University of Alberta, Edmonton, Alberta


University of Waterloo, Waterloo, Ontario


University of Waterloo, Waterloo, Ontario
B.Sc.

M.Math.

PhD.
1990

1994

1999

MAJOR RESEARCH INTEREST(S)



RESEARCH AND/OR PROFESSIONAL EXPERIENCE (Work backwards from present appointment)

Research and Professional Experience

July’00 - present
Senior Biostatistician, Veterans Medical Research Foundation, San Diego, California

Jan’99 - June’00
Research Statistician, Schering-Plough Research Institute, Kenilworth, New Jersey

Sept’92 - Dec’98
Graduate Student, University of Waterloo, Waterloo, Ontario

May’93 - Dec’93
Statistician, Health and Welfare Canada, Ottawa, Ontario

Aug’90 - July’92
   Operations Supervisor, National Pagette, Ltd., Edmonton, Alberta

May - Aug’88,’89
Researcher, Alberta Career Development and Employment, Ottawa, Ontario



HONORS AND AWARDS

1986         Early Admission Award, University of Alberta, Edmonton, Alberta

1992-95    Provost Scholarship, Faculty of Mathematics, University of Waterloo, Waterloo, Ontario (three-year scholarship)

1999
   Schering-Plough Excellence Award in Statistical Consulting, Schering-Plough, Kenilworth, New Jersey

INVESTIGATOR'S BIBLIOGRAPHY

NAME

Jacinte R. Jean, phd

PUBLICATIONS (Not to exceed two pages for each investigator, and do not include abstracts)

Selected publications:

J. Jean,  “The Effect of Right-Truncation on Analyzing Surveillance Data”, Statistical Society of Canada

    Annual Meeting, 1992. 

P. Yan,  J. Jean., “Understanding HIV Epidemic in Canada”, XVIIth International Biometric Conference,

       August 1993.


Appendix vi: Coordinating Center Expenditure Table and Budget Forms
A. Key expenditures for the QUERI-HIV Coordinating Center since March 2000

Item
Justification
Cost

Computer equipment

(2) Dell Precision 420 workstations 

(4) Dell Optiflex workstations
2 for ICR data analysis

2 for clerical support

1 for SDR-B research assistant

1 for data management contractor 
$11,718

National Death Index data

For Years 1992-99

(total cost shared with SDR-A)
To procure appropriate confidentiality safeguards and human subjects protections, death records will be used to augment and validate QED; purchased from National Center for Health Statistics
$34,000

SAS programming services

Data Explorations package
To aid in the design and development of the QED; to develop survival analysis file from the QED for EMEA study; to develop implementation codes for descriptive and statistical analyses 
$10,075

Appendix vii: DRAFT Translation project intervention materials

Computerized Reminders

Reminder
Best Practice*
Explanation

RECOMMEND HAART
Patients with CD4 < 350 or VL > 20K  should be recommended for HAART
This reminder is due for any patient whose last CD4 was <350 or last VL was >20,000 who is not on a combination of drugs consistent with HAART (at least one NNRTI or PI).  The reminder is also satisfied for 6 months by patient declination of therapy, entry of information about treatment outside the VA or the clinician determination that the patient is not a candidate for therapy.

RECOMMEND

PCP PROPHYLAXIS
Patients with CD4 < 200 or CD4% <15 should be on PCP prophylaxis 
This reminder is satisfied if the patient has an active prescription for TMP/SMX, dapsone, pentamindine, or atovaqoune or is receiving therapy from an outside source. Patients should receive prophylaxis (rather than be offered) given low expected refusal rates.  Adequate prophylaxis is one of the following: Trimethoprim-sulfamethoxazole DS or SS, dapsone, dapsone + pyrimethamine + leucovorin,, aerosolized pentamidine, or atovaquone.

RECOMMEND

MAC PROPHYLAXIS
Patients with last CD4 < 51 should be on MAC prophylaxis
This reminder is satisfied if the patient has an active prescription for azithromycin, clarithromycin, or rifabutin or is receiving therapy from an outside source.  If the patient’s last fill + days supply is within the past 30 days, the drug will satisfy the reminder.  If the patient appeared to have run out of drug more than 30 days prior, then the reminder will be due.  

MONITOR CD4+ T-CELL COUNT AND 

VIRAL LOAD
Patients on therapy need both monitored every 3 months;  those not on therapy need both every 6 months
This reminder is satisfied by the presence of the lab values in the lab package, by acute illness, outside results, and by patient refusal to have blood drawn. 

EVALUATE LIPID PANEL
Patients on protease inhibitors should have lipid panel evaluated every 18 months
This reminder is due for any patient with HIV who has a life expectancy of at least 6 months.  A lipid panel is due once for all patients.  If a patient has an active prescription for a protease inhibitor, the reminder will be displayed every 18 months.



EVALUATE

TOXOPLAS-MOSIS TITER
Every HIV patient should have a Toxoplasmosis titer performed at least once
This reminder is satisfied by a lab result or by recording a titer done at another site.

ASSES INTAKE LAB PACKET
This panel of lab tests (titers for Toxoplasmosis, 

VDRL, and

Hepatitis A, B, C;

CD4+ T-cell count and Viral load) should be done once
This reminder is satisfied with the presence of lab reports in the patient’s chart, either from local lab or outside facility, acute illness, or patient refuses to have blood drawn.

 *Based on DHHS 2000, Guidelines for Use of Antiretroviral Agents.

Intensive Quality Support

Preparatory Packet


 Background and Overview 

This project is called a Collaborative because you will be working in collaboration with colleagues at your own facility and at other VHA facilities to improve care for persons with HIV.  VHA is the single largest provider of HIV care in the country, and the availability of effective antiretroviral treatment has resulted in more complex patient care situations, as well as an increase in the number of patients staying alive longer and requiring care.  The overall aim of this collaborative is to improve the care for person with HIV in VA facilities. The structure of the project is adapted from a model developed by the Institute for Healthcare Improvement, a nonprofit organization with which the VHA has a working relationship.   In this project, you will develop and implement targeted interventions to improve the care of persons at your facility.  

[NOTE:  You may be acquainted with some other efforts the VHA has undertaken with IHI to improve care delivery.  For example, the model was successfully used to reduce wait time and delays in VA’s across the country.   In other collaboratives, organizations and clinics from various parts of the country have come together to work on improving their care systems.   This collaborative will involve only VHA facilities.]  

 Project Structure

Our collaborative will consist of 

· Core Team consultants jointly supported by CQM & QUERI-HIV

· 8 VA Pilot Teams selected at random from all sites that agreed to participate in the project

Our Collaborative will involve Prep Work and three Group Sessions.  The enclosed materials outline what you need to do to get started – this is your  Prepwork, and you can go ahead and start as soon as you have read and understand the enclosed materials.   To use your time most effectively, target having this Prepwork completed by ______________.

The three Group Sessions  are scheduled as follows:

· Group Session One: will be scheduled in conjunction with the VHA HIV Provider conference scheduled for May 15/16, 2001

· Group Session Two:  date TBD 

· Group Session Three: Date TBD

The times between Group Sessions are called Action Periods.  During Action Periods, you will be working with Core Team consultants to actually make improvements at your location.  

Please mark your calendars for these important meetings.  We look forward to working with you!

Collaborative Goal Statement

The goal of this collaborative is to improve the care of persons with HIV in the VHA.  The specific aims that will be targeted to achieve this goal are based on key measures of the process and outcome of HIV care.    

Key Measures for the HIVAIDS Collaborative

Category
Measure
Data Gathering Plan
Goal

Access & Retention
% pts w/ visit in last 3 months
At the end of each month, count the number of patients with at least one visit in the last 3 months; divide by the total number of patients, (multiply by 100)


CD4 


Percent of patients with CD4 count less than 200

At the end of each month, count the number of patients on HAART whose last CD4 count was less than 200; divide by the total number of patients  (multiply by 100)


Viral Load
Percent of patients with undetectable viral load
 


At the end of each month, count the number of patients on HAART whose last viral load was undetectable (less than 50 copies); divide by the total number of patients, (multiply by 100)


Clinical Care


Percent on HAART

At the end of the month, count number of patients in the registry who are currently on HAART and divide by the total number of patients in the registry, (multiply by 100)


PrepWork Activities- Setting the Groundwork, Preparing for Learning Session One 


TASK 1.   Identifying Leadership and Creating the Improvement Team

This Collaborative provides tools to help improve the quality of care you provide—this means improving patient, as well as PROVIDER satisfaction.  A number of different individuals and groups are required to effectively adapt and implement these changes. There will be organizational / senior leadership, representatives from support units, and an initial pilot team.   

The organizational (senior) leadership consists of three important roles: sponsorship of the Collaborative process, creating the vision of the new system, and leading the spread of specific changes in service throughout the organization or system.  Within the VHA, the Center for Quality Management (CQM) in HIV Care has been charged with this responsibility.  In your own facility you will need to identify the individuals best suited to participate in this project.  The personnel at your facility involved in this effort make up the Pilot Team.  Before we discuss the actual Pilot Team, let’s consider the support resources that will help you succeed.   Units in support of the improvement process include Information Systems, Medical/Clinical affairs, and Quality improvement.   

Information systems

The availability of an electronic medical record will greatly facilitate your work.  As you get further involved in your work, you can expect to have significant contact with your information systems staff.  Identify the person in your IS department who will be the best team member.  This individual needs to have a thorough understanding of your system and be someone with whom other team members can work and communicate well.   The CQM will also provide technical assistance to participating sites.

Medical and clinical affairs

Since we are focusing on clinical care, clearly you will need to have the support of your local leaders in medical/clinical affairs.   This will likely involve the physician director of your HIV clinic or service chief.

Quality improvement

While Collaborative leadership will remain available to you throughout this project, it’s a good idea to establish or strengthen your relationship with local Quality Improvement (QI) personnel.  They can be a valuable resource both during and after this project.  

Now let’s turn our attention to the Pilot Team.
Pilot Team Roles

 Pilot Team Leader 

 Clinical/Technical Expert

 Day-to-Day Leader  (Point of Contact)

Choose your team members based on their roles in providing HIV care at your facility.  Your improvement team should be larger than just the individuals who attend the learning sessions, but not so large as to make it difficult to get work done. Five or six individuals are a good size for the team.   Each member of your team will make unique contributions.  Here are some examples of roles that Team Members will fill:

Pilot Team Leader

A pilot team leader is the person on the team who can implement improvements for HIV patient care.   This might be a clinic director or other senior person.  

Clinical/Technical Expert(s)

A technical expert is one who knows the practice of HIV care intimately and who understands the processes of care.  Typically this is a physician leader interested in improving HIV care who has a good working relationship with colleagues and team members.  In some cases, this may be the same person who serves as the Pilot Team Leader.

Day-to-Day Leader

The day-to-day leader will be the critical driving component of the team and the Project, assuring that changes are tested and overseeing data collection. It is important that this person understand not only the details of the system, but also the various effects of making change(s) in the system.  The day-to-day leader will be the “key contact” at your organization. This individual will be responsible for coordinating communications between the team and the Collaborative Leadership.

NOTE:  Additional technical support for the team may be available from local QI staff or participants in other IHI Collaboratives.  Also, patients can provide another kind of technical expertise to the improvement team in the form of experience with the system and the needs and wishes of clients. Patients with an interest in the improvement of the system would be a useful addition to your team.

Team Members to Send to the Learning Sessions

Learning sessions are attended by the day-to-day leader and the pilot team leader.  

Task 2.  Getting Started on Improvement

The approach to improvement we will be using in the Collaborative is based on three fundamental questions: 

· What are we trying to accomplish? 

· How will we know that a change is an improvement? 

· What changes can we make that will result in improvement?  

By the first Learning Session, your team should have already set an aim and defined measures.   The following information will guide you through that process.  

Task 2a.  Set and Define the AIM

An aim is an explicit statement summarizing what your team hopes to achieve during the Collaborative.  It helps to focus on specific actions to improve patient care and outcomes, and to define which patients and providers will participate.  Your pilot team's aim should also be time-specific and measurable.

In setting your team’s aim, be sure to do the following:

 Involve the entire team in defining your aim

It is important that everyone on the team share the same understanding of what you are trying to accomplish and agree on the aim. 


 Base the goals in your aim statement on data, not simply something that sounds like a good idea.  
Examine data within your organization. Refer to the goals in the Collaborative Goal statement in this document, and focus on issues that matter.  

 State the aim clearly and use numerical goals
Teams make better progress when they have clear, specific aims. Setting numeric targets clarifies the aim, helps to focus for change, and directs measurement. For example, an aim to “increase the percentage of patients retained in care by 50%” will be more effective than an aim to “improve patient continuity of care.”

 Include appropriate guidance on approaches and methods

Describe the practice (office, clinic, practice team, etc.) and the patient population that will be the focus of this aim. Include specific strategies that the organization intends to follow

On the following page you’ll find some examples of aims and teams.

Two Examples of Aims and Teams

Example #1

Aim: To redesign the Clinic’s systems to provide improved care to our patients with HIV/AIDS. We will accomplish this by making changes in the following areas.   Success of our aim will be measured by achieving the following outcomes:  

 At least 75% of patients with undetectable viral loads; 

 At least 90% of patients will be on PCP and MAC prophylaxis appropriate to their CD4 cell levels; 

 At least 75% of patients retained in regular primary care, defined as a visit at least quarterly; 

 At least 30% reduction in hospitalizations;

 Less than 2% mortality from HIV disease.

Test Population: Although at our Clinic we see a total of over 400 patients with HIV/AIDS, we will begin our improvement efforts with all HIV/AIDS patients seen by Dr. Jones and Elizabeth Marney. PA. Their panels account for approximately 175 patients.

Pilot Team: 

Pilot Team Leader:  Dr. Jones, Primary Care Physician

Technical Expertise: E. Marney, PA, M. Douglas, QI 

Day-to-Day Leadership:  Mike Williams, RN, Case Manager

Additional team members:  Dane James,  Educator;  Zack Howard, Information Systems;  Barb Cecil, Staff Nurse; Will Green, Patient;  and Dr. Martin, Medical Director

Example #2

Aim:   To redesign the Clinic systems to provide improved care to our patients with HIV/AIDS. We intend to change not only the operations of our outpatient services but integrate our services with inpatient care and the larger community. Success of our aim will be measured by achieving the following outcomes:  

 A 30% increase in patients with undetectable viral loads; 

 At least 90% of patients will be on PCP and MAC prophylaxis appropriate to their CD4 cell levels; 

 A 50% increase in number of patients retained in regular primary care, defined as at least one visit per quarter; 

 At least 85% of patients have support from social services;

 A 30% reduction in mortality from HIV disease;

Test Population: Our Clinic has an HIV infected population of 350  patients and we intend to work with all of them, but to initiate the effort by working with the 150 women and children attending the Family Clinic.

Pilot  Team: 


Pilot Team Leader:  Dr. Isaac, Chief Infectious Disease

Technical Expertise:  Dr. Hayes, Staff Physician

Day-to-Day Leadership:  Lynn Tuscany, RN, Clinic Manager

Additional team members:  Louise Levy, MSW;   Harry Boyell, QI/Info Specialist;  Bobbie Lautenberg, Pharmacist;   Ruth Homer, Education Specialist;  Robert Nicholas, Pediatric Nurse Practicioner;  and Tina Alexander, Patient

TASK 2b.  Define the Measures: Outcomes for HIV/AIDS Collaborative

The Why, What, and How Much of Measurement

This Collaborative is about improvement of care for people with HIV/AIDS, not measurement. But measurement will play several important roles throughout the Collaborative. Measurement will help us evaluate the impact of changes made to improve delivery of care to the population of persons with HIV/AIDS. Always remember that measurement should be designed to accelerate improvement, not slow it down. Your team needs just enough measurement to be convinced that the changes you are making are leading to improvement.  A major focus at  Learning Session One will be measurement techniques and methods.

Population-based Care Measurement 

Population-based care is the process of identifying health problems within a specific population of patients, defining and assuring evidence-based interventions for members of the population, and regularly monitoring progress and scientific literature to keep interventions state-of-the-art.  Your Project Manager will work with your site to help identify possible interventions and the project will provide standardized population reports for your clinic — to help save you time and effort.  

Identifying the patient population is the backbone to the population-based care delivery system. Without identification of the members of the population, changes cannot be achieved.  VA clinics have the advantage of  the Immunology Case Registry (ICR).  If you have kept your ICR up to date and entered all your patients, then you’re all set.  If not, a first step will be to complete entry of all your patients into the ICR.  

Measures Related to Your Aim

The most important measures required during this Collaborative are measures that directly relate to your aim. The measures will provide the means to assess progress toward your aim.  Some examples of measures are provided below:

Examples of Measures

Example 1: Percent of patients with undetectable viral load.

Example 2: Percent of patients with visit(s) in last 3 months.


Measurements: Guidelines for Getting Started

At the first Learning Session, we will discuss measurement strategies. Expect to summarize your data and plot measurements on a monthly basis throughout the time the Collaborative is working.   CQM staff will work with you on this as necessary.

Some things to help keep measurement simple and effective during the Collaborative:

1.  Plotting data over time is important.  Improvements in care of patients with chronic conditions will require testing and implementing throughout the Collaborative. Most of the information about performance of your system and how it has improved can be learned by observing trends and patterns in simple time series charts of key measures directly related to the aim. Annotated run charts will be the minimum standard for the Collaborative. Data points for each measure should be plotted at least monthly on a run chart.   Samples are included in the Appendix;  Collaborative staff can help you  develop your charts.  

2. Focus on measures directly related to your aim.  Measures that can be used to evaluate performance of the system relative to your team’s aim should be maintained throughout the Collaborative and reported on a regular basis. Additional balancing measures (measures that track the effect that changes in one part of a system have on other parts of the system) and measures of specific components of your system may be required at different times during the Collaborative, but these do not need to be reported regularly.

3. For this  HIV/AIDS collaborative there is a set of required measures for each team. These measures are listed below.  It is important that measurements be uniform so that we can exchange information and learn from one another.

Key Measures for the HIVAIDS Collaborative

Category
Measure
Data Gathering Plan

Access & Retention
% pts w/ visit in last 3 months
At the end of each month, count the number of patients with at least one visit in the last 3 months; divide by the total number of patients (multiply by 100)

 CD4 


Percent of patients with CD4 count less than 200

At the end of each month, count the number of patients whose last CD4 count was less than 200; divide by the total number of patients (multiply by 100

Viral Load
Percent of patients with undetectable viral load
 


At the end of each month, count the number of patients whose last viral load was undetectable (less than 50 copies); divide by the total number of patients (multiply by 100)

Clinical Care


Percent on HAART

At the end of the month, count number of patients who are currently on HAART and divide by the total number of patients (multiply by 100)

PCP Prophylaxis
Percent of patients with CD4 below 100 who are prescribed PCP prophylaxis 
At the end of the month, count the number of patients with CD4 below 200.  Then count how many of these have PCP prophylaxis prescribed.  Divide the second number into the first (multiply by 100)

MAC Prophylaxis
Percent of patients with CD4 below 50 who are prescribed MAC prophylaxis
At the end of the month, count the number of patients with CD4 below 50.  Then count how many of these have MAC prophylaxis prescribed.  Divide the second number into the first (multiply by 100)

TASK 2c.   “Walk Through” Your Organization As A Patient

Your work in the collaborative will lead you to make changes to improve how you provide care, but even with a strong aim you may not know where to begin.  One simple way to understand where major impediments lie is to experience your service delivery through the eyes of a patient.  We are strongly recommending at least two members of your team do a “walk through” of your system before the first Learning Session. 

Tips for making the “walk-through” most productive:

 Determine with your team where the starting point and ending points should be, taking into consideration issues of appointment making, follow-up, transportation, and other issues you may suspect are problems.  

 Two members of the team should do the walk-through together if at all possible, with each playing a role--patient and partner, or parent and child.

 Set aside a reasonable amount of time to do this. Consider the usual amount of time patients are in your clinic.

 Make it real.  Have a real appointment with a real clinician. Include time with lab tests and arranging for reports to be available. Sit where patients sit. Wear what patients wear. Make a realistic paper trail of chart, lab reports, referrals, payment arrangements, etc.

 During the walk-through, note both positive and negative experiences, as well as any surprises. What was frustrating?  What was gratifying?  What was confusing?

 If possible, debrief with the team what you did and what you learned.  Report at least two key lessons on your storyboard.

TASK 3.  Prepare a Storyboard

Each Learning Session is designed to create an environment conducive to sharing and learning from each other’s experiences.  For the first Learning Session each organization will receive a 30-in. x 40-in. foam core board, pushpins, tape, an easel, and other supplies on-site, so that your team can present what you have accomplished and learned so far.  
Your audience will be other participating teams, Collaborative Leadership and Planning Group, and observers, who are not familiar with your aims and your work.  Therefore, the storyboard should be as clear and concise as possible.  Your Project Manager can provide more information or answer any questions you might have about preparing your Storyboard.

 Storyboard Outline:

 Provide a brief description of your organization.

 Record your team name, with team members and their titles.

 State your aim(s) for the Collaborative.  

 List the principal measures you will use throughout the Collaborative.  These measures should support your aims.  

 Summarize your progress in confirming your registry.  

 Describe two lessons learned while doing the “walk-through.”

 Have Fun!

An example of a storyboard for the first Learning Session is included in the Appendix.  

APPENDIX

Collaborative Glossary and Who’s Who

Examples of Charts

Sample Storyboard

Collaborative Glossary

Action Period

The period of time between Learning Sessions when teams work on improvement in their home organizations.  They are supported by the Collaborative Leadership Team, and they are connected to other Collaborative Team Members.

Aim

A written, measurable, and time sensitive statement of the expected results of an improvement process.

Annotated Time Series

A line chart showing results of improvement efforts plotted over time.  The changes made are also noted on the line chart at the time they occur. This allows the viewer to connect changes made with specific results.

Assessment Scale

A numerical scale used to assess the progress of participating teams toward reaching their aim.  One = non-starter/forming; and Five = outstanding, sustainable improvement.  In each Collaborative, teams are assessed monthly, and the expected level of attainment is a Four (significant progress).  Teams are asked to assess their own progress using this indicator as well.

Change Concept

A general idea for changing a process.  Change concepts are usually abstract, but can generate concrete ideas for specific processes.  “Simplify,” “reduce handoffs,” “consider all parties as part of the same system,” are all examples of change concepts.

Collaborative

A time-limited effort of multiple groups who come together with faculty to learn about and to create improved processes in a specific topic area.  The expectation is that the teams share expertise and data with each other, thus, “Everyone learns, everyone teaches.”

Cycle or PDSA Cycle

A structured trial of a process change.  This effort includes: 

Plan - a specific planning phase; 

Do - a time to try the change and observe what happens; 

Study - an analysis of the results of the trial; and 

Act - devising next steps based on the analysis.  

This PDSA cycle will naturally lead to the Plan component of a subsequent cycle.

Decision Support

Methods used to have information available to enable patients and providers to make informed choices about optimal care.  This includes the use of evidence from the medical and health services literature, education of providers, and the interactions between specialists and primary care providers.

Delivery System Design

How care is provided to patients including the types and roles of the provider team, and the types of appointments and follow-up techniques used to ensure good care.  The most commonly used method is a planned chronic care visit.  Innovations include group visits.

Early Adopter

In the improvement process, the opinion leader within the organization who brings in new ideas from the outside, tries them, and uses experiences with positive results to persuade others in the organization to adopt the successful changes.

Early Majority/Late Majority

The individuals in the organization who will adopt a change only after it is tested by an early adopter (early majority) or after the majority of the those in the organization are already using the change (late majority).

Implementation

Taking a change and making it a permanent part of the system.  A change may be tested first and then implemented throughout the organization.

IS

Refers to the Information System in the organization, usually the computerized information system.

Key Changes

The list of essential process changes that will help lead to breakthrough improvement, usually created by the Faculty and Chair based on literature and their experiences.

Learning Session

An in person or teleconference meeting during which participating teams meet with faculty and collaborative members to learn key changes in the topic area including how to implement changes, an approach for accelerating improvement, and a method for overcoming obstacles to change.  Teams leave these meetings with new knowledge, skills, and materials that prepare them to make immediate changes.

Measure

An indicator of change. Key measures should be focused, clarify your team’s aim, and be reportable.  A measure is used to track the delivery of proven interventions to patients, and to monitor progress over time. 

PDSA

Another name for a cycle (structured trial) of a change, which includes four phases: Plan, Do, Study, and Act.  See the definition of "Cycle" above.  Sometimes known as Plan, Do, Check, Act (PDCA).

Pilot Site

The clinic location for initial focused changes.  After implementation and refinement, the process will be spread to additional locations.

Prep Work Packet

A book containing a complete description of the Collaborative, along with expectations and activities to complete prior to the first Learning Session of the Collaborative.

Prep Work Period

The time before the first Learning Session when teams prepare for their work in the Collaborative, including selecting team members, scheduling initial meetings, consulting with senior leaders, preparing their aim, and initiating data collection.

Process Change

A specific change in a process in the organization.  More focused and detailed than a change concept, a process change describes what specific changes should occur.  “Institute a pain management protocol for patients with moderate to severe pain” is an example of a process change.

Run Chart

A graphic representation of data over time, also known as a “time series graph” or “line graph.”  This type of data display is particularly effective for process improvement activities.

Sampling Plan

A specific description of the data to be collected, the interval of data collection, and the subjects from whom the data will be collected.  This is included on all Senior Leader reports.  It emphasizes the importance of gathering samples of data and to obtain “just enough” information.

Senior Leader Report

The standard reporting format for monthly progress updates in a Collaborative.  This concise two-page report includes an aim statement, measures to be used, a sampling plan, a list of the changes made, and the results displayed graphically on annotated run charts.  The report is prepared by each pilot team and sent to the Senior Leader and may be shared with other teams in the Collaborative.

Spread

The intentional and methodical expansion of the number and type of people, units, or organizations using the improvements.  The theory and application comes from the literature on Diffusion of Innovation (Everett Rogers, 1995).  In basic terms, applying in a larger setting what was learned in the smaller pilot population.

Team

The group of individuals, usually from multiple disciplines, that drives and participates in the improvement process.  A core team attends the Learning Sessions, but a larger team of six to eight people participates in the improvement process in the organization.

Test

A small scale trial of a new approach or a new process.  A test is designed to learn if the change results in improvement, and to fine-tune the change to fit the organization and patients.  Tests are carried out using one or more PDSA cycles.

Who’s Who in a Collaborative

 On Your Team

Day-to-Day Leader

The person on the team responsible for driving the improvement process every day. This person manages the team, arranges meetings, and assures tests are being completed and data are collected.  The day-to-day leader is also the Key Contact.

Key Contact

The individual on the team who takes responsibility for communication between the team and the Collaborative leadership, including reporting monthly and disseminating information to team members.  The Key Contact is also the day-to-day leader on the team.

Pilot Team Leader

This is the person on the team with enough clout in the system to oversee the initial improvement work.  The Pilot Team Leader has responsibility for operating the processes included in the improvement.  This is usually a Service Chief, Division Head, Medical Director, or Clinical Director,.

Technical Expert

The team member in the organization who has a strong understanding of the process to be improved and changes to be made.  Clinicians, clients, and managers can be technical experts. A technical expert may also provide expertise in process improvement, data collection and analysis, and team function.

 Collaborative Leadership

Chair/Co-Chairs

The leader(s) of the topic, usually nationally known experts.

Director

The content manager of a Collaborative who works with the faculty, teaches and coaches teams, and plans and executes Learning Session and Action Period activities.

Faculty

The small group of experts in the topic area who assist the Chair and Director in teaching and coaching participating teams.  Usually this group contains representatives from all the disciplines that are involved in the change process.

Project Manager

The manager works with the director to plan and execute the Learning Sessions and Action Periods.  This person facilitates and is responsible for the day-to-day activities of the Collaborative including meetings, materials, conference calls, reports, and information management.

SAMPLE CHART
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This is an example of a chart that tracks data over time.  The chart displays the percentage of the population with undetectable viral load.  The X axis lists the month.  The comments are called annotations, and depict when specific interventions were undertaken.  

SAMPLE STORYBOARD


SAMPLE STORYBOARD



Caseload Size


Range 13-402


Median 63.5





Caseload Size


Range 13-306


Median 50





Welcome to the VHA’s Center for Quality Management in HIV Care (CQM)’s project to improve the care for persons with HIV!  You and your colleagues are most welcome and will make valuable contributions to the success of this collaborative.  





This packet contains introductory information.  Please read through all of the enclosed materials.   Because we’ll use some terms in very specific ways, there is a glossary included for your use.  While we’ve tried to make sure this packet contains everything you need to get started, please don’t hesitate to contact us if anything is not clear.  Your contact for this project is: 


INSERT NAME AND CONTACT INFO





The first Learning Session will set your course for the Collaborative.  Participants have more success when they come to this meeting well prepared.  To prepare your organization for the first Learning Session, we will expect each team to work with Collaborative Leadership to complete the following tasks:





1. Identify members of the Improvement Team


2. Get Started on Improvement


Define the aims


Define the measures


Identify patients at your site and collect initial data


Do a “Walk Through” of your system as a patient


3. Prepare a Storyboard





 Members of the Collaborative Faculty will also call you to better acquaint themselves with your program, as part of our Prep Work.  This section will give you an overview of what needs to be done for your Prep Work 





Throughout the Collaborative you will use charts, a key tool that lets you display your data and depict the impact of your interventions.  This sample chart was created using Microsoft Excel.  If you’re not familiar with how to do this, your Collaborative contact will help you.





This sample storyboard depicts what a hypothetical team might do for the first Learning Session.  This Team prepared their Storyboard by using one sheet of paper for each section/topic.  They used regular letter size paper on the left hand side of the Storyboard, and used legal size (printed in a landscape or sideways mode) for the sections on the right.  Your Project Contact is available to help as you prepare your Storyboard.





Our Aims


80% of patients with undetectable viral loads


75% of patients with CD4 > 200


90% of patients with at least one visit per quarter 


100% of patients entered in ICR





Our Organization


XYZ VAMC operates a 300 bed full service hospital and 2 outpatient centers, serving over 57,000 veterans in a 6 county area.  The Special Immunology Clinics is part of Internal Medicine and currently sees 152 HIV patients.   The clinic staff is:


1 - MD director  	1 - NP     	1 - RN


1 - Clerk    		0.5  - SW	0.5 - RPh 


The clinic sees patients Monday PM, Tuesday and Wednesday AM & PM, Thursday PM and Friday AM.   





Our Team


Core Team


Bob Bendix, MD – Team Leader / Clinical Expert


Clinic Director and Chief of Infectious Disease 





Graciela Jones, RN  - Day-to-Day Leader


Special Immunology Clinic Nurse





Other Team Members


Arden Johnson – Technical Expert - senior systems support person in IS and a CPRS expert





Pat Smith – Patient





Clyde Marcus – QI department, expert in measurement and graphic reporting 











Our Walk-Through


Patients don’t like to sit in the waiting room because HIV posters on the wall inside the front door are easily seen from the hallway, so they wait in the cafeteria or outside, and staff have to go look for them when it’s time for them to go into a treatment room 





Patients are scheduled at two times per clinic (first half, second half) and sometimes wind up waiting a long time before they are seen





ICR Confirmation


We obtained a report from Pharmacy of all patients who filled at least one prescription in the last year for an antiretroviral drug.  We compared this to the ICR list and found 4 patients not in the ICR.  We entered these 4 patients into the ICR.  We are also working with IS/Medical Records to obtain a list of all patients from the last two years with and ICD-9 code of 042 and will compare this list with our ICR.





Our Measures 


Number pf patients with undetectable viral load / all patients  


Number of patients with CD4>200 / all patients 


Number of patients visit in last quarter / all patients 


Of patients in ICR/ all known HIV patients 
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		Station  # ________________

		Month		% w/ visit within 3 mos		% w/ CD4<200		% undetectable VL		% on HAART

		Jan		58		30		24		67

		Feb		62		32		27		69

		Mar		74		26		28		72

		Apr		86		22		30		76

		May		88		25		34		88

		Jun		94		21		38		88

		Jul		90		18		43		90

		Aug		93		18		44		92

		Sep		95		14		50		94

		Oct		95		12		54		94

		Nov		95		11		58		95

		Dec		97		9		65		96
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Undetectable chart
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HAART Chart
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