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INTENSIVE QUALITY SUPPORT:  A QUALITY IMPROVEMENT STRATEGY

Groups involved in this intervention are collectively referred to as a ‘collaborative’ because teams involved in the project work in collaboration with colleagues at their own facility and at other VHA facilities towards a common goal.  The overall objective of this collaborative is to improve the care for persons with HIV in VHA facilities. The structure of the project is adapted from a model developed by the Institute for Healthcare Improvement (IHI), a nonprofit organization with which the VHA has a working relationship.   In this project, targeted interventions are being developed and implemented to improve the care of persons at each facility.  

The VHA has undertaken with IHI to improve care delivery in previous efforts.  For example, the model was successfully used to reduce waiting room times and delays in VHAs across the country.   In other collaboratives outside of the VHA, 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.  

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 and are listed in the following table.  These aims are intentionally set at “high-bar” levels, and represent what we aspire to achieve, not a benchmark.  These measures will be calculated using local medical records data as described below.  

Key Measures for the HIVAIDS Collaborative

	Category
	Measure
	How measure is calculated 
	Collaborative aim

	Access & Retention
	Percent of patients with at least one visit in last 3 months
	Number of patients with at least one visit in the last 3 months divided by total number of patients
	90% of patients will have at least one visit every three months.

	CD4 Count

	Percent of patients with CD4 count less than 200

	Number of patients whose last CD4 count was less than 200  divided by total number of patients
	No more than 20% of patients will have CD4 counts less than 200.

	Viral Suppression
	Percent of patients with undetectable viral load
 


	Number of patients with undetectable viral load  (less than 50 copies) divided by total number of patients
	At least 80% of patients will have a viral load below the level of detection.

	Antiretroviral therapy


	Percent on HAART

	Number of patients who are currently on HAART divided by total number of patients 
	At least 80% of patients will receive HAART.

	PCP Prophylaxis
	Percent of patients with CD4 count less than 200 or CD4 percentage less than 15% who are prescribed PCP prophylaxis
	Number of patients prescribed PCP prophylaxis divided by number of patients with CD4 count of 200 or less within previous 6 months
	100% of patients with  CD4 count below 200 or CD4 percentage less than 15% in last 6 months will be prescribed appropriate PCP prophylaxis.

	MAC Prophylaxis
	Percent of patients with CD4 count below 50 who are prescribed MAC prophylaxis
	Number of patients prescribed MAC prophylaxis divided by number of patients with CD4 count of 50 or less within previous 6 months
	100% of patients with CD4 count below 50 in the last six months will be prescribed appropriate MAC prophylaxis. 

	Viral Load Measurement
	Percent of patients with viral load measured within last 6 months
	Number of patients with a viral load measured in the last six months divided by all patients.
	90% of patients will have viral load measured in the previous six months.

	CD4 Measurement
	Percent of patients with CD4 measured within last 6 months
	Number of patients with a CD4 measured in the last six months divided by all patients.
	90% of patients will have CD4 measured in the previous six months.


Project Structure

This collaborative will consist of the Collaborative Core Team, jointly supported by the CQM and QUERI-HIV, and eight Local Improvement Teams selected at random from all sites that are participating in the project.  It will involve Prep Work and three Learning Sessions.  Representatives from each Local Improvement Team – the Lead Clinician and Project Contact – will attend all three of the Learning Sessions.  The enclosed materials outline what is needed to get started – this is called Prep Work.  The times between Learning Sessions are called Action Periods.  During the Action Periods, the Local Improvement Teams will be working with the Core Team to actually make improvements at each location.  See the attached model, a rudimentary depiction of the core portion of this quality improvement intervention.  The following describes the various components of the model.

PREP WORK :  Preparing for Learning Session One 

The first Learning Session sets the course for the collaborative.  Participants traditionally have more success when they come to this meeting well prepared.  To prepare for the first Learning Session, it is expected that each Local Improvement Team will work with the Core Team to complete the following tasks:

1. Identify members of in each Local Improvement Team

2. Get started on improvement

A. Review the aims and measures

B. Verify local data 

C. Do a “Walk Through” of system as a patient

D. Identify Local Improvement Opportunities

3. Prepare a storyboard

Task 1:   Identifying Members of the Local Improvement Team

A number of different individuals and groups are required to effectively adapt and implement these changes. There is organizational leadership and a Local Improvement Team.  The organizational leadership has 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.  

The personnel at each facility involved in this project effort make up the Local Improvement Team.  While there may be a number of different staff members with specific knowledge or skills that may be involved at various points during this project, team members involved in just about all aspects of the project will include:

· Local Improvement Team Leader  

· Day-to-Day Leader  (Key Project Contact)

· Clinical/Technical Expert
The Local Improvement Team Leader is an HIV clinician at each facility.   This team member provides clinical and operational insight as the team identifies and addresses improvement opportunities in the facility.

A Clinical 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 and who has a good working relationship with colleagues and team members.  In many cases, this may be the same person who serves as the Local Improvement Team Leader.

The Day-to-Day Leader is a critical driving component of the team and the Project, overseeing and coordinating local activities to assure that necessary tasks are completed.  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 is the key project contact at each organization, the person with whom the Project Manager routinely communicates. This individual is responsible for coordinating communications between the local team and the Collaborative Core Team.

Other Local Improvement Team Members

The Local Improvement Teams 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 is a good size for the team.   Each member of the team makes unique contributions.  While clinical expertise is essential to success, the need to involve staff members involved in and experienced with how local patient care systems operate cannot be overlooked.

 An important person to involve in a team’s efforts is the facility HIV Coordinator, the person responsible for the Immunology Case Registry (ICR).  Additional technical support for the team may be available from local staff who have participated in other IHI Collaboratives.  Also, patients can bring another kind of technical expertise to the improvement team in the form of experience with the system and knowledge of the needs and wishes of patients.  Patients with an interest in the improvement of the system would be a useful addition, helping to both identify and address improvement opportunities.

Technical Experts 

Other local support resources also help Local Improvement Teams succeed.   While these individuals may not be involved in all aspects of improvement efforts, they provide experience and insight for some of the issues that are chosen to be addressed.  Examples include staff from Information Systems and Medical/Clinical affairs.

 
Information systems.  Information systems staff members need to have a thorough understanding of each site’s medical records system and be someone with whom other team members can work and communicate well.   The CQM also provides technical assistance to participating sites, especially in matters related to the ICR.


Medical and clinical affairs.  Since the focus is on clinical care, clearly there is a need to have the support of local leaders in medical/clinical affairs.   This likely involves the physician director of each HIV clinic, service chief, or chief of staff.

Task 2.  Getting Started on Improvement

The approach to improvement we are using in this 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?  

The following tasks assist in answering these questions and help focus efforts. 

Task 2a:   Review Collaborative aims and measures


This Collaborative is about improvement of care for people with HIV/AIDS, not measurement, but measurement plays several important roles throughout the Collaborative.  Each team needs just enough measurement to be convinced that the changes they are making are leading to improvement.  A major focus at the first Learning Session is measurement techniques and methods.

Prior to the first Learning Session, each team reviews the Key Measures and Aims described with the Collaborative Goal statement at the beginning of this document.  Since the goal relates directly to HIV care, the measures reflect outcomes of that care delivered at each facility.  Attached to each measure is an aim.  An aim is an explicit statement summarizing what the improvement team hopes to achieve during the Collaborative.  The aim helps to focus on specific actions to improve patient care and outcomes.   Target numbers for aims are typically set at a high level, and should not be confused with benchmark data. 

Task 2b:  Verify local data

The CQM has developed reporting routines and methods that will eliminate the need for Local Improvement Teams to do duplicative data entry and manual calculations for these measures.  Project Manager will facilitate access to these functions.

The validity of these reports depends on the accuracy of local data.  Thus, it is essential that each team confirms the completeness and accuracy of the information in each local ICR.  Each team must ensure that all HIV patients have been entered into the ICR and that all ICR patches have been correctly installed, including the creation of local laboratory links and pointers.  Complete instructions for these tasks are accessed online at vaww.vistau.med.va.gov/hiv-registry/default.htm.  

An important part of preparing for this project is identifying who maintains the ICR and who other information resource people are at each facility.   Even though the Clinical Reminder function is not a feature of this Collaborative, each site needs to have access to the ‘reports function’ of the Clinical Reminders system.  

Task 2c:   “Walk Through” organization as a patient

Work in the collaborative leads to making changes to improve how care is provided, but even with a strong aim teams may not know where to begin.  One simple way to understand where major impediments lie is to experience a clinic through the eyes of a patient.  At least two members of a team does a “walk through” prior to the first Learning Session.

Task 2d:  Identify local improvement opportunities


Based on what is learned from the Walk Through, as well as any other information that is available, at least two or three things are identified that might be done at each facility to improve care for patients with HIV.  Team members consider what could be done to resolve the issue and what would need to be measured in order to know that improvement is occurring.  

Task3.  Prepare a Storyboard

Each Learning Session is designed to create an environment conducive to sharing and learning from others’ experiences.  The audience is other participating teams, the Core Team, and possibly observers who are not familiar with specific aims and work.  Therefore, storyboards need to be as clear and concise as possible.  

LEARNING SESSION ONE


This is the initial meeting of representatives from all IQS sites.  The main objectives are to introduce measurement concepts, solidify aims of the intervention, teach how to implement the Plan-Do-Study-Act cycle (see below), and establish a group identity.  LS1 is usually one day in duration.

ACTION PERIODS


These occur between Learning Sessions when participants apply the knowledge and skills from the previous LS.

PLAN-DO-STUDY-ACT CYCLES


The PDSA cycles are structured trials of rapid cycle improvement, where a specific planning phase (P) is followed by a time to try the change and observe what happens (D).  An analysis of the trial’s results follows (S).  The cycle is concluded as a phase when the next steps occur (A), based on the analysis.  This, in turn, naturally leads to the Plan component of a new cycle.   

LEARNING SESSION TWO


This is the second group meeting of representatives from all IQS sites.  The main objectives are to provide an update on new findings from clinical science, reinforce PDSA cycle accomplishments and measurement concepts, showcase process changes at particular sites, and promote peer teaching among site personnel. 

LEARNING SESSION THREE


The main objectives of LS3, the final group meeting, are to share local experiences/outcomes to promote peer teaching, plan for continued application of the PDSA technique, and to promote diffusion of the improvements. 

GAZZETTES FOR THE IQS SITES

COMPUTERIZED CLINICAL REMINDERS:  EFFECTS OF TECHNOLOGY ON PROVISION OF CARE 

Emily Patterson, PhD

Clinical reminders are an example of attempting to harness the power of computer processing to improve human performance on a task.  Computer-based reminder systems are designed to shape practitioner behavior by reminding them of information about which they are assumed to already be aware, but which might be forgotten or not consistently applied in practice.  By definition, computer-based reminder systems provide information to the practitioner that was not specifically searched for, but do not otherwise perform automated actions or enforce adherence to recommendations.  As such, clinical reminders are characterized by low autonomy, high predictability, weak commitment to the algorithmic logic that triggers the reminder, and low coupling with other computer-based devices such as computer order entry systems.  

The perception of the utility/usefulness of a clinical reminder in an operational setting depends on many factors, including user agreement with the underlying recommendations and the accuracy of the input data.  During the pilot observations, it seemed that the reminders were generally perceived to be useful, and in particular that the rules behind the reminders were viewed as mostly uncontroversial, particularly for use by physicians without substantial experience or knowledge in HIV care.
  

In addition to being perceived as useful, clinical reminders, particularly reminders used by rotating residents at academic institutions, need to be easy to learn and use in order to be effective.  A product such as a clinical reminder that is easy to use, i.e., has good usability, is defined such that “the people who use the product can do so quickly and easily to accomplish their own tasks”
 (p. 4, italics in original).  Similarly, Schneiderman (1997)
 has operationally defined interfaces with high usability as interfaces that enable users to:

· Have a clear mental model of what the computer system is doing

· Have a clear mental model of how the computer system’s actions will change in response to user actions

· Repeat desired sequences of action to achieve their goals

· Recover from errors easily

· Alter the interface to suit their needs

· Flexibly deviate from routine sequences of action

· Navigate easily

· Directly manipulate objects of interest

Figure 1. View of “due” clinical reminders
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Several design choices (assumed to have been made by the national CPRS design team in the Veteran’s Administration several years ago for clinical reminders in general) reduce the usability of the HIV reminders, thereby making them harder to learn and to use.  First, the interface design violates Schneiderman’s heuristic to “directly manipulate objects of interest” in that the displayed “due” clinical reminders cannot be resolved through standard direct manipulation techniques.  Specifically, double-clicking a reminder and right-clicking a reminder offer several options and information, none of which includes resolving the reminder (i.e., satisfying the algorithmic logic so that the reminder is no longer categorized as “due”).  None of the two Fellows, three Residents, or one Medical Student observed at Pilot Site B, where other barriers to using the reminders were not present due to championship of the reminders by an influential Attending physician, were able to “resolve” any reminders, despite 30 minutes of targeted training at the clinic a week before that included the sequence in Figures 2-4.  Most of them were observed to double-click, right-click, and attempt to solicit the help of others in order to resolve the reminders, including the investigators.  All of them eventually gave up and left all “due” reminders unresolved.
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Figure 2. First training slide on how to resolve reminders
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Figure 3. Second training slide on how to resolve reminders
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Figure 4. Third training slide on how to resolve reminders

There are several potential implications of this finding regarding the effectiveness of clinical reminders on practitioner performance that will be investigated during the site observations at the eight reminder intervention sites, which will be completed by the end of March, 2002 (Table 1).

Table 1. Observation plan for intervention reminder sites

	Site
	Observer A
	Observer B

	NY VAMC
	Week of December 17 and/or January 1
	N/A

	East Orange VAMC
	Week of December 17 and/or January 1
	N/A

	Richmond VAMC
	Week of January 14
	Week of January 14

	New Orleans
	Week of January 14
	Week of January 14

	Gulf Coast
	Week of February 4
	Week of February 4

	Long Beach
	N/A
	By March 31

	San Diego
	N/A
	By March 31


First, it is expected that if organizational incentives are tied to a task that is difficult to accomplish because of poor usability, that someone who has more training and a closer tie to the organization (e.g., a case manager, PA, or NP), will likely take on the task of "resolving the reminders" for the Residents.
  Alternatively, those same persons may take it upon themselves to train Residents how to use the software and encourage its use in order to avoid the new task of resolving the reminders.

If this is observed to be true, an implication will likely be that resolving the reminders will be disconnected (later) in time from when the decision making and negotiation amongst the important stakeholders (e.g., resident, attending, clerk, patient) occurs.  First, this goes against the argument for "real-time" reminders being more useful than non-real-time reminders.  In addition, it is possible that the reminder data will be "stale" more often because resolving the reminders will be queued as a task done in bulk as paperwork documentation rather than daily/real-time with the patient
 and be somewhat less useful for the residents, so that they will have less impact on the clinician decision making "real time" and that the data that goes into the resolution boxes will be less accurate because the PA/NP will be guessing what action was taken if the information is not easily available -- because the organizational incentives probably won't be able to distinguish when the information is right, just that the reminders were resolved.

From a process viewpoint, the main "lesson learned" is to perform "usability testing"
 prior to release of a software product upgrade - specifically on CPRS reminders prior to the next release of CPRS - and redesign the software to make it more usable before deploying it nationally.  

SITE ACTIVATION SCORES FOR IQS SITES

The degree to which each site implements the IQS improvement technique is being measured at regular intervals using a standardized scale, the Site Activation Scale, developed specifically for this project.  Longitudinal tracking of Site Activation Scale scores allow for calculation of time-to-improvement as well as qualititative comparisons of differences in activation.  By using the scoring system, we were able to identify that higher performing sites rapidly adopted and applied basic quality improvement concepts (e.g., PDSA).  In contrast, we were able to see that lower performing sites were slow to begin applying key concepts and had not completed an entire PDSA cycle well into the Action Period.  Although the contrast between levels of activation are not always marked, the sites showing the most rapid adoption and generalization of quality improvement concepts tend to show significant improvement in care.  We are also assessing whether specific barriers or characteristics are associated with how well a site scored on activation.  

After Action Period 1, however, we discovered a small problem with the scoring system shown in table below.  Although a site could rapidly achieve a score of 4, it was possible that QI efforts at that site actually declined at points during the period.  The activation score defined above would not reflect this change since, once a threshold is reached, the score cannot go down.  Thus, we have developed a second measure of activation that focuses on the degree of QI effort/activity in a given month.  Thus, in Action Period 2 (end of Learning Session 2 to Learning Session 3), each site was scored monthly.   The next table exhibits the new set of criteria that was used in Action Period 2, and will continue to be used throughout the remainder of the study.

IQS SITE ACTIVATION SCALE FOR ACTION PERIOD 1

	
	Local Team formed
	Local Team  meets
	Aims identified
	PDSAs

run
	Changes being integrated
	All goals met/ exceeded

	0
	-
	-
	-
	-
	-
	-

	1
	X
	-
	-
	-
	-
	-

	2
	X
	X
	X
	-
	-
	-

	3
	X
	X
	X
	X
	-
	-

	4
	X
	X
	X
	X
	X
	-

	5
	X
	X
	X
	X
	X
	X

	0 = Local Improvement Team not formed (minimum of Lead Clinician and Day-to-Day Leader, Key Contact)

1=Team formed but has not met, no aims identified

2 = Team has met at least once and has identified aims but no PDSA completed 

3 = Team has met at least once, aims identified, at least one PDSA has been completed 

4 =Multiple PDSAs have been run and have validated changes which are now being generalized

5=Performance meets or exceeds all Collaborative Key Measure goals


IQS SITE ACTIVATION SCALE FOR ACTION PERIOD 2

	PRIVATE

	Local Team formed but has not met 
	At least one change identified
	One PDSA cycle run 
	Multiple PDSA cycles run to test one change 
	Multiple changes tested with PDSA cycles
	PDSA cycles run on one or more change targeting project aims
	Change targeting Project Aims validated through PDSAs being integrated 
	Improvement of at least 50% from baseline on all Key Measures
	All Project Aims met or exceeded
	Improve-ment to meet or exceed Project Aims sustained for 6 months

	0
	-
	-
	-
	-
	-
	-
	-
	-
	-
	-

	1
	X
	-
	-
	-
	-
	-
	-
	-
	-
	-

	2
	X
	X
	-
	-
	-
	-
	-
	-
	-
	-

	3
	X
	X
	X
	-
	-
	-
	-
	-
	-
	-

	4
	X
	X
	X
	X
	-
	-
	-
	-
	-
	-

	5
	X
	X
	X
	X
	X
	-
	-
	-
	-
	-

	6
	X
	X
	X
	X
	X
	X
	-
	-
	-
	-

	7
	X
	X
	X
	X
	X
	X
	X
	-
	-
	-

	8
	X
	X
	X
	X
	X
	X
	X
	X
	-
	-

	9
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X


0 = Local Improvement Team not formed (minimum of Lead Clinician and Day-to-Day Leader, Key Contact)

1= Team formed but has not met, no changes identified

2 = Team has met at least once and has identified one change to test but no PDSA cycle completed 

3 = One PDSA cycle has been completed 

4 = One change tested with multiple PDSA cycles 

5= Multiple changes being tested using PDSA cycles

6= PDSA cycles run on at least one change targeting project aims

7= Change(s) targeting project aim(s) validated through multiple PDSA cycles is now being generalized

8= Improvement of at least 50% from baseline on all Key Measures

9= All Project Aims met or exceeded 

The figure below shows monthly activation scores combined for all IQS sites for both Action Periods, albeit that different scales were used for each period.  

COMBINED SITE ACTIVATION SCORES FOR ACTION

PERIODS 1 & 2
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Note:  Scoring scheme for first three months is based on a 5-point scale but

from then on, scheme is based on a 10-point scale.

PERIODIC SITE SURVEYS FOR IQS SITES


The surveys serve two basic purposes.  The first is to provide the project team with feedback on various aspects of the IQS intervention.  As we describe below, this sort of “real-time” information has proven to be useful in our formative evaluation of the IQS portion of the project and allowed us to modify aspects of the IQS accordingly.  The second purpose of the surveys is to help characterize the attitudes and perceptions of the staff at different clinics.  This qualitative information helps the project team understand clinic staff’s attitudes about quality improvement and perceived barriers.*  It also will be valuable when we attempt to identify distinguishing characteristics of clinics that were able and unable to effectively implement improvements at the end of the IQS intervention.  For example, we anticipate that the clinics that will have the most success will be those with a strong sense that staff at their clinic work together on quality improvement and have support from leadership.  We will be able to test this and other hypotheses by linking the survey data to various outcome measures. 

Thus far, we have conducted three brief surveys. The first survey, administered at Learning Session 1, focused on clinic staff attitudes about quality improvement in general and perceived barriers.  In contrast, second survey, administered after the LS 2, focused on participants’ perceptions of various components of the IQS intervention to that point.  The third, and most recent survey was designed to assess several issues, including changes in staff attitudes about quality improvements and barriers, and perceived impact of IQS on specific types of improvement efforts and on staff workload and satisfaction.  We highlight some findings from the second and third surveys below.

In a several instances, we have used survey information to verify or refute concerns about the effectiveness of specific aspects of the IQS intervention.   For instance, in the period following the first learning session we used two different types of calls between IQS project coordinators and participants at each clinic.  The first type, “individual calls”, involved a weekly call between one of the IQS project coordinators and the day-to-day contact at a given clinic.  The second type involved “paired calls” in which both project coordinators and staff from two different clinics participated.  The second type of call was done based on the assumption that interactions between the staff from the two sites would promote sharing of ideas and camaraderie.  In practice however, the project coordinators observed that with a few exceptions, the paired calls did not seem to be as useful or effective as the individual calls.  We were able to verify this using the surveys and, based on the results, we modified our approach limiting the paired calls to special cases in which a particular clinic was having specific problems that another clinic was having success with.  
A major concern of the project team and VA policy makers is that, even if care can be improved through the IQS intervention, the cost may be too high in terms of added workload and staff satisfaction.  In the most recent survey, we included a number of items to assess this issue.  Although we have not yet received all the responses, the results already returned are suggestive of at least neutral impact on workload.  In one set of questions, we asked participants to indicate whether the improvements their clinic had attempted resulted in more, less, or no impact on staff workload and their personal satisfaction.  As shown in the figure below, five out of the seven respondents to date perceived that either the impact on workload was neutral or created less work for the clinicians.  However, five out of the seven respondents agreed that the improvement effort had resulted in more work for non-clinical staff.  Despite the fact that the improvement effort had increased the workload for some staff, no participants reported that their personal satisfaction had decreased.  In fact, five out of the seven reported that their personal satisfaction had increased, including the two who reported an increase in workload for themselves and their colleagues. 

Perceived Impact of the IQS Intervention on Workload and Satisfaction
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PRELIMINARY HIV CARE GUIDELINE ADHERENCE RESULTS
Our current assessment of the impact on veterans’ health suffers from some limitations: 

· The interventions are still underway, so results shown here are very preliminary

· Technical problems with the Immunology Case Registry have prevented us from conducting true longitudinal analyses for now, though the problem should be solved by the end of the project

· As a consequence of the above, the results reported here are cross-sectional and based on the automated, visit-based guideline adherence reports generated at each of the study sites.

However, some findings are intriguing.  For example, as seen in the figure below, we have found that adherence to specific guidelines differed by the type of guideline.  Adherence to treatment guideline (MAC, PCP, HAART, Toxoplasma titer) is, in general, lower than those for diagnostic guidelines (CD4+ T-cell count/Viral Load, Hepatitis A, B, & C; Lipids Panel, and VDRL).   

Specific Guideline Adherence
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When we looked at the preliminary impact of the two quality improvement strategies being tested in this project, we again found interesting results.  Seen in the figure below, overall guideline adherence was 12 percent higher than controls in the combined IQS + CR sites, and 5 percent higher than controls in the IQS-only sites.  The CR-only sites were no different than the controls, although this may at least be partially due to the fact that the CR intervention was implemented later than the IQS.  This pattern was repeated when we looked at each of the guidelines separately. 
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In summary, it appears from this assessment, albeit preliminary, that some synergy may exist between clinical reminders and intensive quality support in improving adherence to HIV care guidelines.  

� Although note that the reminders were not applicable for several patients due to the complexity of providing HIV care (e.g., Attending and Resident agreed not to put a patient on HAART because of multi-drug intolerances at pilot site B).  Therefore, trying to get “100% compliance” with the reminders should not be a goal, even though the rules are generally uncontroversial.


� Dumas, J.S., Redish, J.C. (1999).  A practical guide to usability testing.   Portland, OR: Intellect Ltd.


� Schneiderman, B. (1997).  Direct Manipulation Versus Agents: Paths to Predictable, Controllable, and Comprehensible Interfaces.  In J. Bradshaw (Ed.) Software Agents,  AAAI Press/MIT Press: Cambridge, MA, 97-106. 





�  Note that this pattern was observed with a PYXIS system used in anesthesiology at a University-affiliated private hospital, where removing medications from the PYXIS was easy to perform but returning medications was not.  At the end of the day, a nurse anesthetist had taken on the role of picking up all of the unused medications left by the residents and returning them to the PYXIS machine because it was too difficult to train them every month how to perform the actions.  Because the machine was not designed to be used in this fashion, the nurse anesthetist was unable to tell what medications had been ordered by what medications for what patients.  As a result, patients were overcharged (because the medications were replaced under “ward stock” rather than directly to the patient) and the organization was left more vulnerable to “fraud” lawsuits.  A system redesign to make it easier to identify which medications had been taken out by which residents for which patients and/or to make it easier for residents to replace medications would eliminate this problem.


� Woods, D.D., & Patterson, E.S. (2001).  How unexpected events produce an escalation of cognitive and coordinative demands.  P.A. Hancock and P.A. Desmond (Eds.).  Stress Workload and Fatigue.  Lawrence Erlbaum, Hillsdale, NJ, pp. 290-304.


� Nielsen, J. (1994).  Usability engineering. San Mateo, CA: Morgan Kaufmann Publishers.


* No quantitative analyses are intended as each survey involves only two respondents from each of the IQS sites. 
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CR&IQS

		CR&IQS						September								October----------------------------------								November--------------------------								Total CR&IQS

		site		type		indicator		# eligible		# failed		%				# eligible		# failed		%				# eligible		# failed		%				September		# eligible		# failed		%

		New Orleans		CR&IQS		Consider HAART										143		58		40.6%				141		64		45.4%				Consider HAART		291		133		45.7%

						Mac prophylaxis needed										26		18		69.2%				27		19		70.4%				Mac prophylaxis needed		31		21		67.7%

						PCP prophylaxis needed										113		54		47.8%				112		50		44.6%				PCP prophylaxis needed		183		101		55.2%

						Hep A serologic testing										300		21		7.0%				309		20		6.5%				Hep A serologic testing		731		102		14.0%

						Hep B serologic testing										300		14		4.7%				309		20		6.5%				Hep B serologic testing		731		49		6.7%

						Hepatitis C serologic testing										300		24		8.0%				309		13		4.2%				Hepatitis C serologic testing		731		50		6.8%

						Evaluate lipid panel																										Evaluate lipid panel		731		109		14.9%

						CD4 and viral load monitoring										300		123		41.0%				309		23		7.4%				CD4 and viral load monitoring		731		284		38.9%

						Toxo titer for HIV patients										300		75		25.0%				309		131		42.4%				Toxo titer for HIV patients		731		107		14.6%

						VDRL testing										300		6		2.0%				309		77		24.9%				VDRL testing		731		49		6.7%

		New York Manhattan		CR&IQS		Consider HAART										195		17.5		9.0%				106		7		6.6%

						Mac prophylaxis needed										25		2.5		10.0%				8		0		0.0%				October		# eligible		# failed		%

						PCP prophylaxis needed										130		15		11.5%				68		10		14.7%				Consider HAART		847		257.5		30.4%

						Hep A serologic testing										382.5		110		28.8%				183		57		31.1%				Mac prophylaxis needed		129		66.5		51.6%

						Hep B serologic testing										382.5		12.5		3.3%				183		17		9.3%				PCP prophylaxis needed		605		266		44.0%

						Hepatitis C serologic testing										382.5		10		2.6%				183		15		8.2%				Hep A serologic testing		1793		365.5		20.4%

						Evaluate lipid panel										382.5		32.5		8.5%				183		9		4.9%				Hep B serologic testing		1793		105		5.9%

						CD4 and viral load monitoring										382.5		52.5		13.7%				183		25		13.7%				Hepatitis C serologic testing		1793		95		5.3%

						Toxo titer for HIV patients										382.5		132.5		34.6%				183		57		31.1%				Evaluate lipid panel		1493		193		12.9%

						VDRL testing										382.5		125		32.7%				183		53		29.0%				CD4 and viral load monitoring		1793		464		25.9%

		San Diego		CR&IQS		Consider HAART		173		92		53.2%				225		87.5		38.9%												Toxo titer for HIV patients		1793		409.5		22.8%

						Mac prophylaxis needed		16		10		62.5%				17.5		5		28.6%												VDRL testing		1793		219		12.2%

						PCP prophylaxis needed		116		65		56.0%				147.5		75		50.8%

						Hep A serologic testing		481		69		14.3%				605		75		12.4%												November		# eligible		# failed		%

						Hep B serologic testing		481		36		7.5%				605		40		6.6%												Consider HAART		540		184		34.1%

						Hepatitis C Serologic Testing		481		42		8.7%				605		42.5		7.0%												Mac prophylaxis needed		99		67		67.7%

						Evaluate lipid panel		481		36		7.5%				605		52.5		8.7%												PCP prophylaxis needed		386		153		39.6%

						CD4 and viral load monitoring		481		181		37.6%				605		142.5		23.6%												Hep A serologic testing		1068		257		24.1%

						Toxo titer for HIV patients		481		74		15.4%				605		90		14.9%												Hep B serologic testing		1068		89		8.3%

						VDRL testing		481		40		8.3%				605		45		7.4%												Hepatitis C serologic testing		1068		48		4.5%

		Richmond		CR&IQS		Consider HAART		118		41		34.7%				115		38		33.0%				112		42		37.5%				Evaluate lipid panel		759		121		15.9%

						Mac prophylaxis needed		15		11		73.3%				14		8		57.1%				16		7		43.8%				CD4 and viral load monitoring		1068		253		23.7%

						PCP prophylaxis needed		67		36		53.7%				64		32		50.0%				64		30		46.9%				Toxo titer for HIV patients		1068		347		32.5%

						Hep A serologic testing		250		33		13.2%				248		29		11.7%				247		22		8.9%				VDRL testing		1068		164		15.4%

						Hep B serologic testing		250		13		5.2%				248		12		4.8%				247		7		2.8%

						Hepatitis C serologic testing		250		8		3.2%				248		7		2.8%				247		4		1.6%

						Evaluate lipid panel		250		73		29.2%				248		74		29.8%				247		61		24.7%

						CD4 and viral load monitoring		250		103		41.2%				248		93		37.5%				247		96		38.9%

						Toxo titer for HIV patients		250		33		13.2%				248		32		12.9%				247		30		12.1%

						VDRL testing		250		9		3.6%				248		8		3.2%				247		5		2.0%

		Brooklyn		CR&IQS		Consider HAART										90		22.5		25.0%				181		71		39.2%

						Mac prophylaxis needed										27.5		15		54.5%				48		41		85.4%

						PCP prophylaxis needed										72.5		30		41.4%				142		63		44.4%

						Hep A serologic testing										172.5		92.5		53.6%				329		158		48.0%

						Hep B serologic testing										172.5		22.5		13.0%				329		45		13.7%

						Hepatitis C serologic testing										172.5		2.5		1.4%				329		16		4.9%

						Evaluate lipid panel										172.5		30		17.4%				329		51		15.5%

						CD4 and viral load monitoring										172.5		20		11.6%				329		109		33.1%

						Toxo titer for HIV patients										172.5		70		40.6%				329		129		39.2%

						VDRL testing										172.5		30		17.4%				329		29		8.8%

		Montrose		CR&IQS		Consider HAART										79		34		43.0%

		Used 2000-2001 December data (no need to multiply)				Mac prophylaxis needed										19		18		94.7%

						PCP prophylaxis needed										78		60		76.9%

						Hep A serologic testing										85		38		44.7%

						Hep B serologic testing										85		4		4.7%

						Hepatitis C serologic testing										85		9		10.6%

						Evaluate lipid panel										85		4		4.7%

						CD4 and viral load monitoring										85		33		38.8%

						Toxo titer for HIV patients										85		10		11.8%

						VDRL testing										85		5		5.9%





IQS

		IQS						September								October----------------------------------								November--------------------------								Total IQS

		site		type		indicator		# eligible		# failed		%				# eligible		# failed		%				# eligible		# failed		%				September		# eligible		# failed		%

		Loma Linda		IQS		Consider HAART		42		10		23.8%				105		25		23.8%				197		82		41.6%				Consider HAART		475		215		45.3%

						Mac prophylaxis needed		14		8		57.1%				35		20		57.1%				29		11		37.9%				Mac prophylaxis needed		418		392		93.8%

						PCP prophylaxis needed		32		7		21.9%				80		17.5		21.9%				109		50		45.9%				PCP prophylaxis needed		456		320		70.2%

						Hep A serologic testing																										Hep A serologic testing		559		299		53.5%

						Hep B serologic testing																										Hep B serologic testing		559		63		11.3%

						Hepatitis C serologic testing																										Hepatitis C serologic testing		559		56		10.0%

						Evaluate lipid panel		64		0		0.0%				160		0		0.0%				345		3		0.9%				Evaluate lipid panel		623		170		27.3%

						CD4 and viral load monitoring		64		11		17.2%				160		27.5		17.2%				345		105		30.4%				CD4 and viral load monitoring		623		244		39.2%

						Toxo titer for HIV patients		64		7		10.9%				160		17.5		10.9%				345		54		15.7%				Toxo titer for HIV patients		623		233		37.4%

						VDRL testing		64		2		3.1%				160		5		3.1%				345		26		7.5%				VDRL testing		623		95		15.2%

		San Francisco		IQS		Consider HAART										427		214		50.1%

						Mac prophylaxis needed										47		27		57.4%												October		# eligible		# failed		%

						PCP prophylaxis needed										311		192		61.7%												Consider HAART		912		349		38.3%

						Hep A serologic testing										1008		177		17.6%												Mac prophylaxis needed		389.5		332		85.2%

						Hep B serologic testing										1008		63		6.3%												PCP prophylaxis needed		751		452		60.2%

						Hepatitis C serologic testing										1008		80		7.9%												Hep A serologic testing		1510.5		392		26.0%

						Evaluate lipid panel										1008		164		16.3%												Hep B serologic testing		1510.5		100.5		6.7%

						CD4 and viral load monitoring										1008		434		43.1%												Hepatitis C serologic testing		1510.5		117.5		7.8%

						Toxo titer for HIV patients																										Evaluate lipid panel		1670.5		319		19.1%

						VDRL testing										1008		85		8.4%												CD4 and viral load monitoring		1670.5		534		32.0%

		Bronx		IQS		Consider HAART		401		200		49.9%				305		95		31.1%				148		49		33.1%				Toxo titer for HIV patients		662.5		212.5		32.1%

						Mac prophylaxis needed		400		380		95.0%				305		285		93.4%				147		134		91.2%				VDRL testing		1670.5		157.5		9.4%

						PCP prophylaxis needed		401		306		76.3%				305		225		73.8%				148		102		68.9%

						Hep A serologic testing		493		256		51.9%				337.5		107.5		31.9%				166		80		48.2%				November		# eligible		# failed		%

						Hep B serologic testing		493		57		11.6%				337.5		22.5		6.7%				166		13		7.8%				Consider HAART		377		139		36.9%

						Hepatitis C serologic testing		493		45		9.1%				337.5		10		3.0%				166		12		7.2%				Mac prophylaxis needed		179		146		81.6%

						Evaluate lipid panel		493		148		30.0%				337.5		100		29.6%				166		49		29.5%				PCP prophylaxis needed		283		156		55.1%

						CD4 and viral load monitoring		493		222		45.0%				337.5		45		13.3%				166		40		24.1%				Hep A serologic testing		232		123		53.0%

						Toxo titer for HIV patients		493		189		38.3%				337.5		102.5		30.4%				166		58		34.9%				Hep B serologic testing		232		19		8.2%

						VDRL testing		493		81		16.4%				337.5		37.5		11.1%				166		20		12.0%				Hepatitis C serologic testing		232		23		9.9%

		Ann Arbor		IQS		Consider HAART		32		5		15.6%				75		15		20.0%				32		8		25.0%				Evaluate lipid panel		577		74		12.8%

						Mac prophylaxis needed		4		4		100.0%				2.5		0		0.0%				3		1		33.3%				CD4 and viral load monitoring		577		156		27.0%

						PCP prophylaxis needed		23		7		30.4%				55		17.5		31.8%				26		4		15.4%				Toxo titer for HIV patients		577		149		25.8%

						Hep A serologic testing		66		43		65.2%				165		107.5		65.2%				66		43		65.2%				VDRL testing		577		58		10.1%

						Hep B serologic testing		66		6		9.1%				165		15		9.1%				66		6		9.1%

						Hepatitis C serologic testing		66		11		16.7%				165		27.5		16.7%				66		11		16.7%

						Evaluate lipid panel		66		22		33.3%				165		55		33.3%				66		22		33.3%

						CD4 and viral load monitoring		66		11		16.7%				165		27.5		16.7%				66		11		16.7%

						Toxo titer for HIV patients		66		37		56.1%				165		92.5		56.1%				66		37		56.1%

						VDRL testing		66		12		18.2%				165		30		18.2%				66		12		18.2%





CR

		CR						September								October----------------------------------								November--------------------------								Total CR

		site		type		indicator		# eligible		# failed		%				# eligible		# failed		%				# eligible		# failed		%				September		# eligible		# failed		%

		Long Beach		CR		Consider HAART		28		12		42.9%				78		40		51.3%				79		41		51.9%				Consider HAART		135		39		28.9%

						Mac prophylaxis needed		8		0		0.0%				13		2		15.4%				14		4		28.6%				Mac prophylaxis needed		23		9		39.1%

						PCP prophylaxis needed		19		4		21.1%				64		24		37.5%				68		28		41.2%				PCP prophylaxis needed		102		49		48.0%

						Hep A serologic testing		66		65		98.5%				196		194		99.0%				193		191		99.0%				Hep A serologic testing		307		204		66.4%

						Hep B serologic testing		66		62		93.9%				196		187		95.4%				193		184		95.3%				Hep B serologic testing		307		166		54.1%

						Hepatitis C serologic testing		66		2		3.0%				196		8		4.1%				193		8		4.1%				Hepatitis C serologic testing		307		46		15.0%

						Evaluate lipid panel		66		1		1.5%				196		3		1.5%				193		3		1.6%				Evaluate lipid panel		307		38		12.4%

						CD4 and viral load monitoring		66		12		18.2%				196		65		33.2%				193		59		30.6%				CD4 and viral load monitoring		307		128		41.7%

						Toxo titer for HIV patients		66		66		100.0%				196		196		100.0%				193		193		100.0%				Toxo titer for HIV patients		307		157		51.1%

						VDRL testing		66		6		9.1%				196		18		9.2%				193		13		6.7%				VDRL testing		307		85		27.7%

		Biloxi (Gulf Coast)		CR		Consider HAART		107		27		25.2%				105		30		28.6%				98		30		30.6%

						Mac prophylaxis needed		15		9		60.0%				18		5		27.8%				17		5		29.4%				October		# eligible		# failed		%

						PCP prophylaxis needed		83		45		54.2%				80		31		38.8%				85		41		48.2%				Consider HAART		508		224		44.1%

						Hep A serologic testing		241		139		57.7%				245		132		53.9%				252		117		46.4%				Mac prophylaxis needed		76		31		40.8%

						Hep B serologic testing		241		104		43.2%				245		35		14.3%				252		31		12.3%				PCP prophylaxis needed		374		181		48.4%

						Hepatitis C serologic testing		241		44		18.3%				245		39		15.9%				252		32		12.7%				Hep A serologic testing		1174		505		43.0%

						Evaluate lipid panel		241		37		15.4%				245		38		15.5%				252		39		15.5%				Hep B serologic testing		1174		283		24.1%

						CD4 and viral load monitoring		241		116		48.1%				245		122		49.8%				252		118		46.8%				Hepatitis C serologic testing		1174		107		9.1%

						Toxo titer for HIV patients		241		91		37.8%				245		86		35.1%				252		83		32.9%				Evaluate lipid panel		1174		107		9.1%

						VDRL testing		241		79		32.8%				245		76		31.0%				252		62		24.6%				CD4 and viral load monitoring		1174		447		38.1%

		Wilmington		CR		Consider HAART										60		29		48.3%				59		28		47.5%				Toxo titer for HIV patients		1174		631		53.7%

						Mac prophylaxis needed										11		7		63.6%				11		6		54.5%				VDRL testing		1174		156		13.3%

						PCP prophylaxis needed										44		21		47.7%				41		19		46.3%

						Hep A serologic testing										112		16		14.3%				115		12		10.4%				November		# eligible		# failed		%

						Hep B serologic testing										112		14		12.5%				115		11		9.6%				Consider HAART		621		234		37.7%

						Hepatitis C serologic testing										112		16		14.3%				115		9		7.8%				Mac prophylaxis needed		95		45		47.4%

						Evaluate lipid panel										112		63		56.3%				115		48		41.7%				PCP prophylaxis needed		462		220		47.6%

						CD4 and viral load monitoring										112		44		39.3%				115		42		36.5%				Hep A serologic testing		1432		522		36.5%

						Toxo titer for HIV patients										112		21		18.8%				115		17		14.8%				Hep B serologic testing		1432		279		19.5%

						VDRL testing										112		22		19.6%				115		15		13.0%				Hepatitis C serologic testing		1432		99		6.9%

		East Orange		CR		Consider HAART										265		125		47.2%				385		135		35.1%				Evaluate lipid panel		1432		95		6.6%

						Mac prophylaxis needed										34		17		50.0%				53		30		56.6%				CD4 and viral load monitoring		1432		516		36.0%

						PCP Prophylaxis needed										186		105		56.5%				268		132		49.3%				Toxo titer for HIV patients		1432		743		51.9%

						Hep A serologic testing										621		163		26.2%				872		202		23.2%				VDRL testing		1432		138		9.6%

						Hep B serologic testing										621		47		7.6%				872		53		6.1%

						Hepatitis C Serologic Testing										621		44		7.1%				872		50		5.7%

						Evaluate lipid panel										621		3		0.5%				872		5		0.6%

						CD4 and Viral Load Monitoring										621		216		34.8%				872		297		34.1%

						Toxo titer for HIV patients										621		328		52.8%				872		450		51.6%

						VDRL testing										621		40		6.4%				872		48		5.5%





Control

		Control						September								October----------------------------------								November--------------------------								Total Control

		site		type		indicator		# eligible		# failed		%				# eligible		# failed		%				# eligible		# failed		%				September		# eligible		# failed		%

		Oklahoma City		Control		Consider HAART		75		26		34.7%				75		26		34.7%												Consider HAART		153		58		37.9%

						Mac prophylaxis needed		11		8		72.7%				11		8		72.7%												Mac prophylaxis needed		29		17		58.6%

						PCP prophylaxis needed		63		26		41.3%				63		26		41.3%												PCP prophylaxis needed		125		68		54.4%

						Hep A serologic testing		156		65		41.7%				156		65		41.7%												Hep A serologic testing		337		147		43.6%

						Hep B serologic testing		156		53		34.0%				156		53		34.0%												Hep B serologic testing		337		77		22.8%

						Hepatitis C serologic testing		156		60		38.5%				156		60		38.5%												Hepatitis C serologic testing		337		86		25.5%

						Evaluate lipid panel		156		87		55.8%				156		87		55.8%												Evaluate lipid panel		156		87		55.8%

						CD4 and viral load monitoring		156		76		48.7%				156		76		48.7%												CD4 and viral load monitoring		337		150		44.5%

						Toxo titer for HIV patients		156		156		100.0%				156		156		100.0%												Toxo titer for HIV patients		337		263		78.0%

						VDRL testing		156		126		80.8%				156		126		80.8%												VDRL testing		337		163		48.4%

		Hampton		Control		Consider HAART		78		32		41.0%				16		6		37.5%

						Mac prophylaxis needed		18		9		50.0%				4		1		25.0%												October		# eligible		# failed		%

						PCP prophylaxis needed		62		42		67.7%				12		7		58.3%												Consider HAART		1295		603		46.6%

						Hep A serologic testing		181		82		45.3%				56		29		51.8%												Mac prophylaxis needed		269		121		45.0%

						Hep B serologic testing		181		24		13.3%				56		11		19.6%												PCP prophylaxis needed		1004		684		68.1%

						Hepatitis C serologic testing		181		26		14.4%				56		12		21.4%												Hep A serologic testing		1897		525		27.7%

						Evaluate lipid panel																										Hep B serologic testing		1897		218		11.5%

						CD4 and viral load monitoring		181		74		40.9%				56		38		67.9%												Hepatitis C serologic testing		1897		272		14.3%

						Toxo titer for HIV patients		181		107		59.1%				56		39		69.6%												Evaluate lipid panel		1841		435		23.6%

						VDRL testing		181		37		20.4%				56		9		16.1%												CD4 and viral load monitoring		1897		698		36.8%

		Houston		Control		Consider HAART										322		152		47.2%												Toxo titer for HIV patients		1897		734		38.7%

						Mac prophylaxis needed										254		112		44.1%												VDRL testing		1897		281		14.8%

						PCP prophylaxis needed										49		23		46.9%

						Hep A serologic testing										718		259		36.1%												November		# eligible		# failed		%

						Hep B serologic testing										718		87		12.1%												Consider HAART

						Hepatitis C serologic testing										718		131		18.2%												Mac prophylaxis needed

						Evaluate lipid panel										718		126		17.5%												PCP prophylaxis needed

						CD4 and viral load monitoring										718		246		34.3%												Hep A serologic testing

						Toxo titer for HIV patients										718		290		40.4%												Hep B serologic testing

						VDRL testing										718		84		11.7%												Hepatitis C serologic testing

		Philadelphia		Control		Consider HAART										882		419		47.5%				882		419		47.5%				Evaluate lipid panel

						Mac prophylaxis needed																										CD4 and viral load monitoring

						PCP prophylaxis needed										880		628		71.4%				880		628		71.4%				Toxo titer for HIV patients

						Hep A serologic testing										967		172		17.8%				967		172		17.8%				VDRL testing

						Hep B serologic testing										967		67		6.9%				967		67		6.9%

						Hepatitis C serologic testing										967		69		7.1%				967		69		7.1%

						Evaluate lipid panel										967		222		23.0%				967		222		23.0%

						CD4 and viral load monitoring										967		338		35.0%				967		338		35.0%

						Toxo titer for HIV patients										967		249		25.7%				967		249		25.7%

						VDRL testing										967		62		6.4%				967		62		6.4%





All

		Total CR&IQS		September										October										November

		Indicator		# eligible		# failed		#passed		% failed		%PASSED		# eligible		# failed		#passed		% failed		%PASSED		# eligible		# failed		#passed		% failed		%PASSED

		Consider HAART		291		133		158		45.7%		54.3%		847		257.5		589.5		31.8%		68.2%		540		184		356		34.1%		65.9%

		Mac prophylaxis needed		31		21		10		67.7%		32.3%		129		66.5		62.5		51.5%		48.5%		99		67		32		67.7%		32.3%

		PCP prophylaxis needed		183		101		82		55.2%		44.8%		605		266		339		42.3%		57.7%		386		153		233		39.6%		60.4%

		Hep A serologic testing		731		102		629		14.0%		86.0%		1793		365.5		1427.5		15.9%		84.1%		1068		257		811		24.1%		75.9%

		Hep B serologic testing		731		49		682		6.7%		93.3%		1793		105		1688		5.5%		94.5%		1068		89		979		8.3%		91.7%

		Hepatitis C serologic testing		731		50		681		6.8%		93.2%		1793		95		1698		5.2%		94.8%		1068		48		1020		4.5%		95.5%

		Evaluate lipid panel		731		109		622		14.9%		85.1%		1493		193		1300		16.9%		83.1%		759		121		638		15.9%		84.1%

		CD4 and viral load monitoring		731		284		447		38.9%		61.1%		1793		464		1329		29.8%		70.2%		1068		253		815		23.7%		76.3%

		Toxo titer for HIV patients		731		107		624		14.6%		85.4%		1793		409.5		1383.5		22.1%		77.9%		1068		347		721		32.5%		67.5%

		VDRL testing		731		49		682		6.7%		93.3%		1793		219		1574		9.3%		90.7%		1068		164		904		15.4%		84.6%

		TOTAL		5622		1005		4617						13832		2441		11391						8192		1683		6509

		TOTAL PASS RATE						82.1%										82.4%										79.5%

		TREATMENT TOTAL												1581		590		991

		TREATMENT TOTAL PASS RATE																63%

		DIAGNOSTIC TOTAL												12251		1851		10400

		DIAGNOSTIC PASS RATE																84.9%

		IQS		September										October										November

		Indicator		# eligible		# failed		#passed		% failed		%PASSED		# eligible		# failed		#passed		% failed		%PASSED		# eligible		# failed		#passed		% failed		%PASSED

		Consider HAART		475		215		260		45.3%		54.7%		912		349		563		38.3%		61.7%		377		139		238		41.6%		58.4%

		Mac prophylaxis needed		418		392		26		93.8%		6.2%		389.5		332		57.5		85.2%		14.8%		179		146		33		37.9%		62.1%

		PCP prophylaxis needed		456		320		136		70.2%		29.8%		751		452		299		60.2%		39.8%		283		156		127		45.9%		54.1%

		Hep A serologic testing		559		299		260		53.5%		46.5%		1510.5		392		1118.5		26.0%		74.0%		232		123		109		45.9%		54.1%

		Hep B serologic testing		559		63		496		11.3%		88.7%		1510.5		100.5		1410		6.7%		93.3%		232		19		213		45.9%		54.1%

		Hepatitis C serologic testing		559		56		503		10.0%		90.0%		1510.5		117.5		1393		7.8%		92.2%		232		23		209		45.9%		54.1%

		Evaluate lipid panel		623		170		453		27.3%		72.7%		1670.5		319		1351.5		19.1%		80.9%		577		74		503		0.9%		99.1%

		CD4 and viral load monitoring		623		244		379		39.2%		60.8%		1670.5		534		1136.5		32.0%		68.0%		577		156		421		30.4%		69.6%

		Toxo titer for HIV patients		623		233		390		37.4%		62.6%		662.5		212.5		450		32.1%		67.9%		577		149		428		15.7%		84.3%

		VDRL testing		623		95		528		15.2%		84.8%		1670.5		157.5		1513		9.4%		90.6%		577		58		519		7.5%		92.5%

		TOTAL		5518		2087		3431						12258		2966		9292						3843		1043		2800

		TOTAL PASS RATE						62.2%										75.8%										72.9%

		TREATMENT TOTAL												2052.5		1133		919.5

		TREATMENT TOTAL PASS RATE																45%

		DIAGNOSTIC TOTAL												10205.5		1833		8372.5

		DIAGNOSTIC PASS RATE																82.0%

		CR		September										October										November

		Indicator		# eligible		# failed		#passed		% failed		%PASSED		# eligible		# failed		#passed		% failed		%PASSED		# eligible		# failed		#passed		% failed		%PASSED

		Consider HAART		135		39		96		28.9%		71.1%		508		224		284		44.1%		55.9%		621		234		387		37.7%		62.3%

		Mac prophylaxis needed		23		9		14		39.1%		60.9%		76		31		45		40.8%		59.2%		95		45		50		47.4%		52.6%

		PCP prophylaxis needed		102		49		53		48.0%		52.0%		374		181		193		48.4%		51.6%		462		220		242		47.6%		52.4%

		Hep A serologic testing		307		204		103		66.4%		33.6%		1174		505		669		43.0%		57.0%		1432		522		910		36.5%		63.5%

		Hep B serologic testing		307		166		141		54.1%		45.9%		1174		283		891		24.1%		75.9%		1432		279		1153		19.5%		80.5%

		Hepatitis C serologic testing		307		46		261		15.0%		85.0%		1174		107		1067		9.1%		90.9%		1432		99		1333		6.9%		93.1%

		Evaluate lipid panel		307		38		269		12.4%		87.6%		1174		107		1067		9.1%		90.9%		1432		95		1337		6.6%		93.4%

		CD4 and viral load monitoring		307		128		179		41.7%		58.3%		1174		447		727		38.1%		61.9%		1432		516		916		36.0%		64.0%

		Toxo titer for HIV patients		307		157		150		51.1%		48.9%		1174		631		543		53.7%		46.3%		1432		743		689		51.9%		48.1%

		VDRL testing		307		85		222		27.7%		72.3%		1174		156		1018		13.3%		86.7%		1432		138		1294		9.6%		90.4%

		TOTAL		2409		921		1488						9176		2672		6504						11202		2891		8311

		TOTAL PASS RATE						61.8%										70.9%										74.2%

		TREATMENT TOTAL												958		436		522

		TREATMENT TOTAL PASS RATE																54%

		DIAGNOSTIC TOTAL												8218		2236		5982

		DIAGNOSTIC PASS RATE																72.8%

		Control		September										October										November

		Indicator		# eligible		# failed		#passed		% failed		%PASSED		# eligible		# failed		#passed		% failed		%PASSED		# eligible		# failed		#passed		% failed		%PASSED

		Consider HAART		153		58		95		37.9%		62.1%		1295		603		692		46.6%		53.4%		None

		Mac prophylaxis needed		29		17		12		58.6%		41.4%		269		121		148		45.0%		55.0%

		PCP prophylaxis needed		125		68		57		54.4%		45.6%		1004		684		320		68.1%		31.9%

		Hep A serologic testing		337		147		190		43.6%		56.4%		1897		525		1372		27.7%		72.3%

		Hep B serologic testing		337		77		260		22.8%		77.2%		1897		218		1679		11.5%		88.5%

		Hepatitis C serologic testing		337		86		251		25.5%		74.5%		1897		272		1625		14.3%		85.7%

		Evaluate lipid panel		156		87		69		55.8%		44.2%		1841		435		1406		23.6%		76.4%

		CD4 and viral load monitoring		337		150		187		44.5%		55.5%		1897		698		1199		36.8%		63.2%

		Toxo titer for HIV patients		337		263		74		78.0%		22.0%		1897		734		1163		38.7%		61.3%

		VDRL testing		337		163		174		48.4%		51.6%		1897		281		1616		14.8%		85.2%

		TOTAL		2485		1116		1369						15791		4571		11220						0		0		0

		TOTAL PASS RATE						55.1%										71.1%

		TREATMENT TOTAL												2568		1408		1160

		TREATMENT TOTAL PASS RATE																45%

		DIAGNOSTIC TOTAL												13223		3163		10060

		DIAGNOSTIC PASS RATE																76.1%

		PASS RATE BY INDICATOR--		September										October										November

		Indicator		# eligible		# failed		#passed		% failed		%PASSED		# eligible		# failed		#passed		% failed		%PASSED		# eligible		# failed		#passed		% failed		%PASSED

		MAC												863.5		550.5		313		63.8%		36.2%

		PCP												2734		1583		1151		57.9%		42.1%

		HAART												3562		1433.5		2128.5		40.2%		59.8%

		Toxo												5526.5		1987		3539.5		36.0%		64.0%

		CD4/viral												6534.5		2143		4391.5		32.8%		67.2%

		Hep A												6374.5		1787.5		4587		28.0%		72.0%

		Lipid												6178.5		1054		5124.5		17.1%		82.9%

		VDRL												6534.5		813.5		5721		12.4%		87.6%

		Hep B												6374.5		706.5		5668		11.1%		88.9%

		Hep C												6374.5		591.5		5783		9.3%		90.7%





Simple Treatment Adherence Rate

		Treatment Adherence Rate - October - MAC, PCP, HAART

		Group		Rate

		IQS&CR		63%

		IQS		45%

		CR		54%

		Control		45%





Simple Treatment Adherence Rate

		IQS&CR

		IQS

		CR

		Control



Treatment Adherence Rate - October - MAC, PCP, HAART Rate

0.6268184693

0.4479902558

0.5448851775

0.4517133956



Simple Diagnostic Ad Rate

		Diagnostic Adherence Rate - October - Remaining indicators (including TOXO)

		Group		Rate

		IQS&CR		84.9%

		IQS		82.0%

		CR		72.8%

		Control		76.1%





Simple Diagnostic Ad Rate

		IQS&CR

		IQS

		CR

		Control



Diagnostic Adherence Rate - October - Remaining indicators (including TOXO) Rate

Diagnostic Adherence Rate - October - Remaining indicators Rate

0.848910293

0.8203909657

0.7279143344

0.7607955835



Simple Overall Adherence Rate

		Overall Adherence Rate - October

		Group		Rate

		IQS&CR		82%

		IQS		76%

		CR		71%

		Control		71%





Simple Overall Adherence Rate

		0

		0

		0

		0



Rate

Site

%



Simple Adherence by Indicators

		Adherence by Indicators - October

				October

		Indicator		# eligible		# failed		#passed		% failed		%PASSED

		MAC		863.5		550.5		313		64%		36%

		PCP		2734		1583		1151		58%		42%

		HAART		3562		1433.5		2128.5		40%		60%

		Toxoplasma		5526.5		1987		3539.5		36%		64%

		CD4/Viral Load		6534.5		2143		4391.5		33%		67%

		Hepatitis A		6374.5		1787.5		4587		28%		72%

		Lipids		6178.5		1054		5124.5		17%		83%

		VDRL		6534.5		813.5		5721		12%		88%

		Hepatitis B		6374.5		706.5		5668		11%		89%

		Hepatitis C		6374.5		591.5		5783		9%		91%





Simple Adherence by Indicators

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0



%PASSED

Adherence Rate %



Total Pass Rate

		





Total Pass Rate

		0		0.8235251591		0		0.7580355686		0		0.7088055798		0		0.7105313153



IQS&CR
   (6/6)

IQS
   (4/4)

CR
  (4/4)

CONTROL
       (4/4)

Sites >
Included >

%

Total Pass Rate - October



Pass rate (indicator)

		





Pass rate (indicator)

		MAC

		PCP

		HAART

		Toxo

		CD4/viral

		Hep A

		Lipid

		VDRL

		Hep B

		Hep C



Indicator

Pass Rate (%)

Pass Rate (sorted by indicator) - October

0.3694493783

0.4265813253

0.5981912145

0.6366810622

0.672842856

0.7218379839

0.8276852384

0.8746414451

0.8883059067

0.9073853247



Sites & Data by Date

		Site		Type		September		October		November		Notes

		Montrose		CR&IQS

		Richmond		CR&IQS		1		1		1		All indicators included

		Brooklyn		CR&IQS				1		1		All indicators included

		New York		CR&IQS				1		1		All indicators included

		New Orleans		CR&IQS				1		1		Missing/Not valid: Evaluate lipid panel

		San Diego		CR&IQS		1		1				All indicators included

		Loma Linda		IQS		1				1		Missing/Not valid: Hep A, Hep B, Hep C

		Ann Arbor		IQS		1		1		1		Missing/Not valid: Hep A,B,C on…used Sept data to fill in rest

		San Francisco		IQS				1				Missing/Not valid: Toxo titer

		Bronx		IQS		1		1				All indicators included

		Long Beach		CR		1		1		1		All indicators included

		Biloxi/Gulf Coast		CR		1		1		1		All indicators included

		East Orange		CR				1		1		All indicators included

		Wilmington		CR				1		1		All indicators included

		Houston		Control				1				All indicators included

		Oklahoma		Control		1						All indicators included

		Philadelphia		Control

		Hampton		Control		1		1				Missing/Not valid: Evaluate lipid panel

		Total		All		9		14		10

		Total Possible		All		18		18		18

		Total		CR&IQS		2		5		4		Missing/Not valid: (1) Eval lipid panel

		Total Possible		CR&IQS		6		6		6

		Total		IQS		3		3		2		Missing/Not valid: (1) Hep A; (1) Hep B; (1)Hep C; (1)Toxo titer

		Total Possible		IQS		4		4		4

		Total		CR		2		4		4		All indicators included

		Total Possible		CR		4		4		4

		Total		Control		2		2		0		Missing/Not valid: (1) Eval lipid panel

		Total Possible		Control		4		4		4
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We chose LDL-C because it is the HEDIS cardiology measure with the largest number of cases. 
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% adherence

Quality Improvement Interventions

% adherence

Overall Guideline Adherence

0.83

0.76

0.71
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Sheet1

				MAC		PCP		HAART		Toxo		CD4 / VL		Hep A		Hep B		Hep C		Lipids		VDRL

		% adherence		37		43		60		64		67		72		89		91		83		87
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Sheet2

				IQS + CR		IQS		CR		CONTROL

		% adherence		83%		76%		71%		71%





Sheet2

		0

		0

		0

		0



% adherence

Quality Improvement Interventions

% adherence

Overall Guideline Adherence
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