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I.  EXECUTIVE SUMMARY

QUERI-HIV continues to pursue a full program of activities.  Our group is making commendable progress on VA and other sponsored studies, reaching out to a new cohort of qualified VA investigators, participating in projects at other centers that are relevant to QUERI, and ensuring that the needs of the QUERI are represented in our efforts to build capacity.  While activities in the past 12 months have largely been devoted to our translation effort and the ongoing implementation of our other primary projects, we have been able to develop a number of products documenting favorable trends in the processes and outcomes of VA HIV care.  All of our funded projects are well underway and some are due to finish this year.  We anticipate some exciting products.

QUERI-HIV projects address all of the QUERI steps.  They are designed to focus on evidence-based care practices towards improving HIV veteran health, and on the three types of gaps in care delivery that prevent successful translation:  gaps in system behavior, gaps in provider behavior, and gaps in patient behavior.  These projects include:  development of the Quality Enhancement Database (QED) that supports other QUERI-HIV projects and will be released for use by other VA investigators next year; a survey of a representative sample of HIV-infected veterans in VA care that will augment the QED with patient-centered data; our translation project described below; and several investigator-initiated research projects funded under the QUERI-HIV umbrella that address screening practices in the VA and practices to promote adherence to medications.  In a project supported by supplemental outside funding, we responded to patient and clinician concerns that antiretroviral therapies in current guidelines could be associated with lipid disturbances, which could in turn accelerate cardiovascular and cerebrovascular disease.  We showed that neither hospital admissions nor deaths from these diseases are rising in the VA, thus alleviating this concern and supporting use of highly-active antiretrovirals as a core best practice in HIV treatment.  In addition, several small scope initiatives will begin this year.

In preparation for designing and implementing the next wave of HIV quality improvement research, we have made substantial changes in the leadership and staffing of the QUERI-HIV, while retaining sufficient continuity to ensure successful completion of our current agenda.  

Our translation project was designed as a four-arm quasi-experiment to evaluate quality improvement strategies to optimize clinical monitoring and treatment of HIV disease.  The strategies are individual feedback, in the form of computerized clinical reminders, and group-based intensive quality support, a mentored application of a model for rapid quality improvement adapted from the Institute for Healthcare Improvement’s Breakthrough Series.  Of the eighteen selected VA facilities, four are implementing the clinical reminders, four are implementing the intensive quality support strategy, six are receiving both reminders and quality support, and four are control sites.  

  At this point in the translation project, findings are still preliminary.  However, the formative phase of the analysis has shown that:

· From a human factors evaluation of the reminders roll-out, different types of users create different barriers and that the reminders themselves are difficult to resolve because the process is not intuitive; 

· From project staff ratings of the levels at which each site is activating the group-based intervention, there has been actual but varied progress across sites; and

· From periodic surveys to track acceptance by site staff of specific attributes of the group support intervention, there has been little effect on the workload of clinical staff, increased workload of non-clinical staff, and a decrease in job dissatisfaction for all site staff.

In response to these observations, we have added more peer-to-peer interaction to the group-based support strategy and employed academic detailing methods at the reminder sites. 

 Translation project endpoints are defined as the rates at which participating facilities adhere to the pre-set, evidence-based guidelines for monitoring and treating HIV disease, which are known to be linked to morbidity and mortality outcomes.  Early guideline adherence in the combined sites was found to be 12 percent higher than controls, and 5 percent higher than controls for group-based support-only.  The reminder-only sites were no different than the controls.  Although these data are very preliminary, they suggest that some synergy may exist between the two strategies.  Other lessons learned to date are that large-scale roll-out of reminders will require a reduction in the variation in site-level infrastructure and that the IHI Breakthrough Series model needs some modification for use in the VA culture.  

Since we are still in the early stages of this translation project, we do not yet know if these particular quality improvement strategies will favorably impact the health of VA veterans with HIV Disease.  

II.  STRATEGIC PLAN STATUS SUMMARY




A.  Overview of Changes

The QUERI-HIV continues to pursue a full program of activities.  We are:

· Making commendable progress on VA and other sponsored studies conducted through our Research Coordinating Center and other sites, as detailed in Appendix B.  

· Directly supporting ongoing QUERI studies at other centers, such as the Center for Quality Management for Public Health at the VA Palo Alto.  

· Participating in projects at other centers that are relevant to QUERI, such as the five-center cohort study, led by Dr Amy Justice based in Pittsburgh, and the HIV Cost and Services Utilization Study based at RAND in Santa Monica, CA.   Many of these result in high profile products immediately relevant to the care of HIV-infected veterans.  

· Supporting grant applications from investigators new to the QUERI, such as the recent IIR application by Dr Joel Tsevat of VA Cincinnati.  

· Reaching out to a new cohort of qualified VA investigators, such as our new Clinical Coordinator and new members of the Executive Committee, in order to encourage them to participate in the QUERI-HIV effort.

· Ensuring that the needs of the QUERI are represented in efforts to build capacity at San Diego, such as the VASD’s recruitment of Pam Ling, MD, currently completing a fellowship at the UCSF Center for AIDS Prevention (CAPS), who will add prevention science to the range of skills now available to QUERI-HIV investigators.  Similar relevant capacity building is underway at the proposed new Clinical Coordinating Center where Seth Wells, an epidemiologist from the Statistical and Data Coordinating Center of the AIDS Clinical Trials Group and Paul Skolnick, MD, a noted HIV investigator, have recently been recruited.  

· Participating in a number of activities which will further the mission of the QUERI.  For example, Allen Gifford chairs a data use committee and Samuel Bozzette is a member of both the clinical guidelines committee and the steering committee of the Health Economics Resource Center (HERC).

Projects.  The QUERI-HIV is making excellent headway on a number of projects.  While activities in the past 12 months have largely been devoted to our translation effort and the ongoing implementation of our other primary projects, we have been able to develop a number of products documenting favorable trends in the processes and outcomes of VA HIV care while anticipating the exciting products from the slate of our ongoing projects.  

Our primary translation effort began this year through an SDP built on methods in and findings from our existing SDR-C.  The SDP was funded in October and, although some work was already in progress, aspects funded under the SDP were implemented at that time.  A detailed status report follows under the Translation Plan Summary.
The following discussion outlines the relationship between the QUERI steps and our major initiatives.  

Step 1:  Identify high-risk/high volume problems.  An essential piece of the QUERI process for HIV is obtaining an accurate picture of veterans in VA care who have HIV-disease.  Towards that end, QUERI-HIV is tracking known cases and screening for new ones.  SDR-A, Improving the HIV/AIDS Immunology Case Registry, is designed, in part, to improve identification of known patients by validating and enhancing the VA’s existing Immunology Case Registry (ICR).  We have successfully integrated ICR data with other VA data, as well as from the National Death Index, into the Quality Enhancement Dataset (QED).  The QED has already supported funded research into process-outcome links in HIV and will be soon used to provide outcomes for other QUERI projects and feedback data to VISNs and centers.  In addition, the QED will be made available to qualified VA researchers within the next year. 

After long delays related to the need to revise human subjects procedures in response to the trend toward greater scrutiny of research, and to acquire approval and funding for consequent design modifications, SDR-B, Supplemental Data Collection for Veterans with HIV/AIDS, is well underway.  This project will augment the QED by providing supplemental and subjective data for a representative ten percent sample of HIV patients in the VA.   

A QUERI-HIV-related IIR (Owens) that is nearing completion investigated current screening practices for HIV in the VA and is now evaluating the costs and benefits associated with a more comprehensive approach to HIV screening.
Step 2:  Identify best practices.  Promoting adherence to prescribed antiretroviral regimens is essential to best practices.  QUERI-HIV member Allen Gifford’s IIR is implementing and evaluating a pharmacist-led program for improving patients’ abilities to adhere.  Additionally, Terri Menke’s IIR, now nearing completion, will identify important information with which efforts to improve adherence can be targeted.

We responded to concerns that guideline-based aggressive antiretroviral therapy, which has been associated with disturbances of lipid metabolism, may not represent best practice because of an accelerated risk of cardiovascular and cerebrovascular disease.  In a project that garnered outside funding from a consortium of pharmaceutical companies, The Risk of Cardio/Cerebrovascular Events in HIV Patients on HAART, we showed that the rates of admissions and deaths from these diseases are not rising in the VA, helping to alleviate this concern as a barrier to quality care processes. 

Step 3:  Define existing practice patterns and outcomes, and variation from best practices.  Implicit in the notion of defining deviations from best practices is identification of HIV-infected persons (SDR-A), determining levels of adherence (Menke IIR), and measuring the extent that guideline-driven care is delivered (SDR-C/SDP).  We are continuing to develop algorithms to determine from pharmacy records which combinations of treatments VA patients are receiving.  As part of our translation effort, we are generating reports from test sites based on these data.  In addition, we will also assess variation after incorporating outside care and subjective outcome data from SDR-B and our recently completed survey of the organization of HIV care across the VA.

Step 4:  Identify and implement interventions to promote best practices.  We continue, through SDR-A, to assist the CQM in improving the quality of data collected by the ICR.  The implementation of the ACE project (Gifford IIR) to improve adherence to medication regimens is well underway.  An AHRQ-funded study relating adherence to patient preferences that will compare HIV and a less rapidly morbid condition, hypertension was begun this past year (Lenert, Is Nonadherence a Revealed Preference?).  This year, we also applied for and received SDP funding, Improving HIV Care Quality, to expand the goals of SDR-C, Measuring HIV Quality of Care, to implement and test two quality interventions separately and jointly (see Translation Plan Summary for details).  

Step 5:  Document that best practices improve outcomes.  Our ongoing efforts will document that best practices improve outcomes through the cost-effectiveness of strategies for screening (Owens IIR), the effectiveness of the pharmacist-led education program in improving adherence to medication regimens (Gifford IIR), and the separate and joint effects of clinical reminders and a quality improvement program on provider behavior (SDR-C / SDP).   All three of these projects are now well underway or nearing completion.  Moreover, we have shown that the shift toward more aggressive antiretroviral treatment was associated with large drops in VA inpatient hospital use and 25% reduction in death rate among HIV-patients cared for by the VA.

Step 6:  Document that outcomes are associated with improved HRQOL.  SDR-B will provide baseline HRQOL and other subjective data for selected veterans.  A possible follow-up round of interviews would assess the impact of changes in practices.  We will evaluate indirect approaches to this question by attempting to demonstrate in other datasets (e.g., the HCSUS and other partnered studies of preferences/utilities) that improved HAART-prescribing practices and immunologic/virologic monitoring result in improvement in clinical and intermediate outcomes and thereby in improved HRQOL. 

Summaries of all QUERI-HIV projects and products can be found under Appendices B and C.
Planned initiatives.  Small scope projects (detail under Research Coordinating Center projects in Appendix C) that are in process or are planned to commence later this year include:

· Feeding back anti-retroviral prescribing practices in the VA
· QED maintenance, distribution, and consultation 

· Gender differences in veterans in healthcare access and utilization, social support, and coping

· Needs assessment of healthcare access and utilization for San Diego-based homeless veterans

· Addition of HERC cost data to the QED for analyzing trends in VA cost/utilization
· Microcost data from SDR-C to VA-wide implementation
· Variations in HIV-related clinical outcomes across sites
· Predicting functional impacts of improved care. 

In addition to core center projects, our Executive Committee will discuss strategic directions for our next translation activity in late Spring at our annual Advisory Meeting.  We will be seeking guidance regarding the appropriateness of either the QUERI translation SDP or the recently released HSR&D solicitations as mechanisms for funding these projects.

B.  Administrative Report

In preparation for designing and implementing the next wave of HIV quality improvement research, we have made substantial changes in the leadership and staffing of the QUERI-HIV, while retaining sufficient continuity to ensure successful completion of our current agenda.

Executive Committee.  We have had a major revision of our Executive Committee this year.  We have retired a number of members -- Terri Menke, Barbara Phillips, Lisa Rubenstein, and Greer Sullivan -- because of other commitments.  Additionally, John Hamilton, Martin Lee, and Doug Richman have been moved to the Steering Committee for our three SDR projects.  Finally and most importantly, Sophia Chang has stepped down as the Clinical Coordinator while agreeing to remain on the committee.

A key new member will be Deborah Cotton, MD, MPH, Chief of the Medical Service at the VA Boston and Professor of Medicine at Boston University, who we are proposing as our new Clinical Coordinator.  Dr. Cotton is extraordinarily well qualified, having vast experience in medical and research administration, and being the founding editor of AIDS Clinical Care, the most popular newsletter for HIV-treating providers.

Other new members have been proposed by us and nominated by HQ, and have accepted.  These include Candice Bowman, PhD, RN, who will represent the nursing perspective in quality improvement in HIV care delivery.  She was previously a research analyst in the office of the AHRQ director.  Although she is currently the Administrative Coordinator for QUERI-HIV, she is transitioning to the role of Translation Coordinator.  Mark Mischan of San Diego has been added as the HIV veteran community representative.  Mark has a great deal of experience in advocacy in the scientific setting, having most recently served as chair of the community advisory board for the Veterans Aging Cohort Study based in Pittsburgh.  His addition will bring a vital viewpoint that our group has lacked.  Mark Holodniy, MD from the VA Palo Alto is a noted infectious disease clinician and clinical investigator in HIV, with a special interest in the increasingly important area of HIV drug resistance.  Dr Holodniy is also a member of the AIDS Service and a key factor in that Service’s efforts to coordinate and “market” the VA’s capability for the conduct of HIV treatment trials.

Amy Justice, MD, PhD and Joel Tsevat, MD, MPH, two well-known VA HIV researchers, have also been added.  Dr Justice is a physician at the VA Pittsburgh and Associate Professor of Medicine at the University of Pittsburgh.  She is widely known for her work in clinical epidemiology, severity adjustment, and symptom impact in HIV disease.  Dr Tsevat is Director of Health Services Research and Development for VISN 10 and Associate Professor of Medicine at the University of Cincinnati.  He was among the first investigators to assess quality of life for HIV patients using preference measures, and is actively pursing identification of the clinical (e.g., stage of disease) and non-clinical (e.g., spirituality) domains that determine differences in these measures, and how those differences affect interactions with the health care system.  See Appendix A for comparison of old and new memberships.

Research Coordinating Center.  We have had major changes in the center’s staff in this year.  Barbara Phillips, PhD elected to leave health services research to seek more operational roles.  Valerie McWhorter, MD entered a Pathology residency at UCLA.  Jacinte Jean, PhD returned to Canada to attend to family matters.  Ofelia Rosato, our administrator, took a position with a law firm specializing in intellectual property, her former area of interest.

We have made several additions to the staff.  Christopher Ake, PhD joined us in the summer; he is a statistician with substantial large database experience who has been instrumental in our analysis of influence of changing process of antiretroviral medications on outcomes.  Venus Leung, MS also joined us in the summer; she is a data analyst working on a number of QUERI-related projects, including Dr. Allen Gifford’s IIR.  Another addition, Henry Tam, MPH, is an epidemiologist who trained under Roger Detels at UCLA.  He is expected to complete his doctoral dissertation this spring using data and specimens from the multicenter AIDS Cohort Study (MACS), and to join our UCSD faculty for the 2002-3 academic year.  He will take a lead role in assisting QUERI investigators wishing to use our QUERI-supported Quality Enhancement Database (QED).  Tamara Slipchenko, PhD is an analyst and SAS programmer with experience in the analysis of genetic data.  This area has become increasingly important as genetic-based tests for viral resistance and possibly host factors related to drug response become more prominent in HIV care. 

Dr Leslie Lenert has expanded his web-based survey programming and analysis group to include 11 full and part-time staff.  They are currently finishing the qualitative phase of his AHRQ-funded study, and will soon begin creating health state videos for the quantitative phase.

Finally, we consider ourselves most lucky that Thomas Antorietto, MBA, who was the administrator for the UCSD Department of Medicine prior to a stint with a USAID program, has returned to academics and joined our staff as the administrative officer.

III. TRANSLATION PLAN SUMMARY

A. Overview of Translation Activities

As illustrated in the figure below, all of the QUERI-HIV projects are designed to focus on implementation of evidence-based care practices towards improving HIV veteran health by addressing the three types of gaps in care delivery that prevents successful translation:  gaps in system behavior, such as the lack of supportive policies and practices; gaps in provider behavior, such as lack of guideline-based care delivery; and gaps in patient behavior, such as poor adherence to prescribed medication schedules.  However, the following discussion will focus only on our primary translation effort, Improving HIV Care Quality (SDR-C/SDP)
Our tracer findings will not change from those that we have been tracking thus far.  They involve selected aspects of guideline-based HIV care (e.g., prescribing acceptable antiretroviral regimens, monitoring virological and immunological status at appropriate intervals, prescribing prophylaxis for opportunistic infections, and screening for new cases).
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B. Summary of Translation Activities

Our translation project, conceptually based on the Chronic Care Model described by Wagoner,
 was originally proposed and funded as a non-interventional quality assurance project.  Since that time, the basic project was, through the SDP mechanism, augmented and transformed into a multi-intervention quality improvement trial that began late last year and is now underway.  We report baseline and some preliminary results here.
Design, methods.  This project was designed as a four-arm quasi-experiment to evaluate two quality improvement strategies in three models of implementation, namely:

· Individual feedback:  Ten guideline-based clinical reminders are installed and appear on Computerized Patient Record System (CPRS) screens at selected sites that advise providers at the time of visit that current care fails to meet established standards.  

· Group-based intensive quality support: This intervention provides mentored application of a model for rapid quality improvement adapted from the Institute for Healthcare Improvement’s Breakthrough Series
 using a train-the-trainer approach, are offered to two key representatives from each of the selected facilities.  The sessions emphasize application of the Plan-Do-Study-Act (PDSA) rapid cycle of continuous quality improvement.  See Appendix F for a detailed description of this intervention.
· Control:  All sites are generating monthly facility-level feedback reports on adherence to guidelines for:

(1) Prescribing acceptable antiretroviral regimens,
(2) Monitoring virological and immunological status at appropriate intervals, and
(3) Prescribing prophylaxis for opportunistic infections. 
Eighteen VA facilities in five VISNs were selected based on two levels of organizational complexity (i.e., affiliation with a School of Medicine and no affiliation), three levels of highly active antiretroviral therapy use, and size of annual HIV caseload to allow for representation of small, medium, and large facilities.  Sites were randomly assigned to one of four groups, as follows:  Four sites are implementing Clinical Reminders (CR), four are implementing the intensive quality support strategy (IQS), six are receiving both CR and IQS,
 and four are control sites only.  Sites were recruited through emails and telephone calls to principal HIV physicians and HIV Coordinators identified from a previous QUERI-HIV survey of VA facilities that provide specialized care to HIV-infected veterans.

Establishing broad-based cooperation has been an important part of this project’s methods; in particular, formation of strategic partnerships.  Sophia Chang, MD, MPH from the Center for Quality Management in Public Health (which manages the ICR), a current faculty member of previous IHI Collaboratives, and James Halloran, RN, MSN, CNS, National Quality Manager at the CQM and an experienced disease management specialist and trainer, provided essential conceptual, programmatic, and operational support for both the IQS and CR interventions.  Robert J. Smith, MD, based at the VA San Diego Healthcare System and a national committee member working on clinical reminders, provided consultation on use of the reminders at the study sites.  Bryan Volpe, ACOS for Clinical Informatics at Northern California VAHCS and who also is active in the national guidelines movement, provided actual development, testing, and deployment of the reminders.  CQM staff provided training technical assistance for clinicians and systems/technical staff at all sites.  To the ten reminders that already prompt care at the patient encounter, twelve reminders have been added to support clinical reporting at the IQS and Control sites. 

Peer-to-peer advice is a strategy used in the IQS model to foster initiative, group cohesion, and goal-setting, three important components of the model.  To encourage these behaviors during the Action Periods that occur between Learning Sessions, we have employed periodic single, paired, and all-site phone calls facilitated by project staff.  Pairing sites on calls seems to work better for the higher performing sites that are more assertive and confident of their participation in the project.  In addition, a two-page gazette that addresses commonly confronted problems and issues is sent to each IQS site every month (see Appendix F).

Population.  All HIV-positive veterans reported to the VA’s Immunology Case Registry are the targets of the interventions, though identifying information is known to the participating facilities only.  Providers of HIV care at each participating facility implement the interventions with guidance from project staff. 

Expected output and measures.  The analyses of each of the intervention models has two components:  

· Formative evaluation.  The dynamic and iterative nature of this phase of the analysis provides many opportunities to refine the implementation process of finding out what works.  Several modifications to the interventions have already been made as a result.  This assessment of the process of implementation includes (a) a human factors analysis of the early experience with the CR roll-out; (b) project staff ratings of the levels at which each site is activating the IQS intervention according to pre-set criteria; and (c) periodic surveys of site staff perceptions that are used to modify and refine implementation of the IQS intervention for the VA environment.

· Clinical endpoints.  Using the monthly guideline adherence reports and laboratory data from the ICR at 0, 6, 12, and 18 months allowing us to gauge the impact of these interventions on veterans’ health.  The endpoints are the rates at which participating facilities adhere to the pre-set evidence-based guidelines that are linked to known morbidity and mortality outcomes. 

Key results to date.  At this point in the project, results are still preliminary.  However, we are able to report evaluations of the process of implementation, as well as baseline measures for clinical endpoints.  Being able to identify and navigate through the various barriers that have become evident has not only been very time consuming but also an essential step that has enabled us to refine the interventions for eventual systematization across the VA.  The following are our key findings to date:

(1) Human factors analysis of early experiences with CR implementation:  Assessment of the human-machine interface at seven out of the ten sites planned have been conducted by an organizational psychologist.  Results reveal that:

· Different users create different barriers.  For example, some attending physicians rarely use the CPRS system and have limited experience with reminders in general.  Consequently, they are not able to advocate for the use of CRs when training residents.  

· Reminders are difficult to resolve because the process is not intuitive, especially for providers who are only briefly in the clinic before rotating elsewhere and who therefore do not receive adequate training.  As a result, it was commonly observed that users would frequently exit the system leaving the reminders unresolved.  The core problem seems to be that no interface exists between the user and the machine.  

These observations have prompted us to add more peer-to-peer interaction to the reminder strategy and employ academic detailing methods through clinical champions.  See Appendix F for a detailed human factors analysis of this aspect of the evaluation.  

(2) Levels of activation of the IQS intervention from Action Periods 1 and 2:  Site Activation scores are designed to capture adoption and progress of sites toward inculcating the rapid cycle improvement techniques in their clinics.  During each Action Period (AP), project managers score each IQS site monthly using pre-set criteria (see Appendix F).  The figure below shows mean scores for all sites for both periods, as well as scores for the highest and lowest performing sites for contrast.  

SITE ACTIVATION SCORES FOR ACTION PERIODS 1 AND 2
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Criteria used in AP1 were not felt to be sufficiently granular to capture continuing development in AP2, thus the scoring system was changed from a 5-point to a 10-point scale with added criteria.  While scores from each period are not actually meant to be continuous as it appears in the figure, it is useful to demonstrate actual progress, which is consistent with progress observed in previous IHI Collaboratives.  These results are used not as a “grading” mechanism, but as a tool to pair slow-to-activate sites with higher performers to enable cross-pollination of ideas.  

(3) Perceptions of IQS usefulness and burden from three site surveys:  These surveys have been used to track acceptance by site staff of specific attributes of the IQS strategy.  Results from the most recent survey, fielded in December, suggest that the IQS tends to have little effect on the workload of clinical staff (i.e., physicians and nurses) but increases the workload of non-clinical staff, such as administrative support.  Overall, however, participation in the IQS intervention appears to decrease job dissatisfaction for all site staff involved.  See Appendix F for copies of the surveys and more detail about the results from each.  

(4) Baseline rates of adherence to guidelines as proxy measures of impact on veterans’ health:  Our current assessment of health impacts suffers from some short-term limitations.  First, this measurement is preliminary as the interventions are still underway.  Second, technical problems with the ICR have prevented us from conducting our longitudinal analysis as planned until a patch is installed in the local CPRS systems that will populate the laboratory results field on the ICR.  Therefore, the results shown in the figure below are based on the automated and visit-based guideline adherence reports generated monthly at each site from the reminder software.

PRELIMINARY RESULTS:  OVERALL GUIDELINE ADHERENCE
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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 from the controls, although this may at least be in part 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.  It appears from this assessment, albeit early, that some synergy may exist between these two strategies.  See Appendix F for more detailed results.

Evaluating the process of implementation of the CR and IQS interventions has already allowed us to make a number of refinements that will prove to be useful in a more programmatic execution of these strategies.  The following are lessons that we have learned to date:

· For the reminders, reduce variation in site-level infrastructure.  Specifically, what is needed are standardized procedures and nomenclature, better access to local Information Resource Management systems, and a better understanding of human resources in general, especially in knowing who the players are, how able they are to advocate for the interventions, and what their training has been.

· For the IQS strategy, the IHI Breakthrough Series model needs some modification for use in the VA culture.  In particular, more front-end training should take place before the first Learning Session, coaching of the sites should be more group-oriented to encourage more group-level support and less dependence on project staff, more effort should be directed at promoting buy-in from site staff, and increasing the length of each of the Learning Sessions should produce better quality PDSAs during the Action Periods.

· In regard to combining interventions, a synergistic effect does seem to exist.  If this trend persists through the duration of the project, this should prove to be an important finding for ultimate systematization of the interventions in that incorporating the two as a package

We are only just approaching midway in this translation project.  However, based on the findings from the formative evaluation, we are getting closer to finding out what works best in implementing these QI strategies.  We have begun to proceed with this new knowledge towards a better understanding of how they impact actual health, and look forward to when the study is mature enough to evaluate whether these particular quality improvement strategies will effect favorable change in morbidity and mortality in VA veterans with HIV disease.
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