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The surveys and interviews served two basic purposes.  The first was to provide the project team with feedback on various aspects of the Intensive Quality Support (IQS) intervention.  As we describe below, feedback from the surveys and interviews has proved to be useful in our formative evaluation of the IQS portion of the project and allowed us to modify aspects of the IQS while it was in progress; it also informed the design of a VA wide version of the IQS collaborative that began shortly after the IQS study period was completed.  The second purpose of the surveys and interviews was to help characterize the attitudes and perceptions of the staff at different clinics.  This qualitative information has helped the project team understand clinic staff’s attitudes about quality improvement and perceived barriers.*  We are also using this information to identify distinguishing characteristics of clinics that were able and unable to effectively implement improvements at the end of the IQS intervention.  

We conducted four brief surveys (attached below) during the study period and exit interviews at the end of the study with participants. The first survey, administered at Learning Session 1 (LS 1), focused on clinic staff attitudes about quality improvement in general and perceived barriers.  In contrast, the second survey, administered after LS 2, focused on participants’ perceptions of various components of the IQS intervention to that point.  The third survey, which coincided with LS 3, 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.  The fourth and final survey was administered at the end of the intervention period and included issues addressed in the first and third survey.  The exit interviews were semi-structured and designed to verify some of the themes suggested by the survey data, as well as to uncover other issues that may not have been addressed in the previous surveys. We present a few examples of information gleaned from the surveys and interviews 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.  Results from the surveys and the exit interview also indicated that IQS participants would have preferred a longer and more extensive initial learning session with more time to identify and develop specific Plan-Do-Study-Act cycles for their clinics than we allowed.  Based on this feedback, the new VA-wide HIV Care Improvement Collaborative being conducted by Dr. Sophia Chang included a more extensive LS 1 lasting several days rather than the abbreviated version of LS 1 used in this study. 
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 third and fourth surveys, we included a number of items to assess this issue.  We also asked open-ended questions about this issue in the exit interviews.  For instance, in one set of survey questions, we asked participants to indicate whether the improvement strategies that their clinic had attempted resulted in more, less, or no impact on staff workload and personal satisfaction. As shown in the figure below from the analysis of the third survey, results revealed that despite the fact that improvement efforts increased the workload for some staff, most survey respondents reported more personal satisfaction as a result of their participation in the IQS intervention.   This theme was echoed in the exit interviews in which most respondents reported that though the IQS caused small to moderate (2-6 hrs/week) increases in their weekly workload, their satisfaction and morale also increased.  For example, they felt they had improved communication between themselves and were providing better care regarding specific patients’ problems.  In addition, several respondents observed that though changes they made as part of the IQS did increase workload, within a few months, this “extra work” was typically incorporated into the “normal work routine” over time.  In other words, new approaches introduced as part of the IQS generally displaced older practices that did not work as well.

Figure.  Perceived impact of the IQS intervention on workload and satisfaction
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We were also very interested in what characteristics clinic staff either facilitated or acted as barriers to effectively implementing HIV care quality improvements.  Though these analyses are still in process, preliminary findings are revealing.  The exit interviews in particular have been helpful in identifying key factors.  Some of the facilitating factors identified include: 

· Having active involvement and support by a clinical leader who is well respected by clinical colleagues and management; 

· Having administrative assistants or clerks who were under the direct supervision of the clinic staff; 

· Weekly or biweekly meetings between the lead clinician and other staff participating in the IQS; 

· Devoting time to educating and enrolling other clinical staff about IQS efforts;

· Having a dedicated pharmacist in the clinic; and 

· Having an effective (i.e., well-organized and assertive) day-to-day contact person in clinics participating in the IQS. 

On the hand, factors that appear to have acted as barriers include: 

· Lack of involvement by the clinical leader; 

· Active involvement by a clinical leader who has negative attitudes about newer quality improvement approaches (e.g., rapid cycle improvement approach);

· Infrequent staff meetings; 

· Lack of ancillary staff or available staff that are resistant to taking on new tasks related to the IQS since clinic staff do not have direct authority over them. 

In summary, the site surveys and exit interviews proved to be valuable tools in evaluating the process of implementing the IQS intervention.  Participating staff, for the most part, responded positively, costs associated with extra workload were acceptable, and barriers and facilitators were easily identified.

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