Outcome of 2009 Quality
Management Site Visits




Summary of Trended Findings:
Standard of Care Compliance

Hartford TGA: Trended Standard of Care Compliance Scores
by Service Category - 2009 compared to 2008

ORAL El5 TMTADH P55PPT HOUWS TPORT LEGAL
Al

PERIOD | OAMC | MCM SA MH | ORAL| EIS |[TMT ADH |PS SPPT| HOUS AID | TPORT |LEGAL
2009 94% | 100% | 93% | 97% | 92% |100% | 100% | 60% 100% 97% |[100%
2008 92% | 100% | 81% | 61% | 71% | 50% | 100% | 76% 100%

OAMC - Outpatient/Ambulatory Medical Care, MCM - Medical Case Management,

SA - Substance Abuse Readiness, MH - Mental Health, ORAL -Dental Health,

EIS - Early Intervention Services, TMT ADH - Treatment Adherence, PS SPPT - Psychosocial Support,
Hous AID - Housing Assistance, TPORT - Transportation, LEGAL - Legal Assistance
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HRSA: HAB Performance Measures

1 Performance by ‘Tier’ with existing measures:

TIER 2009 2008 2007

1. HIV Treatment

2. HIV Morbidity and 90 79 62
Co-morbid Conditions

3. Prophylaxis 95 84 72
4. System Level UNDER DEVELOPMENT

1 ‘New’ measures formed in late 2009 for:

BMedical Case Management
BOral Health




Hartford TGA Part A and MAI
Outcomes Measures & Indicators

SERVICE PROGRAM OUTCOME INDICATORS SERVICE 2009
CATEGORY UNIT(S) result (9’)

Outpatient/ 65% of clients show 1) # of clients with sustained CD4 Face to
Ambulatory slowed or prevented counts within 50 cells Face Clinic
Medical Care disease progression at  2) # of clients with viral loads <5000 Visit
6 and 12 months copies if eligible for ART
75% of clients are fully  Active care status: 96%
engaged in HIV 1. 2 or more HIV medical care
primary medical care visits/year
2. ART, if indicated
3. CD4 and/or Viral Load lab value
Medical Case 65% of clients show 1) # of clients with sustained CD4 Completed 83%
Management slowed or prevented counts within 50 cells Service Plan
disease progression at  2) # of clients with viral loads <5000
6 and 12 months copies if eligible for ART
80% of clients show 1) # of clients with lab work 90%

progress in 2 or more
areas of service plan

conducted every 6 months
2) # of clients meeting treatment
goals, updated every 6 months
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Hartford TGA Part A and MAI Qutcomes
Measures & Indicators

SERVICE PROGRAM OUTCOME INDICATORS SERVICE 2009
CATEGORY UNIT(S) result
(%)
Mental Health 50% of clients with mental 1) # of clients maintaining or Face to Face 97%
health issues show decreasing mental health symptom Individual or
improvement in mental distress from baseline to follow-up Group Visits
health function at 3 using Symptom Distress Scale (SDS)
months, by 6 months or 2) # of clients improving or
treatment end. At 2 month  maintaining psychological, social
intervals post-treatment and occupational function from
plan, 75% show baseline to follow-up via Global
improvement Assessment of Function (GAF) score
For clients NOT meeting Ql improvement plan documents 3%
outcomes, CQI Plan changes proposed to improve care
developed, sampled at 6- for these clients over the next year.
month intervals to improve
outcome
Substance Abuse 75% of clients enrolled in SA 1) # of clients attending SA services Face to Face 93%
treatment decrease use of showing improvement in 2 or individual &
drugs/alcohol after more areas of treatment plan group visits
accessing services— 2) Decrease in use measured by 77%
measured every 6 months drug test of client self-report

«
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Hartford TGA Part A and MAI Qutcomes
Measures & Indicators

SERVICE PROGRAM OUTCOME INDICATORS SERVICE 2009
CATEGORY UNIT(S) result (/6)

Oral Health 90% of clients show improved 1) # of clients diagnosed with HIV Treatment
or maintained oral health at 6 and general oral health issues visit
and 12 months resolve, improve or maintain oral

health at most recent visit
2) 85% of clients have 2 or more
regular oral health visits/year
3) 85% of client records document
oral health education

For clients NOT meeting this Ql improvement plan documents 8%
outcome, CQI plan developed, changes proposed to improve care
sampled at 6 month intervals for these clients over the next year.
to improve result
Early 90% of new clients or clients 1) # of referrals completed is 1) Faceto 95%
Intervention lost to care return to see documented in client record Face visit
Services (EIS)  primary or specialty care 2) Documentation of tests ordered 2) Phone call
providers within 3 months of 3) Documentation of contacts with measured
referral client in record, process in place for in 15 min.
missed appointments increment
For clients NOT meeting this Ql improvement plan documents 5%
outcome, CQI plan developed changes proposed to improve care
and sampled at 6-month for these clients over the next year.

intervals to improve outcomes
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Hartford TGA Part A and MAI Qutcomes
Measures & Indicators

SERVICE PROGRAM OUTCOME INDICATORS SERVICE 2009
CATEGORY UNIT(S) result (/6)

AIDS 90% of clients show improved 1) # of clients diagnosed with HIV Successfully
Pharmacy or maintained oral health at 6 and general oral health issues completed
Assistance and 12 months resolve, improve or maintain oral ADAP
(ADAP) - health at most recent visit Application
Local 2) 85% of clients have 2 or more

regular oral health visits/year
3) 85% of client records document
oral health education

For clients NOT meeting this Ql improvement plan documents 8%
outcome, CQI plan developed, changes proposed to improve care
sampled at 6 month intervals for these clients over the next year.
to improve result
Health 100% of clients maintained on 1) Patient record shows that client Successfully 91%
Insurance health insurance that is more had contact with medical provider, completed
Premium & cost-effective than no measured at 6 and 12 months Application
Cost Sharing insurance 2) Lab tests performed during
insurance continuation period.
For clients NOT meeting this Ql improvement plan documents 9%
outcome, CQI plan developed changes proposed to improve care
and sampled at 6-month for these clients over the next year.

intervals to improve outcomes
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Hartford TGA Part A and MAI Qutcomes

Measures & Indicators

SERVICE
CATEGORY

PROGRAM OUTCOME

90% of clients show increased
enrollment or retention in HIV
primary medical care due to
housing stability

For clients NOT meeting this
outcome, CQIl plan developed,
sampled at 6 month intervals to
improve result

90% of clients show increased
enrollment or retention in HIV
primary medical care due to
transportation

For clients NOT meeting this
outcome, CQIl plan developed
and sampled at 6-month
intervals to improve outcomes

SERVICE
UNIT(S)

INDICATORS

1) # of clients with current housing action
plan addressing long-term housing
stability, signed by client with evidence
of reassessment at 6 month intervals

2) # of clients in stable living arrangement
(quarterly report)

Consult

Ql improvement plan documents changes
proposed to improve care for these clients
over the next year.

Each ride
(transport)

1) # of clients who enroll in Primary
Medical Care as a result of transport

2) # of clients who maintain active care
status as a result of transport access

3) # of clients who keep Support Service
appts due to transport access

Ql improvement plan documents changes
proposed to improve care for these clients
over the next year.

«
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Face to Face

2009
result

(%)
98%

2%

97%

3%



Hartford TGA Part A and MAI Qutcomes
Measures & Indicators

SERVICE PROGRAM OUTCOME INDICATORS SERVICE 2009
CATEGORY UNIT(S) result (A)

80% of clients show improved MCM client record documents Completed

or stabilized living situation as  budget management with application

result of financial assistance, restoration of heat, electricity, water successfully

measured at 6 and 12 months granted

For clients NOT meeting this Ql improvement plan documents 11%

outcome, CQI plan developed, changes proposed to improve care

sampled at 6 month intervals for these clients over the next year.

to improve result
Psychosocial 80% of clients screened for Client record shows screen for Face to Face 60%
Support mental health issues with 100% mental health issues visit

referred, if need documented Referral to mental health or

substance abuse documented with
status update at 6 month intervals.

For clients NOT meeting this Ql improvement plan documents 0%
outcome, CQI plan developed changes proposed to improve care
and sampled at 6-month for these clients over the next year.

intervals to improve outcomes

«
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Hartford TGA Part A and MAI Qutcomes
Measures & Indicators

SERVICE PROGRAM OUTCOME INDICATORS SERVICE UNIT(S) 2009
CATEGORY result (A)

Food Bank

Legal

75% of clients show improved
nutritional status documented
in 6 month intervals

80% of clients presenting with
crisis or emergency needs are
linked to care providers who
open and follow their case
after initial assessment

For clients NOT meeting this
outcome, CQI plan developed
and sampled at 6-month
intervals to improve outcomes

# of clients with improved
nutritional status as a result of
food services and nutritional
counseling

90% of client records
document in writing all
referrals and outcomes.

Ql improvement plan
documents changes proposed
to improve care for these
clients over the next year.

[ 8
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1) One meal or
food bag/
voucher/ client

2) Nutritional
supplement
unit

Face to Face visit 96%

4%

10



Hartford TGA Part A and MAI Qutcomes
Measures & Indicators

SERVICE PROGRAM OUTCOME INDICATORS SERVICE 2009
CATEGORY UNIT(S) result (A)

Linguistic 65% of clients show 1) 50% of clients with 2 or more Face to Face
stabilization of disease CD4 and viral load lab reports visit
progression due to improved will show stabilization of disease
communication between client progression
and medical provider
80% of clients show increase in 84%
care retention
85% of clients receive 2) 100% of Medical Case Managers 100%
interpretation and translation will have access to the directory of
services needed to support trained interpreters within 24 hours
provision of HIV health care for routine appointments and within
and support services one hour for emergency care.
For clients NOT meeting this Ql improvement plan documents
outcome, CQI plan developed changes proposed to improve care
and sampled at 6-month for these clients over the next year.

intervals to improve outcomes

«
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Areas of Improvement: Activities In Process

TECHNICAL ASSISTANCE QUALITY IMPROVEMENT

, Service Category Focus ; Development of ‘System-Level’
B Psychosocial Support: Review of SoC, Standards of Care
Chart Audit Tool (January, 2010). (January, 2010)
1 Quality Improvement Plans + Quality Improvement Project/Ql
B Review of HRSA format, collaborative Storyboard

development of plan to mirror TGA
document. (January, 2010)

B Cervical Cancer Screening
B Health Literary

B Housing Support

B Treatment Adherence

[ 8
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Psychosocial Support SoC

1 Continued confusion regarding specificity of
this Service Category.

1 Electronic reminder of Psychosocial Support
documentation requirements (Chart Audit
Tool, Narrative SoC, summary of issues) sent
to four contracted providers in January 2010.
B APH
BCHC/Oasis
BHGLHC

BHRA/New Britain
B MANA

1 Follow-up teleconference held in February.

13



Quality Improvement Plans

1 Quality Improvement plans received from
13/15 (87%) of contracted providers

1 2/15 (13%) currently developing plan.
BCentral AHEC

BMercy

14



System Level Standard of Care

1 Requirement from HRSA that System Level
Standard of Care be developed by all Ryan
White entities

1 System Level SoC are for issues that have been
determined to cut across several services.

1 DRAFT System Level SoC shared electronically
with all providers

+ Follow-up in February with Teleconference to
discuss, refine, finalize.
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Quality Improvement Storyboard

(1)TEAM INFORMATION

(2) CURRENT SITUATION

(3) REASONS FOR IMPROVEMENT

AList team members,

meet brief periods, even over
phone, with data.

A8-10 people at maximum

Purpose statement (driving need for
improvement) succinctly stated with issue,
relevance and time period in which issue
presented.

List 3-4 reasons that this issue is critical
or important.

(4) ANALYZE ROOT CAUSES

(5) DEVISE POTENTIAL SOLUTIONS

(6) ANALYZE RESULTS

Use flow diagrams, cause & effect
tools, consensus scoring to
determine root or underlying causes
of symptoms of issue(s).

Summarize possible solutions with field
tests and probabilities to determine best
solution or set of solutions and sequence.

After field test, analyze results.

Look for unintended consequences
(good or bad) and behaviors/actions of
people vs. what was expected.

(7) FUTURE PLANS

(8) LESSONS LEARNED

(9) FOCUS OF NEXT CYCLE

Focus on next opportunity specific
to this issue (based on findings in 6)
or related to this issues.

Summari ze what was
known prior to this process and determine
applicability to other issues.

e a Decidgedvhat thedocus of the mexa tycle
will be and if the team will be maintained
or members cycle off.

Current QI Teams Using Storyboards (training held on March 2"d by National Quality Center):
(1) Cervical Cancer Screening: CHS, Central AHEC/Gengras, Rockville General Hospital
(2) Health Literacy: Latino Community Services
(3) Housing Support: APH, Mercy Housing & Shelter Corporation
(4) Treatment Adherence: UCONN

[
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Integration with Client Level Data

1 Client Level Data measures currently formed
for only two core services (OAMC & MCM).
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Medical Case Management

Hartford Indicators

Hartford TGA Outcomes

YEAR OF BIRTH - Demographics (data of birth,
race/ethnicity, gender, HIV/AIDS statug
mode of transmission, etc)

ETHNICITY

RACE

GENDER

TRANSGENDER SUBGROUP

HEALTH INSURANCE

- Documented verification of insurancg
coverage(s)

HOUSING STATUS

- Initial Assessment of Needs - identifi
and prioritized with date of assesseme
(conducted within 10 days of referral)

ZIP CODE OF RESIDENCE

FEDERAL POVERTY LEVEL

- Verification client meets the 300% FH
Documented income verification via co
of pay stub, letter from SSI/SSD, SAGA

FIRST OAMC VISIT

DETAIL OF FIRST OAMC VISIT

HIV STATUS (HIV/AIDS)

- Documented proof of HIV status (via
copy of HIV test results, signed letter fr
medical providers, copy of CADAP

application signed by medical provider

YEAR OF AIDS DIAGNOSIS

- Demographics (data of birth,
race/ethnicity, genderHIV/AIDS status
mode of transmission, etc)

CLIENT RISK FACTOR

- Demographics (data of birth,
race/ethnicity, gender, HIV/AIDS statusg
mode of transmission etc)

VITAL ENROLLMENT STATUS

DEATH

AND 3) ACCESS SERVICES FOR WHICH THEY ARE ELIGIBLE

DATA COLLECTED IN MCM--OUTCOMES TO 1) ATTACH CLIENT TO HIV MEDICAL CARE, 2) RETA

e
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Outpatient Ambulatory Medical Care

Hartford Indicators

Hartford TGA Outcomes

Risk Reduction screening/counseling

Documentation of risk reduction
screening/ counseling in client chart at
least once/year updated

Annual update of risk behaviors with
documentation of counseling to
reduce risk.

# OAMC visits in current year

Percentage of HIV infected clients who
have 2 or more medical visits within th{
year

Increase in number of clients
complying with US PHS guideline of
minimum of 2 OAMC visits/yr.

CD4 counts and dates

Percentage of HIV infected clients with
or more CD4 T-cell counts performed
within the year

Increase in number of clients
reported to have decrease in viral
load or viral load <50 (viral

PCP prophylaxis (if indicated)

Percentage of clients with a CD4 T cell
count below 200 who are prescribed P
prophylaxis

Increase in clients receiving PCP
prophlaxis that meet CDC definition
of AIDS.

Prescribed HAART (type & date)

Percentage of clients with AIDS who a
prescribed ART

Increase of clients with AIDS that are
prescribed ART.

laaSaavySyid 27F Of A
educational needs and education
provided documented in record

provision of ART-related education
(ART requires high (96%*+)
compliance)

Screened for TBin current year/ since
HIV diagnosis

Percentage of clients Who receive
baseline TB screening,with annual
screens for high risk (I/RR, homeless, |
individuals

Increased documentation of current
screening for TB (baseline then
annual for high risk sub-groups.)

Screened for STD in current year

Percentage of clients who receive annl
Syphilis screens

Increase in documentation of clients
with annual syphillis screen.

Screened for Hepatitis B & C: 1) baseline
2) since HIV diagnosis 3) annual for high-
risk sub-groups 4) Completed
Vaccination series

Percentage of clients who receive
baseline Hepatitis screens, with annua
screens for high risk (I/RR, homeless, |
individuals

Increase in clients with baseline
Hepatitis B screens, annual conduct
for high-risk sub-groups.

Screened for Substance Abuse/ Mental
Health: initial exam, annual exam

Percentage of clients who receive initia
and annual comprehensive physical
exam, with oral exam, plus MH/SA
histories

Increase in documentaton of
screening of clients with initial and
annual screen for Mental Health &
Substance Abuse

PAP smear (annual)

Percentage of female clients who recei
annual Pap smears

Increase in percentage of female
clients receiving annual PAP smears

Pregnant? If so, ART? If So, Prenatal?

Percentage of pregnant women who a

prescribed ART

Increase in percentage of pregnant

women prescribed ART.
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