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Section I: Oregon HIV Care & Treatment Program 
[bookmark: _Toc311554962]Quality Management Plan


[bookmark: _Toc311554963]Quality Statement

The Oregon HIV Care and Treatment Program is committed to developing and continually improving a quality continuum of HIV treatment and supportive services that meets the identified needs of people living with HIV/AIDS (PLWH) and their families. The Quality Management (QM) Program supports this mission by gathering and reporting on the data and information needed to measure both program and service quality and then implementing improvement activities based upon the data analysis. The following domains for improvement guide the QM program implementation: (1) improving access to and retention in care, (2) integrating data and information systems, (3) optimizing the management of resources and (4) aligning jurisdictions and services across the entire continuum of care.

[bookmark: _Toc311554964]Quality Infrastructure

The HIV Care & Treatment program is a joint partnership between the Public Health Division and the Pharmacy Services Division of the Oregon Health Authority. The ongoing development and implementation of the QM Program is coordinated and directed by a contracted consultant.  The QM Team within HIV Care & Treatment includes the following staff:
· CAREAssist Program Manager
· HIV Community Services Manager
· Capacity Building & Grants Coordinator
· CAREWare Database Administrator
· HIV Care & Treatment Program Consultant
· CAREAssist (Oregon’s ADAP) program staff
· CAREAssist data specialists
· HARS data specialists 
· Dedicated program staff in the Information Technology department
· Program liaison from Program Design and Evaluation Services

[bookmark: _Toc157512417]This team is responsible for implementing the QM Plan, gathering and reporting the data from various databases, evaluating program elements and reporting on the findings, developing and implementing the PDSA/improvement change activities and providing input and feedback to the overall QM Program.

[bookmark: _Toc311554965]Oregon HIV Services Quality Management Task Force

The Oregon HIV Services Quality Management Task Force was formed to centralize and coordinate quality management efforts across Ryan White grantees statewide. The Task Force is made up of representatives from Ryan White Program Part A, Part B and Part C administration, the AIDS Education and Training Center (AETC) and the Dental SPNS program; contractors with the Part A and Part B programs; Planning Council representatives; Oregon HIV/STD/VH Integrated Planning Group representatives; and consumer representation from urban and rural areas.  The Task Force meets quarterly and is responsible for reviewing the Quality Management plans for all three Ryan White Program Parts, for promoting collaboration, and for establishing shared measures and standards whenever possible. Additionally, the Task Force develops statewide QI initiatives where contractors and grantees participate based upon their areas of expertise and service jurisdictions.

[bookmark: _Toc311554966]Participation of & Communication with Stakeholders

	Stakeholder
	Type of Involvement
	Communication

	Persons Living With HIV
	· Participate in IPG, CAREAssist Advisory Group and on QM Task Force;
· Participate in surveys;
· Give feedback to providers;
· Review reports on-line.
	· Reports on QM Program outcomes at IPG, CAREAssist Advisory Group and QM Task Force; 
· Reports & survey results posted on web site.

	Contractors
	· Provide data on services provided; 
· Participate in QI processes such as Case Management Task Force;
· Participate in IPG and CAREAssist Advisory Group, QM Task Force;
· Meet Standards of Service;
· Implement their own QI programs.
	· Statewide meetings and trainings; 
· Technical assistance; 
· Summary report on the Local CM Chart Review distributed;
· Reports at IPG and CAREAssist Advisory Group;
· Reports & survey results posted on web site. 

	IPG Members
	· Provide input and advise;
· Participate in discussions about data and information;
· Make recommendations;
· Review written reports.
	· Written & verbal reports at IPG meetings;
· Reports & survey results posted on web site.

	Oregon HIV Services QM Task Force
	· Provide input;
· Shared knowledge and education about QM methodology & issues;
· Networking and collaboration toward standardization statewide.
	· Reports at meetings.
· Reports & survey results posted on each program’s web sites.

	HIV Care & Treatment staff
	· Provide data.
· Provide analysis of data.
· Provide suggestions on improvement.
· Implement improvement activities.
· Review program reports.
· Assist in writing grant applications – the QM components.
	· Staff meetings.
· Reports.
· Participation at IPG, CAREAssist Advisory Group and the QM Task Force.

	Program Design & Evaluation Services
	· Provide evaluation skills.
· Evaluate program components.
· Develop reports on findings.
· Report to IPG, CAREAssist Advisory Group & QM Task Force.
	· Staff meetings.
· Reports.
· Participation at IPG, CAREAssist Advisory Group and the QM Task Force.



[bookmark: _Toc311554967]Program Goals for 2012

Domain #1: Improving access to and retention in care

Goal 1.1: Continue to measure the retention rate in CAREAssist (pending status, re-certification, and termination); develop and test program QI initiatives to improve retention.

Goal 1.2: Continue to measure the transition rate from CAREAssist Bridge program to full CAREAssist membership; develop and test QI initiatives to improve transition.

Goal 1.3: Continue to measure the outcomes for the regional Medical Care Coordination Regional Model; continue to develop and test ongoing QI changes to improve quality and effectiveness of model.

Goal 1.4: Continue to measure Medical Case Management focus of interventions on newly HIV diagnosed clients and test QI changes to improve intervention.

Goal 1.5: Survey CAREAssist clients for customer satisfaction.

Goal 1.6: In response to the IPG Plan (across HIV Prevention, HIV Care & Treatment, DIS and STI) that identifies activities related to Identification, Informing, Referring and Linking clients to medical care in collaboration with EIIHA requirements, develop and implement HIV Care & Treatment Implementation Plan.

Goal 1.7: Continue to measure treatment adherence outcomes through the two key programs: (a) the Pharmacist-led Treatment Adherence Program in Balance of State and (b) the Medication Therapy Management program administered by Ramsell through CAREAssist.



Domain #2: Integrating data and information systems

Goal 2.1: At least annually, have HARS run the number of labs clients received and the values of the labs for both the CAREAssist active client list and the CAREWare active client list.

Goal 2.2: Begin regularly reviewing health outcomes measures triangulated between the CAREAssist database, County-Led CAREWare contractors, Regional Medical Care Coordination contractors and statewide surveillance database.

Domain #3: Optimizing the management of resources

Goal 3.1: Continue to measure and analyze the outcomes for the HAB required Care Plan indicator for Medical Case Management. Develop QI opportunities and implement.

Goal 3.2: Continue to measure and analyze the outcomes for referral process in the HIV Medical case management program. Develop QI opportunities and implement.

Goal 3.3: Continue to measure and analyze the cost effectiveness and efficacy of the new Medical Care Coordination model compared to the Balance of State (old HIV case management model.)

Domain #4: Aligning jurisdictions and services across the entire continuum of care

Goal 4.1: Continue to participate on the Oregon HIV Services Quality Management Task Force, sharing QM plans and assessment system-wide outcome measures evaluating client                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                            engagement in medical care.

Goal 4.2: Develop statewide, cross-parts goals, measurements and a statewide, cross-parts Quality Management Plan.

Goal 4.3: Continue to collect and report statewide aggregate client information from HARS (lab information, HIV or AIDS status at diagnosis, progression from HIV to AIDS and number of people who die within 12 months of HIV diagnosis.)

[bookmark: _Toc311554968]Implementation Plan: Data Collection Activities 

	1. CAREWare is installed in all Part-B funded provider locations and is generating real-time, unduplicated data reported via a secure central server.

	Data Reported
	Time Line
	Source

	Case Management services utilization
	Reported & reviewed in March of each year.

	Program Manager

	Support Services utilization data
	
	

	Health outcomes data
	
	

	Quality Assurance data
	
	



	2. CAREAssist data base

	Data Reported
	Time Line
	Source

	Health outcomes data
	Quarterly reports


	D&A 

	Quality assurance data
	
	

	Quality Improvement data
	
	



	3. HIV/AIDS Reporting Systems (HARS) data base (surveillance data)

	Data Reported
	Time Line
	Source

	HIV & AIDS status of CAREAssist clients
	Quarterly reports





	D&A

	HIV & AIDS status of CAREWare clients
	
	

	Number of labs / year for all PLWH/A in state
	
	

	Number of labs / year for CAREAssist clients
	
	

	Number of labs / year for CAREWare clients
	
	

	Lab values for all PLWH/A in state
	
	

	Lab values for CAREAssist clients
	Annually in March of each year

	

	Lab values for CAREWare clients
	
	



	4. Provider site visit & client file review

	Data Reported
	Time Line
	Source

	Compliance with HIV Case Management Standards
	7 sites/year (final report in June of each year)


	Program Manager

	CAREWare data quality
	
	

	Evaluate accuracy of locally managed client file review
	
	



	5. Contractors (providers) perform an internal chart review and CARE Ware data audit, following a proscribed protocol.

	Data Reported
	Time Line
	Source

	Compliance with HIV Case Management Standards
	Annually – report is due at end of October each year.
(Summary Report for state in  December.)

	Contractors

	CAREWare data quality
	
	



	6. Contractors (providers) submit: (1) annual plans which report on compliance with program requirements, (2) quarterly service utilization and financial reports, and (3) quarterly program narrative reports.


	Data Reported
	Time Line
	Source

	Annual plans
	Annually 
	Contractors

	Service utilization and financial report
	Quarterly

	

	Program narrative report
	
	



	7. Client Satisfaction Surveys

	Data Reported
	Time Line
	Source

	Case Management Program Client Satisfaction
	Every 3 years
	Program Design & Evaluation Services (PDES)

	CAREAssist Client Satisfaction
	Every 3 years
	

	Medical Care Coordination Pilot Baseline and 12 month Follow-up Client and Case Management Satisfaction Surveys
	Before and after the MCC Pilot Transition
	



	8. Special evaluation projects

	Data Reported
	Time Line
	Source

	Oregon Medical Monitoring Project
(Needs data, treatment outcomes data, risk assessment data)
	Annual Update provided since 2008
	Program Design & Evaluation Services (PDES)

	Medical Care Coordination Pilot “2010 HIV Case Management QM Survey: Results from the Baseline Assessment of the Pilot Service Region”
	Completed August 2009
	Program Design & Evaluation Services (PDES)

	Medical Care Coordination Pilot “2010 HIV Case Management QM Survey: Results from the Follow-up Assessment of the Pilot Service Region”
	Completed  September 2010
	

	HIV Case Management: A Case Study of a Public-Private, Regional Collaboration (evaluation of best practice of MD and Medical Case Management quarterly case conferencing)
	Completed June 2010
	

	2009 CAREAssist Client Survey: A Report on Clients’ Health and Well-Being and their Experiences with the Program.
	Completed January 2010
	

	Time to Quit: CAREAssist Clients’ Smoking Cessation Experiences
	Completed July 2009
	

	An Evaluation of Access and Care Delivery Barriers for Latino PLWH/A in the Part B Region of Oregon
	Completed April 2009
	

	Oregon Medical Practices that Provide HIV Care: 2008 Snapshot
	Completed April 2008
	



There are two models of medical case management offered in Oregon Balance of State. The County-Led Medical Case Management model (33% of clients in case management in the Balance of State)  is the traditional public health nurse model of case management and was offered in Clatsop, Crook, Deschutes, Hood River, Jackson, Jefferson, Linn, Polk and Tillamook counties during the reporting period. With the exception of Deschutes (where there is a Nurse/Social Worker team), all of the case management (both nursing and social work) is provided by public health nurses. The Medical Care Coordination (MCC) Regional model (77% of clients in case management in the Balance of State) is a multi-disciplinary team medical case management model. Intake Coordinators and Care Coordinators are located in Care Coordination Centers and the majority of their non-medical case management services are delivered via telephone. AIDS Certified Registered Nurses (ACRNs) are located throughout the region and provide medical case management to high acuity clients. Low acuity clients receive only an annual Triage via telephone and do not receive medical or non-medical case management unless they answer "yes" to any Triage questions indicating a change in status, at which time they may receive an updated Care Coordination Screening/Acuity and/or RN Assessment/Acuity. High acuity clients receive an annual Care Coordination Screening and/or an RN Assessment.

The data source for the following measures is identified in the chart below. Unless the case management program data source is specifically designated "County Led" or "MCC Regional", the data is triangulated across both models and the average is reported.
[bookmark: _Toc311554969]
Implementation Plan: Performance Measures

CLIENT-LEVEL HEALTH OUTCOMES

	Outcomes
	Indicators
	Data Elements
	Data Sources & Methods

	
Disease progression among Ryan White Program clients is slowed or prevented over time.

	
1.  Improved or maintained CD4 counts and viral loads as measured over a six month period of time.

2.  Increased percentage of aggregate clients in overall Acuity Levels #1 and 2, over a twelve-month period of time.

	
1.  Test results needed to calculate changes in CD4 counts & viral loads for aggregate clients annually.

2.  Case manager reported acuity level results for individual clients every twelve months.

	
1.  Sources: CARE
Ware & eHARS
Reported by case
managers


2.  Sources: CM Chart Review & CARE Ware.
Reported by case managers.

	
Proportion of clients accessing primary health care services increases over time.

	
Change in the number of clients with reported “primary source of medical care” and primary care provider.
	
Number and percent of clients with “no primary source of medical care” and no primary care provider in record and the number and percent of HIV-positive clients with record of “primary source of medical care”  and primary care provider.

	
Source: CARE Ware  & CM Chart Review.
Reported by case managers.


	
Proportion of clients who have health insurance increases over time.

	
Change in the number of clients with reported “primary source of insurance” and health insurance.

	
Number and percent of clients with “no primary source of insurance”  and no health insurance  in record and the number and percent of HIV-positive clients with record of “primary source of insurance” and health insurance.
	
Source: CARE Ware & CM Chart Review.
Reported by case managers.





	County Led CM:
Quality of life of Ryan White Program clients is improved or maintained over time.

	
Increased percentage of aggregate clients in Acuity Levels #1 and 2, over a twelve month period of time

	
Case manager reported acuity level results for individual clients every twelve months.

	
Sources: County Led CM CARE Ware.
Reported by case managers in County Led CM.


	County Led CM:
Number of clients adhering to HIV medications regime increases over time.
	
Increased percentage of aggregate clients who are assessed in the Adherence Life Stage at Acuity Level #1 and #2, over a twelve month period of time.

	
Case manager reported Adherence acuity level results for individual clients every twelve months.
	
Source: County Led CM  CARE Ware.
Reported by case managers in County Led CM.


	
Number of clients receiving HIV-related treatment that adheres to PHS standards increases over time.

	
Increased percentage of aggregate clients who have current (within past 12 months) labs in their case management files.

Increased percentage of aggregate clients who have a CD4 or VL test result reported in the database within the past 12 months.

Increased percentage of clients in CAREAssist who report having a CD4 or VL within the past 6 months on their re-certification application.

Increased percentage of statewide aggregate clients in HARS with a CD4 or VL test in the first 6 months of the reporting period and the second 6 months of the reporting period.

	
Current labs appear in the client file.





Case manager reported CD4 and VL for individual clients every twelve months.



Client reported CD4 and VL test dates on CAREAssist re-certification application every 6 months.



CD4 and VL tests reported to surveillance by laboratories.
	
Source: CM Chart Review.





CAREWare.
Reported by case managers.




CAREAssist database.






eHARS database.





	Number of clients receiving HIV-related treatment that adheres to PHS standards increases over time.

	Increased percentage of statewide aggregate clients in HARS with a CD4 test in the first 6 months of the reporting period and the second 6 months of the reporting period or a VL test in the first 6 months of the reporting period and the second 6 months of the reporting period.
	CD4 and VL tests reported to surveillance office by laboratories.
	Source: eHARS database.

	
Persons with HIV are identified early in their disease progression and are able to access services earlier with better health outcomes.

	
Decreased number of individuals newly reported with HIV infection who also have an AIDS diagnosis.
	
Number of individuals newly reported with HIV infection who also have an AIDS diagnosis vs. total number of individuals who were reported.
	
Source: eHARS database.

	
Persons with HIV are accessing HIV treatment to slow the progression of HIV to AIDS.

	
Decreased number of individuals who progress from HIV to AIDS within a 12 month period.
	
Number of individuals newly reported with HIV (not AIDS) who progress to an AIDS diagnosis within 12 months of HIV diagnosis vs. total number of individuals newly reported with HIV.
	
Source: eHARS database.

	
Persons with HIV are successfully accessing HIV treatment.

	
Decreased number of individuals with HIV who die within 12 months of their diagnosis.

	
Number of individuals who die within 12 months of their HIV diagnosis vs. total number of individuals who were newly reported with HIV.
	
Source: eHARS database.

	MCC Regional:
Persons with HIV are successfully remaining in medical case management.

	
Decreased number of individuals who are "lost to follow-up" within a 12 month reporting period. 

	
Number of MCC Regional case management clients "lost to follow-up" vs. total number of active clients.
	
Source: MCC Regional CM Only - CARE Ware.




[bookmark: _Toc311554970]
QUALITY ASSURANCE/PROCESS EVALUATION

	Criteria
	Indicators
	Data Elements
	Data Sources & Methods

	
Ryan White funds are used as payer of last resort.

	
1. Standard income verification form completed with allowable documents attached in client file.  referrals and follow-up in client file.
2.  Case management progress notes and CARE Assist event records document all referrals and follow-up to referrals. 

	
1. Number and percent of client files with appropriate documentation for income verification.


2.  Number and percent of client files with documentation in progress notes or event records of all referrals and follow-up activities.

	
Source:  CM Chart Review & CAREWare.
Case Manager Reported.



	
Clients accessing CAREAssist services will have access to a case manager.

	
Increase in client records that contain the name of the client's case manager.
	
Number and percent of CAREAssist clients with a case manager listed in their record.
	
Source: CARE Assist.
Collected annually through data reports.

	
Ryan White funded providers will ensure that every client receives information about:
· Informed Consent
· Client grievance
· Client rights & responsibilities

	
All client files in all Ryan White Part B funded programs utilize the standard forms for client information and all forms are signed and dated by the client.
	
Percent and number of client files with all forms included, signed and dated by the client.
	
Source: CM Chart Reviews.
Collected annually 


	
Eligibility will be documented for all clients receiving Ryan White Program services:
· HIV status
· Income

	
All client files in all Ryan White Program funded programs utilize the standard forms for eligibility determination and include the allowable documentation.

	
Percent and number of client files with standard forms completed and allowable documentation attached.
	
Source:  CM Chart Reviews & CAREWare.


	County Led CM:
All clients receiving Ryan White Part B services will have a current Release of  Information in their file.

	
All client files in all Ryan White Part B funded programs utilize the standard form for Release of Information and all forms are current, signed and dated by the client.
	
Percent and number of client files with current, signed and dated ROI form.
	
Source: County Led CM Chart Review.


	County Led CM:
All clients in case management will receive at least one Nurse Assessment per year.

	
Clients receiving at least one RN Assessment or Re-assessment and documented in CAREWare.

	
Number and percent of clients with documentation of an RN Assessment or Re-assessment.
	
Source: County Led CM CAREWare.
Case Manager Reported in County Led CM programs.

	MCC Regional:
All new clients will have an RN Assessment and RN Acuity completed.

	
New clients receiving an RN Assessment and RN Acuity which is documented in CAREWare.

	
Number of new clients with an RN Assessment and RN Acuity vs. total number of new clients.
	
Source: MCC Regional CAREWare.
Case manager reported in Regional MCC programs.


	MCC Regional:
All new clients will have a CC Screening and CC Acuity completed.

	
New clients receiving a CC Screening and CC Acuity which is documented in CAREWare.

	
Number of new clients with a CC Screening and CC Acuity vs. total number of new clients.
	
Source: MCC Regional CAREWare.
Case manager reported in Regional MCC programs.


	MCC Regional:
All CC Acuity 1 and 2 clients will have an Intake/Update completed annually.

	
CC Acuity 1 and 2 clients receiving an annual update will have the Intake/Update form completed in their client file.

	
Number of CC Acuity 1 and 2 clients with a completed Intake/Update form within the past 12 months  vs. total number of CC Acuity 1  and 2 clients.
	
Source: 
Regional MCC site visit chart review.


	MCC Regional:
All CC Acuity 1 and 2 clients will have a CC and RN Triage completed annually.

	
CC Acuity 1 and 2 clients receiving a CC and RN Triage will have the Triage form  completed in their client file.

	
Number of CC Acuity 1 and 2 clients with a completed CC and RN Triage form within the past 12 months  vs. total number of CC Acuity 1  and 2 clients.
	
Source: 
Regional MCC site visit chart review.


	MCC Regional:
All CC Acuity 3 and 4 clients will have an updated CC Screening and Acuity annually.

	
CC Acuity 3 and 4 clients receiving a CC Screening and Acuity will have the service entries completed within the past 12 months.
	
Number of CC Acuity 3 and 4 clients with a completed CC Screening and Acuity within the past 12 months  vs. total number of CC Acuity 3  and 4 clients.
	
Source: 
Regional MCC CAREWare and Site Visit Chart Review.
Case manager reported in Regional MCC programs.


	MCC Regional:
All CC Acuity 3 will have a CC contact every 30 days.

	
CC Acuity 3 clients will have a documented CC contact service entry within the past 30 days.
	
Number of CC Acuity 3 clients with a CC contact service entry  within the past 30 days vs. total number of CC Acuity 3 clients.
	
Source: 
Regional MCC CAREWare.

	MCC Regional:
All CC Acuity 4 will have a CC contact every 14 days.

	
CC Acuity 4 clients will have a documented CC contact service entry within the past 14 days.
	
Number of CC Acuity 4 clients with a CC contact service entry  within the past 14 days vs. total number of CC Acuity 3 clients.
	
Source: 
Regional MCC CAREWare.

	County Led:
All clients in HIV Medical Case Management will have a current Care Plan in their file.
	
Clients receiving Medical Case Management have a Care Plan updated every 6 months documented either on the Care Plan form or using the CAREWare template.

	
Number of case management clients with a Care Plan service entry in CAREWare vs. total number of active case management clients.
	
Source:
County-Led CM
CAREWare.

	MCC Regional:
All RN Acuity 3 and 4 clients will have a current Nursing Care Plan.
	
RN Acuity 3 and 4 clients will have an updated (based on acuity level) Nursing Care Plan using the CAREWare template.

	
Number of RN Acuity 3 and 4 clients with a current Nursing Care Plan vs. total number of RN Acuity 3 and 4 clients.
	
Source: 
Regional MCC CAREWare.

	MCC Regional:
All RN Acuity 3 and 4 clients will have received an RN intervention in the RN Focus Areas based upon client need.
	
RN Acuity 3 and 4 clients will have received an RN intervention and the service entered into CAREWare and documented in the progress notes.

	
Number of RN Acuity 3 and 4 clients with a current RN intervention vs. total number of RN Acuity 3 and 4 clients.
	
Source: 
Regional MCC CAREWare and Site Visit Chart Review.
Case manager reported in Regional MCC programs.


	MCC Regional:
All RN Acuity 3 and 4 clients will have an updated RN Assessment and Acuity annually.
	
RN Acuity 3 and 4 clients will have received an RN Assessment and Acuity within the past 12 months and the service entered into CAREWare and documented in the progress notes.

	
Number of RN Acuity 3 and 4 clients with a current RN Assessment and Acuity documented within the past 12 months vs. total number of RN Acuity 3 and 4 clients.
	
Source: 
Regional MCC CAREWare and Site Visit Chart Review.
Case manager reported in Regional MCC programs.


	MCC Regional:
All RN Acuity 3 will have an RN contact every 30 days.

	
RN Acuity 3 clients will have a documented RN contact service entry within the past 30 days.
	
Number of RN Acuity 3 clients with a RN contact service entry  within the past 30 days vs. total number of RN Acuity 3 clients.
	
Source: 
Regional MCC CAREWare.

	MCC Regional:
All RN Acuity 4 will have an RN contact every 14 days.

	
RN Acuity 4 clients will have a documented RN contact service entry within the past 14 days.
	
Number of RN Acuity 4 clients with a RN contact service entry  within the past 14 days vs. total number of RN Acuity 3 clients.
	
Source: 
Regional MCC CAREWare.

	
Clients will be satisfied with the Ryan White Part B services they receive.

	
A majority of clients responding to the client satisfaction survey will indicate they are satisfied with the services they have received.

	
Number and percent of client responses to questions about their satisfaction with specific services.
	
Source: CARE Assist Client Satisfaction survey & statewide Part B Program Client Satisfaction survey.
Annual written survey mailed to CARE Assist clients and annual written survey distributed to clients through the local case management programs.


	
Case management services meet the program’s case management standards for clients.

	
Change in the percent of indicators for standards criteria being met by local case management programs.
	
Percent of a case management site’s activities that meet standards requirements.
	
Source: CAREWare & CM Chart Review.



	
Clients are successfully accessing and remaining in HIV treatment.

	
Decrease in the percent and number of clients who leave CAREAssist.



Increase in number of clients who successfully transition from the “Bridge” program into CAREAssist.




Increase in the number of clients who successfully re-certify for CAREAssist every 6 months.
	
Percent of clients leaving CAREAssist for all reasons vs. total number of active clients.

Percent of clients in “Bridge” program who successfully transition to active CAREAssist status at the end of each quarter vs. total number of clients in “Bridge” program.

Percent of clients who are re-certified each month vs. number of clients due for re-certification.

	
Source: CAREAssist database.



CAREAssist database.







CAREAssist database.




	
CAREWare data is accurate.

	
Increase in the overall average for criteria that measure accuracy and completeness of data compared to the client paper file.

	
Percent of CAREWare data that match the paper charts.
	
Source: CM Chart Review & Program site visits.
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Quality Improvement Capacity Building

The HIV Care & Treatment Program continues to build QI capacity through the Ryan White Program funded system of service delivery by regularly implementing the following activities:
· All County-led contractors are contractually required to perform a client chart review annually, utilizing a standard protocol provided to them by the program. These results are reported in October of each year.  The program then compiles the results in a report that is distributed to each provider, is included in the annual Quality Management Report available on the program’s web site.
· The results of all evaluation activities are posted on the program’s web site.
· The County-Led Medical Case Management Task Force is open to all HIV Case Managers funded by the program and meets every two years to review and improve the HIV Medical Case Management Standards of Service and the statewide standardized forms.  This QI process offers a direct opportunity to provide QI training and technical assistance to all of the front-line providers.
· The Medical Care Coordination (MCC) Regional Case Management Task Force is open to all Intake Coordinators, Care Coordinators and Nurse Case Managers funded by the program and meets every two years to review and improve the HIV MCC Standards of Service and the statewide standardized forms. This QI process offers a direct opportunity to provide QI training and technical assistance to all of the staff in the MCC model.
· The Medical Care Coordination Regional Management team meets regularly to review implementation of the MCC Regional Model, make ongoing improvements in forms/standards/policies and to monitor outcomes.  
· CAREAssist (ADAP) staff meet regularly to review the CAREAssist QI data and work as a team to develop strategies for improvement. They also convene a bi-annual all-day Policy Retreat where they review the CAREAssist policies and procedures and make improvements.


[bookmark: _Toc311554972]Quality Management Program Evaluation

The Quality Management Team regularly assesses the effectiveness of the QM Program by:
· Reviewing the data and analysis for applicability to planning needs and effectiveness in answering key questions required in monitoring the quality of the service system, as well as the program itself;
· Reviewing and revising the indicators/performance measures (including revising the definitions of the numerator and the denominator used to collect the data) to assure that the most accurate measures are being trended to help determine the quality of all services delivered;
· Reviewing and improving the site visit protocol and the local, contractually required chart review protocol;
· Reviewing and improving the contract language and requirements;
· And meets regularly to review all evaluation projects regularly undertaken by Program Design & Evaluation Services.  The results of these evaluation projects are used to make system improvements.
Finally, the regular reporting of the Quality Management Plan implementation outcomes to both the statewide Quality Management Task Force and to the CAREAssist Advisory Committee results in a feedback mechanism that, not only holds the program accountable for implementing the plan, but provides good input and advice from an entire community of experts.
[bookmark: _Toc311554973]
Section II: Report on Quality Management Program Outcomes – 2009-2012

[bookmark: _Toc311554974]Quality Improvement Initiatives

The Oregon HIV Care & Treatment Program has been involved in a number of Quality Improvement initiatives in the past three years that we continue to monitor. The data following is a summary of some of the key QI Initiatives.

I. Retention Rate in CAREAssist Project
	
	General Improvement Interventions:
· CAREAssist Case Workers maintain a case load and are expected to work closely with clients and HIV case managers to help clients successfully remain in CAREAssist.
· Regular trainings and meetings (both face-to-face and via webinar) with HIV case managers across the state.
· Bridge Program (program initiated by the medical provider where all of a client’s medications are paid for while they complete necessary applications and activities to enter a medical payer program (CAREAssist, Oregon Health Plan, Medicare, etc.)
· Restricted Program (a three month “probation” period to help clients who have missed cost share payments.)
· Six month re-certification (CER Form) is “pre-populated” by the database with client information so if there is no change, the client simply needs to sign the document.
· Two bi-cultural Hispanic CAREAssist Case Workers were hired to work exclusively with Spanish-speaking/Hispanic clients.

	Data:
		
	Criteria
	2009
	2010
	2011
	2012

	Percentage of clients who leave CAREAssist for all reasons.
	
10%
	
15%
	
12.5%
	
12%

	Of clients leaving, percentage who lose benefits because of not paying cost share or not re-certifying.
	
24%
	
26%
	
19%

	
26%

	Percent of clients in the Bridge Program who successfully enrolled in CAREAssist.
	
87%
	
79%
	
71%

	
91%

	Percent of clients who successfully re-certify.
	97%
	96%
	95%
	97%



II. Medical Case Management Program Improvement Project

	Improvement Interventions:
· The majority of clients receive HIV medical case management services through the Medical Care Coordination (MCC) Regional model of service delivery. Built-into this model is ongoing quality improvement. Regular management meetings with the grantee and contractor staff result in an ongoing review of all processes and policies and improvements are made as needed. Additionally, an MCC Task Force is convened with all MCC staff every two years to review all standards, policies and forms and improvements are made on the standards and forms after the completion of this process.
· All County-Led HIV case management contractors are required to conduct an annual client chart review utilizing the standardized protocol provided by the Program and implemented by someone outside of the case management program.  These chart review reports are submitted to HIV Care & Treatment in October of each year and a summary report is prepared, distibuted to the Administrators, Nurse Supervisors and Case Managers at each site, as well as posted on the Program web site.
· The Program conducts site visit as part of the State of Oregon’s Triennial Review process to verify the CM Chart Review information, to evaluate the quality of the data being entered in CAREWare by comparing the data to the written notes and to evaluate the quality of the case management services being delivered, looking at referral follow-up and nursing interventions delivered after a need was identified during the Nurse Assessment. The site visit protocol has been revised to meet the requirements of the Triennial Review process.
· The Program conducts annual site visits with the contractors in the Medical Care Coordination (MCC) Regional model of HIV medical case management service delivery. The reviewers focus on the quality of care coordination being delivered and review how the programs are complying with the MCC Regional Standards of Service. Additionally, a preliminary review of all of the CAREWare data and information (including the Care Plans, Assessments, Screenings and progress notes) is conducted prior to the on-site visit. Finally, quality of the data in CAREWare is evaluated on-site by comparing the data entered with the documentation in the client file.
· The HIV Case Management Task Force meets every 2 years to review the Case Management Standards of Service and the case management forms package. The revised and improved standards and forms are implemented in the July revision. The revised forms are available on-line in English and Spanish and are available to be filled out online.
· The HIV Medical Case Management/Support Services Program updates important policy documents every 6 months (Jan. 1 and July 1 of each year) and makes new information available on the program website. 

III. CAREAssist Application Completion Initiative

The CAREAssist Application Completion QI initiative was begun in late 2012/early 2013 and focuses on two areas: (a) The program's ability to measure the length of time from the receipt of a completed CAREAssist application to the final disposition of the application and (b) improving the number of correctly completed applications received from clients via case managers. The base line data for the initiative shows that (a) it takes an average of 13 days for CAREAssist staff to complete the application process when a completed application is received and (b) 52% of the applications received are incomplete.


Improvement Interventions
· Three new fields were added to the CAREAssist database in October 2012.  Reports with these new fields are currently being developed and will be produced twice a year beginning July 1, 2013.
· A webinar about how to correctly complete a CAREAssist Application and Recertification form (CER) is currently being developed and will be delivered to all of the HIV case managers in the state in the fall 2013.

IV. Treatment Adherence
The program currently has two treatment adherence programs: (a) a Pharmacist-Led Treatment Adherence Program based at the HIV Care Coordination Center in Eugene (at the contractor site for 77% of Balance of State clients) and (b) a Medication Therapy Management (MTM) program in CAREAssist administered by the Pharmacy Benefits Manager (PBM), Ramsell. In 2012, reporting formats and mechanisms were developed so both programs began to report outcomes data on a regular basis. Improvement interventions will be developed in 2013 in response to the data reported.

Pharmacist-Led Treatment Adherence Program Outcomes (2012)
· 52 unduplicated clients received treatment adherence interventions.
· 17 unduplicated clients received a single consultation with the pharmacist.
· 25 unduplicated clients received ongoing consultation with an average of 7 consultations per client.
· 19 clients transitions from ongoing consultation provided by the pharmacist into ongoing treatment adherence support provided by their HIV Medical Case Manager (AIDS Certified Registered Nurse - ACRN).
· 97% of clients who received this service had a current CD4 and/or VL lab, in compliance with physician orders.
· 97% of clients who received this service had 1 or more visits with their HIV Medical Provider within the past 12 months.
· 60% of clients who received this service and transitioned back into HIV Medical Case Management had improved HIV disease/treatment adherence knowledge based on the pre and post test.
· Side effects or symptoms were improved in 47% of clients served.
· CD4 lab values improved in 42% of clients served.
· Good VL and/or CD4 (non-detectable VL and/or CD4 above 200) maintained in 53% of clients served.
· Use of adherence aids (alarms, pillboxes, messaging reminders, etc.) improved in 68% of clients served.
· Regimen changes made that required physician approval/support with 53% of clients.
· Remembering to refill medications notably improved in 21% of clients.
· The number of doses taken at the correct times improved in 20% of clients.

Medication Therapy Management (MTM) Program Outcomes (Jan-Mar 2013)
· Refill rate = 89.7%
· Average days late for refill in quarter = 3 days
· 15 instances of contraindicated ARV therapy were identified in the quarter.
· 11 were resolved after consultation with physician
· 4 are pending resolution	

V. Referrals

Prior to July 2012, case management referrals were primarily documented in the progress notes in a client's chart. While documentation of referrals and follow-up were recommended to be entered into CAREWare, the compliance rate with utilization of CAREWare was very, very low with most case managers not using the CAREWare Referral Module. The QI initiative goal is to increase the percentage of referrals that are documented in CAREWare. This will allow the program to not only measure the number of referrals being made but, more importantly, to measure the percentage of referrals that are successfully completed by the client.

Improvement Intervention:
Effective July 2012, new language was added to the Standards of Service stating that the Referral Module in CAREWare must be used for all referrals. Additionally, the new standard specifies that all referrals must have an initial follow-up documented in CAREWare within two weeks from the initial referral and that all referrals must have final status documented within 6 months from the initial referral.

Compliance with this standard has been added to the Site Visit protocol and reports on percentage of referrals with final status documented within 6 months will be run twice a year to monitor the outcomes of this initiative.
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[bookmark: _Toc311554975]Program Outcomes
Introduction to the data: There are two models of medical case management offered in Oregon Balance of State. The County-Led Medical Case Management model (33% of clients in case management in the Balance of State)  is the traditional public health nurse model of case management and is offered in Clatsop, Crook, Deschutes, Hood River, Jackson, Jefferson, Linn, Polk and Tillamook counties. With the exception of Deschutes (where there is a Nurse/Social Worker team), all of the case management (both nursing and social work) is provided by public health nurses. The Medical Care Coordination (MCC) Regional model (77% of clients in case management in the Balance of State) is a multi-disciplinary team medical case management model. Intake Coordinators and Care Coordinators are located in Care Coordination Centers and the majority of their non-medical case management services are delivered via telephone. AIDS Certified Registered Nurses (ACRNs) are located throughout the region and provide medical case management to high acuity clients. Low acuity clients receive only an annual Triage via telephone and do not receive medical or non-medical case management unless they answer "yes" to any Triage questions indicating a change in status, at which time they may receive an updated Care Coordination Screening/Acuity and/or RN Assessment/Acuity. High acuity clients receive an annual Care Coordination Screening and/or an RN Assessment.

The following data is combined between the two programs unless specifically designated "County Led" or "MCC Regional." If the data was triangulated and the mean reported, it is designated as "Combined."

Client-Level Health Outcomes


	Outcomes
	Indicators
	Data Source(s)
	2009
	2010
	2011
	2012

	Persons living with HIV/AIDS successfully access HIV case management services.
	Reported Living HIV/AIDS


Clients in Case Management

Percentage of clients in HIV case management

	HIV/AIDS Reporting System
(HARS)

CAREWare
(Combined)
	1,307



942


72%
	1,408



1,004


71%
	1,457



1,040


71%
	1,495



1,041


70%



	Outcomes
	Indicators
	Data Source(s)
	2009
	2010
	2011
	2012

	

Quality of life of CARE Act clients is improved or maintained over time.
	


Acuity Assessment Level



Clients with Acuity updated at least annually
	

CAREWare
Acuity 1
Acuity 2  
Acuity 3
Acuity 4





	


 29%
53%
15%
4%


76%

	


26%
57%
16%
1%


79%
	County-Led
CM[footnoteRef:1] [1:  County-Led Case Management Program is a Public Health RN case management model. Counties included in 2011: Clatsop, Crook, Deschutes, Douglas, Hood River, Jackson, Jefferson, Lincoln, Linn, Polk and Tillamook. The Regional Medical Care Coordination Model uses a different acuity scale and process.] 


23%
63%
13%
1%


84%
	County-Led
CM[footnoteRef:2] [2:  . Counties included in 2012: Clatsop, Crook, Deschutes, Hood River, Jackson, Jefferson, Linn, Polk and Tillamook.] 


20%
67%
13%
0%


81%

	
Disease progression among case managed clients is slowed or prevented over time.

	
CD4 of 200 or above

Viral load of 10,000 or below
	
eHARS

(CAREWare)[footnoteRef:3] [3:  Reported by Medical Case Managers in CAREWare. Compares lab outcomes for clients in case management vs. statewide in surveillance database.] 


	
78% 

78%
	
81% (87/%)

80% (90%)
	
81% (87%)

82% (92%)
(Combined)
	
83% (88%)

84% (93%)
(Combined)

	
Proportion of clients accessing primary health care services increases over time.
	
Clients with primary care provider reported

	

CAREWare

	

93%
	

95%
	Combined

98%
	Combined

98%



	Proportion of clients who have primary medical treatment payer increases over time.
	Clients reporting a primary medical treatment payer


	

CAREWare


	

90%
	

93%
	Combined

96%
	Combined

95%

	Outcomes
	Indicators
	Data Source(s)
	2009
	2010
	2011
	2012

	
Number of clients adhering to HIV medications regime increases over time.
	


Adherence Stage 1
Adherence Stage 2
Adherence Stage 3
Adherence Stage 4

Adherence assessment reported
	


CAREWare





CAREWare
	


69%
15%
13%
2%


88%
	


69%
17%
10%
4%


89%
	County-Led CM

73%
14%
9%
5%


94%
	County-Led CM

73%
11%
9%
7%


97%

	
Primary care services meet HIV-related treatment standards.
	
Reported CD4 or VL within the last 12 months.

	

CAREWare


	

83%

	

84%

	Combined

95%
	Combined

86%

	
Clients are finding out their HIV status early in their disease progression.

	
AIDS status of newly reported HIV diagnosis (% who also have AIDS).
	

eHARS
	

39%

	

36%
	

30%
	

47%

	
Clients are getting into CAREAssist (and treatment) early in their disease progression.

	
AIDS status of newly enrolled CAREAssist clients. (% who have AIDS).
	


eHARS
	


53%
	


47%
	


53%
	


56%

	
MCC Regional: Clients remain in medical case management.
	
Total number of active clients "lost to follow-up" over 12 months period.
	

CAREWare
(MCC Regional)
	

N/A
	

N/A
	

1.3%


	

1.3%
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1. HIV/AIDS cases living 12 months after the end of the quarter who had a CD4 or viral load in the first months after the end of the quarter and a CD4 or viral load test in the subsequent six months.

 2009 = 57%        2010 = 56%        2011 = 55%        2012 =52%         

2. HIV/AIDS cases living 12 months after the end of the quarter who had either (1) a CD4 test in the first six months after the end of the quarter and a CD4 test in the subsequent six months or (2) a viral load test in the first six months after the end of the quarter and another viral load test in the subsequent six months.

 2009 = 56%          2010 = 56%        2011 = 54%        2012 = 53%

3. Number of individuals newly reported with HIV infection who also have an AIDS diagnosis.

  2009 = 39%          2010 = 36%        2011 = 30%        2012 = 47%

4. Number of individuals newly reported with HIV infection (not AIDS) who progress to AIDS diagnosis within 12 months of HIV diagnosis.

 2009 = 20%          2010 = 38%        2011 = 30%        2010 = 30%

5. Number of individuals who die within 12 months of HIV diagnosis.

 2009 = 1.4%          2010 = 3%        2011 = 2.5%        2012 = 2.6%



6. Total number of persons with a viral load of 10,000 or below (log 4.0) (N) vs. number of people in database who had at least one viral load test in the 12 months prior to the end of the quarter date (D)

  2009 = 78%          2010 = 80%        2011 = 82%        2012 = 84%

7. Total number of who have a CD4 of 200 or above (N) vs. number of people in database who had at least one CD4 test in the 12 months prior to the end of the quarter date (D)

  2009 = 78%          2010 = 80%        2011 = 81%        2012 = 83%
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Quality Assurance/Process Evaluation
	Outcomes
	Indicators
	Data Source(s)
	2009
	2010
	2011
	2012

	

Ryan White Program funds are used as payer of last resort.
	

Update income eligibility annually (beginning in 2012 - update every 6 months)

	

CAREWare
(Combined)


	

98%


	

95%
	

97%
	

99%

	
Clients accessing CAREAssist services will have access to a case manager.

	
Clients with a case manager listed in their record.
	

CAREAssist
	

85%
	

80%
	

80%
	

85%

	
County Led: All clients in case management will receive at least one Nurse Assessment per year.

	
Client receiving at least one RN Assessment or Re-assessment and documentation completed.
	

CAREWare
(County Led)

Chart Review

	

71%
	

79%


97%
	

64%


94%
	

56%


98%

	
MCC Regional: All new clients will have an RN Assessment & RN Acuity.

	
Clients receiving RN Assessment & Acuity and documentation completed.

	
CAREWare
(MCC Regional)

Chart Review
	
N/A
	
N/A
	
88%


100%
	
81%


100%

	
MCC Regional: All new clients will have a CC Screening & CC Acuity.
	
Clients receiving CC Screening & Acuity and documentation completed.
	
CAREWare
(MCC Regional)

Chart Review
	
N/A
	
N/A
	
95%


100%
	
79%


100%

	
MCC Regional: All CC Acuity 1 or 2 clients will have an Intake/Update service entry within the past 12 months.

	
CC Acuity 1 or 2 clients receiving an annual Update have a service entry completed.
	


Chart Review
	


N/A
	


N/A
	


89%


	


76%

	
MCC Regional: All CC Acuity 1 or 2 clients will have a CC and RN Triage service entry within the past 12 months.

	
CC Acuity 1 or 2 clients receiving a CC and RN Triage will have a service entry completed.
	


Chart Review
	


N/A
	


N/A
	


100%
	


78%

	
MCC Regional: All CC Acuity 3 and 4 clients will have a CC Screening and Acuity service entry within the past 12 months.

	
CC Acuity 3 and 4 clients will receive an annual CC Screening and have an updated Acuity service entry completed.
	
CAREWare
(MCC Regional)

Chart Review
	
N/A
	
N/A
	
92%


100%
	
69%


83%

	
MCC Regional: All CC Acuity 3 clients will have a CC contact within the past 30 days.


	
CC Acuity 3 clients receive a CC contact every 30 days with service entry completed.
	

CAREWare
(MCC Regional)
	

N/A
	

N/A
	

91%
	

88%

	
MCC Regional: All CC Acuity 4 clients will have a CC contact within the past 14 days.

	
CC Acuity 4 clients receive a CC contact every 14 days with service entry completed.
	

CAREWare
(MCC Regional)
	

N/A
	

N/A
	

100%
	

100%

	
County Led: All clients in HIV Medical Case Management will have a current Care Plan in their file.

	
Clients receiving HIV Medical Case Management have an updated Care Plan documented either on the Care Plan form or using the CAREWare template.

	



CAREWare
(County Led)
	



87%
	



88%
	



90%
	



97%

	
MCC Regional: All RN Acuity 3 and 4 clients will have a current Nursing Care Plan.

	
RN Acuity 3 and 4 clients will have an updated (based on acuity level) Nursing Care Plan using CAREWare template.

	


Chart Review
	


N/A
	


N/A
	


100%
	


100%

	
MCC Regional: All RN Acuity 3 and 4 clients will have received an RN intervention in the RN Focus areas based upon need.


	
RN Acuity 3 and 4 clients will have an received an RN intervention and the service entered.

	
CAREWare
(MCC Regional)

Chart Review
	
N/A
	
N/A
	
92%


100%
	
91%


100%

	
MCC Regional: All RN Acuity 3 and 4 clients will have an RN Assessment and Acuity service entry within the past 12 months.

	
RN Acuity 3 and 4 clients will receive an annual RNAssessment and have an updated Acuity service entry completed.
	
CAREWare
(MCC Regional)

Chart Review
	

N/A
	

N/A
	
91%


100%
	
71%


89%

	
MCC Regional: All RN Acuity 3 clients will have an RN contact within the past 30 days.

	
RN Acuity 3 clients receive an RN contact every 30 days with service entry completed.
	

CAREWare
(MCC Regional)
	

N/A
	

N/A
	

82%
	

81%

	
MCC Regional: All RN Acuity 4 clients will have an RN contact within the past 14 days.

	
RN Acuity 4 clients receive an RN contact every 14 days with service entry completed.
	

CAREWare
(MCC Regional)
	

N/A
	

N/A
	

100%
	

100%
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CAREAssist Quality Improvement Data

1. Percentage of total active clients who leave CAREAssist for all reasons (death, moving out of state, moved to another insurer, got a job with insurance, not paying cost-share or not re-certifying.)

 2009 = 10%        2010 = 15%        2011 = 12.5%       2012 = 12%

2. Of those who left, percent of clients who lose benefits because of not paying cost share or not re-certifying.

 2009 = 24%        2010 = 26%        2011 = 19%        2012 = 26%

3.  Average percent of clients who have “Restricted” status during the year.

 2009 = 1.8%        2010 = 1.75%        2011 = 4%        2012 = 10%


4. Clients who were in the Bridge program (pays for medications and medical care while client is in process of getting insured) and have successfully enrolled in CAREAssist.

 2009 = 87%        2010 = 79%        2011 = 71%        2011 = 91%

5. Number of CAREAssist clients who re-certified every six months.

 2009 = 97%        2010 = 96%        2011 = 95%        2012 = 97%
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