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Quality Management - An Overview

The Institute of Medicine defines quality as "the degree to which health services for
individuals and populations increase the likelihood of desired health outcomes and are
consistent with current professionalknowledge."

Quality Assurance vs. Quality Improvement

Quality Assurance Quality Improvement

Motivation Measuring compliance Continuously improving
with standards process and health

outcomes

Attitude Required, reactive Chosen, proactive

Focus Outliers: "bad apples," Processes, Systems
Individuals

Responsibility Designated Staff All Staff

Examples Chart review, peer review, | PDSA Cycles, Pilot Testing
Audits

Models of Quality Improvement

There are numerous models for quality improvement used in healthcare. The Broward
EMA utilizes the Model for Improvement as the framework to guide quality improvement
work.

The Model for Improvement was developed by Associates in Process Improvement and is
utilized by the Institute for Healthcare Improvement (IHI).



THE MODEL FOR IMPROVEMENT*

What are we trying to
accomplish?

AIM. Determine which specific oufcomes
you are trying fo change.

How will we know that a change 1s
an mmprovement?

s MEASURES. Ideniify appropriate measures fo
frack your SUCCess.

What change can we make that will
result in an improvement? LI
CHANGES. identify key changes that you will actually fest.

Multiple PDSA Cycles:

Hunches, theories and ideas for
changes that result in improvement.

4
M

A vital component of this model is the creation of an aim statement to guide the
improvement process.

The Model for Improvement utilizes PSDA (Plan-Do-Study-Act) cycles to implement and
test changes on a small scale.



What is Quality Management?

Under the Ryan White HIV/AIDS Program, quality management is a series of activities that
focus on enhancing the quality of HIV care provided and increasing access to services.
These efforts concentrate on how health and social services meet established professional
standards and user expectations.

HRSA Requirements
All Ryan White HIV/AIDS Programs (RWHAP) are required to have a clinical quality
management (CQM) program to:

e Assess the extent to which HIV health services provided to patients, under the
grant, are consistent with the most recent Public Health Service guidelines,
(otherwise known as the HHS Guidelines) for the treatment of HIV disease and
related opportunistic infections; and

e Develop strategies for ensure that such services are consistent with the guidelines
for improvement in the access to and quality of HIV services.

Components of a Quality Management Program
Within the Broward EMA, all Part A-funded subrecipients are expected to have a written
guality management program structured to include three major components:

Performance
Measurement

Infrastructure
to assess
quality

Quality
Improvement

QM

Program

QM Program infrastructure must demonstrate:
e Leadership involvement and support
e Dedicated staffing and resources
e Stakeholder and consumer involvement
e Quality Management Plan
e Evaluation Plan



The Quality Management Program should be guided by the Quality Management Plan.
Resources to assist with the development and evaluation of a Quality Management
Planare presented in the next sections of this tool kit.

Performance Measurement

Performance measurement is the process of collecting, analyzing, and reporting
datapertaining to patient care, health outcomes, and patient satisfaction.
Subrecipient agencies should select measures that best assess the services
provided.

Performance Measures can include:

e HAB Indicators
e HIV Care Continuum
e Broward Outcomes and Indicators

It is also essential for subrecipients to collect and analyze performance measure data
that allows for inspection and improvement of health disparities across different target
populations.

To optimally support quality improvement activities, data collection for the QM
performance measures should occur guarterly, at a minimum.

Quality Improvement

Quiality improvement, including but not limited to patient services, entails the
development and implementation of activities to make changes to the program in
response to quarterly performance data results.

Within the Broward EMA, all Part A -funded subrecipients are required to implement a
minimum of one annual quality improvement activity that is aimed at enhancing patient
care.

The Quality Management Plan
The QM Program should be driven by the Quality Management Plan.

The basic elements of a QM plan are:
- Quality Statement
- Quality Improvement Infrastructure
- Performance Measurement
- Annual Quality Goals
- Stakeholder participation
- Evaluation



Quality Statement
What do we want to be?

A quality statement describes the purpose of the HIV quality program. It is the end to
which all other program activities are directed. Some programs may refer to this as their
guality mission statement, others, as their guiding purpose for quality activities. To write
a quality statement for the quality management plan, quality teams must assume an
ideal world and ask themselves, "What do we want to be for our patients and our
community?"

Quality Management Infrastructure
How are we organized?

The quality management infrastructure describes how the program is structured and
staffed to get work done:

e Leadership: Who is ultimately responsible for the HIV program's
gualityinitiatives?

e Quality committee/ workgroup structure: Who chairs the HIV quality
committee/workgroup? Which staff serves on the quality committee/workgroup?

e Quality committee/workgroup meeting frequency: When will the quality
committee/workgroup meet to assess progress and plan future activities?

e Quality committee/workgroup reporting: What is the relationship of the
guality committee/workgroup to the facility at large? How will the quality
committee/workgroup communicate its progress to staff and consumers?

Remember that while there is an "I" in quality, it works best when done as a team.

Performance Measurement
How can we measure how we are doing?

Performance measurement is a method for identifying and quantifying the critical aspects
of care within your facility. This is essential to assembling baseline performance data and
measuring the effectiveness of improvement efforts over time.

Most HIV quality programs assess progress using quality of care indicators. A quality-of-
care indicator is a measured aspect of patient care used to evaluate the extent to which a
facility provides HIV treatment and care services. Generally, indicators are based on
specific standards of care derived from guidelines issued by a professional society and/or
government agency. For example, the frequency of viral load tests is an indicator of how
well a facility conducts HIV monitoring. Based on current guidelines, a viral load test



should be conducted at entry to care, two to eight weeks following antiretroviral treatment
(ART) initiation and every three to SiX months, thereafter
(https://aidsinfo.nih.gov/guidelines/htmltables/1/7267).

To identify aspects of care for performance measurement, quality teams should consider
four main criteria:

¢ Relevance: Does the indicator relate to a condition that occurs frequently or has a
great impact on the patients at the facility?

e Measurability: Can the indicator realistically and efficiently be measured given the
facility's resources? Is the indicator reportable from PE?

e Improvability: Can the performance rate associated with the indicator realistically
be improved given the limitations of available clinical services and the patient
population?

e Accuracy: Is the indicator based on accepted guidelines or developed through
formal group decision-making methods?

If a quality team answers "no" to any of the above questions, the indicator— while still
relevant to patient care—is probably either too difficult to measure or less than critical to
patient care. On the other hand, if all the questions are answered, "yes," the team has
most likely detected a viable indicator that is a useful measurement resource.

Annual Quality Goals
What are the priorities for the quality program?

Quiality goals are endpoints or conditions toward which the facility will direct its efforts and
resources during project work. Quality goals help staff focus on improving aspects ofcare.
While an HIV program can measure several key performance indicators, the available
resources for quality improvement work might limit the HIV program to conduct one to
three quality improvement projects per year. One function of the quality committee is to
work with staff and stakeholders to develop annual goals so that they are understood and
embraced by everyone in the organization. Prioritization helps the organization direct
resources toward high priority patient needs and outcomes. The following three criteria
can be helpful to a quality committee in prioritizing annual HIV-specific improvement
goals:

* Frequency: How many patients received and how many did not receive the standard
of care?

« Impact: What is the effect on health outcomes if patients do not receive the standard
of care?



« Feasibility: Can something be done about the identified inconsistency with available
resources?

Participation of Stakeholders
How will the organization engage staff members and consumers in the process of
gualityimprovement?

If HIV quality improvement activities are to become incorporated into the structure of an
organization, provisions need to be outlined in the quality management plan for actively
engaging staff and consumers, consistently communicating information about quality
improvement activities, and regularly providing opportunities for learning aboutquality.
More specifically, the quality committee and organizational leadership will needto:

e Engage staff and consumers: Gaining staff and consumer support for quality
improvement requires capturing and integrating their voices. The needs and
expectations should be understood, and their feedback must be reflected in the
qguality improvement management plan. To accomplish this, the quality
committee should seek staff and consumer input to the extent feasible. Staff
meetings and other informal one-on-one discussions are both appropriate
methods. A short questionnaire might be developed and circulated.

e Communicate information about quality improvement activities: Staff and
consumers must know about the facility's quality initiatives on an ongoing basis.
A quality management plan should document how the organization will share
information about its quality activities and disseminate results.

 Provide opportunities for learning about quality: Because staff members
ultimately bring the quality management plan to life, staff will likely require training
and education on quality concepts and skills. The quality management plan
should describe how the facility intends to provide staff training and learning
opportunities. Options include self-study of quality manuals and qualityposters or
attendance at formal training sessions about quality. These learning interventions
can also be shared with consumers. Organizations should also consider inviting
consumers, trained in quality, to participate as quality trainers.

Evaluation
How will the organization evaluate its overall performance as a quality program?



Performance measurement provides hard data about improvements to care delivery over
time, but it is also essential to assess how efficiently and effectively the program is
operating. There are two areas to consider in program evaluation:

e Quality improvement projects conducted during the year: The projects should
be a "value-driven" investment in the facility's quality of care and result in
improvements that are sustainable over time.

o Effectiveness of the quality management plan: The quality plan should provide
the vision and organizational process required to evaluate the effectiveness of the
entire quality program.

Quality Management Review Tool

Domain in QM | Description Program's Self-

Plan Rating

Quality Provide brief purpose describing the end o Satisfactory

Statement goal of the HIV quality program and a o Needs
shared vision to which all other activities Improvement

are directed; assume an ideal world and 0 Missing
ask, "What do we want to be for our
patients and our community?"
Quality The quality infrastructure includes the o Satisfactory
Infrastructure following elements: o Needs
1. Leadership: Identifies who Improvement
isresponsible for the quality o Missing

management initiatives

2. Quality committee/workgroup(s)
structure: Documents who
serveson the quality
committee/workgroup, who
chairs the committee/workgroup,
and who coordinates the QM
activities

3. Roles and Responsibilities:
Defines all key persons,
organizations, and significant
stakeholders and clarifies
theirexpectations for the
guality management program

4. Resources: Identifies the

resources for the QM program




Domain in QM | Description Program's Self-
Plan Rating
Annual Quality e Quality goals are endpoints or o Satisfactory
Goals conditions toward which the quality o Needs
program will direct its efforts and Improvement
resources 0 M|Ss|ng
e Select a few measurable and
realisticgoals annually (not more
than 5); use a broad range of goals
e I|dentify the annual goals as
established priorities for the QM
program
e Establish thresholds at the
beginning of the year for each goal
Participation of e Listinternal and external o Satisfactory
Stakeholder stakeholders and specify their o Needs
engagement in the QM program Improvement
* Provide learning opportunities for o Missing
staff and consumers to learn about
quality improvement
e Include community representation in
the QI process, as appropriate
e Identify and quantify how feedback
is gathered from key stakeholders
Performance ¢ Identify and quantify the critical o Satisfactory
Measurement aspects of care and services o Needs
provided in the organization; ensure Improvement
integration with other titles or o Missing

accrediting bodies; utilize the
Program Assessment Rating Tool
(PART) to:

e Measure and identify unmet patient
needs

e Identify indicators to determine the
progress of the QM program

e Identify staff who will conduct
planning and develop tools to
collect and analyze data

e |dentify staff accountable for

collecting, analyzing, and reviewing

10



Domain in QM
Plan

Description

Program's Self-
Rating

performance data results and
forcommunicating findings

e Develop strategies on how to report
and disseminate results and
findings and communicate
information about quality
improvement activities

e Design and maintain a process to
use data to develop new QI
activitiesto address identified gaps
in care and service delivery along
the HIV care continuum and HIV
disease
management pathway

Capacity
Building

e Engage providers and staff in QI-
capacity building activities
includingperformance
measurement systemsand QI
activities

e Identify methods for QI
trainingopportunities

e Provide technical assistance and
support to providers and staff on
Qland all QI initiatives

¢ Document how data are shared
anddiscussed with providers and

key stakeholders

o Satisfactory
o Needs

Improvement
o Missing

Evaluation

e Evaluate the effectiveness of
theQM/QI infrastructure to
decide whether to improve
how qualityimprovement work
gets done.

e Evaluate QI activities to determine
whether the annual quality goals
forQI activities are met

* Review performance measures to
document whether the measures
areappropriate to assess the

clinical andnon-clinical HIV care

o Satisfactory
o Needs

Improvement
o Missing

QM Plan
Implementation

e Specify timelines for
implementationto accomplish those
goals — workplan

Satisfactory
Needs
Improvement

o 0O

11



update QM Plan

QM plan at least annually

e Specify accountability — list staff
who will initiate process to
update/revise plan

e Develop a sign-off process to
finalize plan; potentially include
internal/external stakeholders;
include signatures of key
stakeholders

Domain in QM | Description Program's Self-
Plan Rating
e Specify accountability for o Missing
implementation steps
e Provide milestones and
associatedmeasurable
implementation objectives
Process to » Identify routine schedule to update o Satisfactory

o Needs
Improvement

o Missing

Communication

e OQOutline process to share
information with all stakeholders at
appropriate intervals

e Identify format of communication

e Identify communication intervals

o Satisfactory
o Needs

Improvement
o Missing

Formatting

e Create a concise and easy-to-follow
layout; include page numbers and a
table of contents

¢ Document all updates made to the
plan that is easily viewed with
corresponding dates

o Satisfactory
o Needs

Improvement
o Missing

Materials Adapted From:
e Source: Langley GL, Nolan KM, Nolan TW, et al. The improvement guide: a
practicalapproach to enhancing organizational performance. San Francisco:
Jossey-Bass; 1996

e HIVQUAL Workbook: Guide for Quality Improvement in HIV Care (2006,

September).

12



Developed by the New York Department of Health AIDS Institute for the U. S.
Department of Health Resources and Services Administration HIV/AIDS
Bureau.Accessible at https://targethiv.org/library/hivqual-workbook-0

Additional Resources for Quality, and Quality Management:

HIVQUAL Workbook: Guide for Quality Improvement in HIV Care (2006,
September). Developed by the New York Department of Health AIDS Institute for
the U. S. Department of Health Resources and Services Administration HIV/AIDS
Bureau. Accessible at https://targethiv.org/library/hivqual-workbook-0

Measuring Clinical Performance: A Guide for HIV Health Care Providers (2006,
January). Developed by the New York Department of Health AIDS Institute for the
U. S. Department of Health Resources and Services Administration
HIV/AIDSBureau. Accessible at https://www.targethiv.org/library/measuring-
clinical- performance-quide-HIV-health-care-providers
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http://www.targethiv.org/library/measuring-clinical-

Closing the Gap between Linkage to Care and
Retention in Care to Achieve Undetectable HIV
Viral Load Status

The Broward EMA Ryan White Part A Program quality improvement focus for FY 2024-
2025 is closing the gap between linkage to and retention in HIV care and viral suppression
specifically among subpopulations including but not limited to: Black-African American,
Non-Hispanic/Latinx, Cis-Gender Adolescent Adult Males and Females who acquired HIV
infection due to heterosexual contact, Hispanic/Latinx Adolescent Adult MMSC, and
White Non-Hispanic/Latinx Adolescent Adult MMSC. Quality Improvement Projects
(QIPs) must be developed with a focus on addressing this gap. The CDC defines linkage
to care as having one or more documented CD4 or viral load tests within 30 days (1
month) of HIV diagnosis. The CDC also defines retention in care as persons with
diagnosed HIV who had two or more CD4 or viral load tests, performed at least three
months apart. Undetectable HIV viral load is defined as less than 200 copies/mL and
should be achieved in most all clients within 2 to 6 months of starting antiretroviral therapy.
Successful patient adherence to viral load therapy results in greater than a one log decline
in HIV viral load within the first 2 months of therapy.

Linkage to care and retention in HIV care remain common issues which negatively impact
clients’ ability to achieve viral suppression or undetectable status. Research has shown
that mortality risk is 71% higher among patients with one or more missed visits in their
first year of HIV care. Insufficient linkage, retention, and engagement in HIV care in the
U.S. is a product of multilevel barriers. Identifying these barriers is a primary step towards
closing the gap between linkage and retention in care. Interventions at the patient and
system level can help reduce the multilevel barriers to linkage and retention to care. The
following are examples of interventions:

Patient-level Interventions System-level Interventions
Patient navigation services Technical Assistance
Behavioral therapy Infrastructure development
Peer navigation or case management Developing new or strengthening external
partnerships

Additional Resources:

e American Psychological Association. (2020, March). Interventions to enhance
linkage and retention in HIV care services. Psychology and AIDS Exchange
Newsletter. Accessible at
http://www.apa.org/pi/aids/resources/exchange/2020/03/interventions

¢ Understanding the HIV Care Continuum. (2019, July). Developed by the

14


https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3739947/
http://www.apa.org/pi/aids/resources/exchange/2020/03/interventions

National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention Division
of HIV/AIDS Prevention. Accessible at
https://www.cdc.gov/hiv/pdf/library/factsheets/cdc-hiv-care-continuum.pdf
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https://www.cdc.gov/hiv/pdf/library/factsheets/cdc-hiv-care-continuum.pdf

STEP 1: GEARING UP FOR QIPs

Learning Objectives:
e Examine agency performance measurement data
e Identify areas for improvement

Data-Informed Quality Improvement
Quiality improvement should be informed and guided by data.

Look at the data at kALY
least quarterly

Performance stable, or a trend?
Compared to other grantees?

Which areas need improvement?

What are our priorities for
improvement?

Decide how to act
on the data

Identify project team
Define improvement goal

Begin

improvement work

Data Sources

The Broward RWHAP program utilizes Provide Enterprise (PE) as the HIV management
information system. PE has many features that enable providers to review performance
data at the agency level, including the Continuum of Care Report, HAB Measures Report,
and Local Outcomes and Indicators. Instructions for utilizing PE to generate reports can
be found in Appendix A: PE Reporting Guide.

Continuum of Care
The Continuum of Care Report shows the number of clients achieving a specific
Continuum of Care step. The steps are calculated as follows:

1. Total Clients: Clients that have received at least one service from the selected
service category(s) in the reporting period. This number can be greater than

16



People with HIV as it includes some clients who may have had a provisional
HIV diagnosis at the time of service but were not people with HIV.

2. HIV+ Clients: People with HIV who have received at least one service from
theselected service category(s) in the reporting period.

2. Ever in Care: People with HIV who have ever had medical care service* documented.
3. In Care: People with HIV who had medical care withinthe reporting period.

4. Retention in Care: People with HIV who had two or more medical care services* at
least three months apart inthe reporting period.

5. On ARV: People with HIV who have documented ARV Therapy at any
timeduring the reporting period.

6. Virally Suppressed: People with HIV who have less than 200 copies/mL in their
most recent viral load assessment, as ofthe end of the reporting period.

*Medical Care Service = Medical Visit, Prescription Pickup, Viral Load or CD4 lab

Continuum of Care data can be compared to systemwide Continuum of Care Data,
previous year’s agency Continuum of Care data, or National HIV/AIDS Strategy (NHAS)
goals.

HAB Measures

The HAB Measures Report shows the portion of clients achieving the specified HAB
measure in the measurement period. HAB measures are developed by HRSA HAB. The
Broward EMA utilizes a selection of HAB measures to serve as process and outcome
measures. A full listing of HAB measures can be found at https://hab.hrsa.gov/clinical-
guality-management/performance-measure-portfolio.

HAB measures data can be compared to EMA-wide HAB measures, previous
year'sagency data, or internal agency goals.

Local Outcomes and Indicators

Local outcomes and indicators are designed by the HIV Health Services Planning Council
(HIVPC). Each measure has a specified target rate. These measures are service
category- specific.

Local outcomes and indicators data can be compared to EMA-wide Local Outcomes and
indicators data, previous year’s agency data, or internal agency goals.

17



Other Data Sources

PE provides a variety of quantitative data
(numeric data). There is a multitude of other
guantitative data sources that can inform
quality improvement activities, including
EMR/EHR data, scheduling data; chart
reviews; client surveys.

(uantitative Hethods (ualitative Methods
Excited.

Tnly ohe in 30 ke | | Vet did you feel
the free ice cream. | | when you saw the
Interesting.. \f_re_e ice creamlf\ 4 little scared.

And why was that!

Qualitative, or descriptive, data can also
be useful in quality improvement.
Qualitative data sources can include focus
groups, staff, or client feedback.

https.//www.etouchpoint.com/uncovering-actionable-
insights-in-your-cx-comments/

Elements that Influence Project Selection
e External Factors
» National goals or collaborative
= HIV Continuum of Care
= Ending the HIV Epidemic (EHE)
= end+disparities ECHO collaborative
= Patient-Centered Medical Home
> Regional or statewide activities
» Local or citywide activities
e Internal
» Mission/Vision of your agency
» Leadership’s priorities and commitment
» Staff availability and involvement
»  The voice of the consumer
e Resources
» Staff — Who needs to participate? How many?
» Time — How much time each day? How much time overall?
» Dollars — Will the project cost anything? Are funds available?
» Training — Is training needed? Who will provide?
e Impact - Will the project impact a few clients or many?
e Ease of implementation — Do you have the resources to accomplish the project?
» Technical feasibility
» Economic feasibility
» Regulatory feasibility

18



» Schedule feasibility
» Operational feasibility

A Brainstorm, Priority Matrix or Force Field Analysis may be helpful in selecting a project
and generating consensus among stakeholders.

19


https://targethiv.org/user/login?destination=/library/choosing-improvement-project

Checkpoint 1: Identify Focus Areas for Quality

Improvement Projects

QIPs aim to improve the quality of care provided to consumers within the EMA. The goal
for all consumers within the EMA is sustained retention in care. There are many issues
faced by consumers that impact their ability to achieve sustained retention in care.

Download document here.

Please identify one to three areas that could be targeted with a QIP.

Issue:

Clients who are unsuccessful in becoming
undetectable or virally suppressed

Prevalence/Frequency/Incidence:

Populations(s) affected:

Seriousness/Urgency:

Available data sources:

Possible interventions:

Current interventions:

20


https://www.dropbox.com/scl/fi/chvn5jdi20lgdth2ymbvx/FY2024-2025-Checkpoint-1-Template.pdf?rlkey=6hkjazlnk6ljm2t9xq6l6wv35&dl=0

Materials Adapted From:

e Schlueter, J., Washington, E., & Moore, J. (2019, November 21). Choosing
anlmprovement Project. Retrieved from TargetHIV:
https://targethiv.org/library/choosing-improvement-project

e Healthy People 2010 Toolkit: A Field Guide to Health Planning. Developed by
thePublic Health Foundation, under contract with the Office of Disease
Prevention and Health Promotion, Office of Public Health and Science, U.S.
Department of Health and Human Services

21



Step 2: Identifying the Problem;
Fishbone/Driver Diagrams

Learning Objectives:
e Construct a driver diagram
¢ Identify modifiable and non-modifiable factors

Modifiable vs. Non-Modifiable Factors

Quality improvement and PDSA cycles involve making a change to improve the quality of
care; however, due to various constraints, not all changes are possible. We can consider
the things we want to change as modifiable or non-modifiable factors.

A modifiable factor is something possible to change. Examples of modifiable factors could
include:

e The organization of chairs in the agency waiting room
e How staff greet clients
e Intake forms to using inclusive language for transgender individuals

Some factors are modifiable but would be difficult to change due to organizational,
financial, or other constraints. For example, a clinic may wish to have a separate waiting
room for adolescent clients; however, this is not feasible due to space constraints.

A non-modifiable factor is something that is not possible to change. Many non-modifiable
factors are at the client level. Examples of a non-modifiable factor include:

e Client gender, race, ethnicity, socioeconomic status

e Where a client lives

e Procedures and processes that are mandated by funders, local, state, or federal
authorities

It is useful to consider modifiable and non-modifiable factors when developing a driver
diagram.

22



Checkpoint 2: Driver Diagram

A driver diagram is a visual display of a team’s theory of what “drives” or contributes to
the achievement of a project aim. This clear picture of a team’s shared view is a useful tool
for communicating with a range of stakeholders where a team is testing and working.

A driver diagram shows the relationship between the overall aim of the project, the
primary drivers (sometimes called “key drivers”) that contribute directly to achieving the
aim, the secondary drivers that are components of the primary drivers, and specific
change ideas to test for each secondary driver.

Primary drivers are the most important influencers on the aim, and you will have only a
few (we recommend 2 to 5). Secondary drivers are influencers on (or natural subsections
of) the primary drivers, and you may have many. As you identify each driver, establish a
way to measure it.

Remember: It is unlikely that a single individual has a clear view of an entire complex
system. When developing a driver diagram, enlist the help of team members who are
familiar with different aspects of the system under review. Download document here.
Adapted from: QI Essentials Toolkit: Driver Diagram, Institute for Healthcare Improvement
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https://www.dropbox.com/scl/fi/kejuvlwn50pyzsap2o5ez/FY2024-2025-Checkpoint-2-Template.pdf?rlkey=3vivlbxv13xxsazdn39kkhese&dl=0

Instructions

1) On the left, list the project aim (keep it general for this activity, such as
“‘increaseappointment attendance”) and draw a box around it.

2) To the right of the aim, list a few “primary drivers” — the most significant high-level
influencers on the aim you have identified. Draw a box around each of the primary
drivers and draw lines to connect the primary drivers to the aim.

3) To the right of each primary driver, list as many “secondary drivers” as you can think
of that influence the primary driver. Draw a box around each secondary driver and
draw lines to connect the secondary drivers to the primary drivers. Note: Secondary
drivers can connect to more than one primary driver.

*Tip: To show strong relationships, use solid lines, to show weaker relationships,
usedotted lines.
4) To the right of each secondary driver, list specific change ideas you will test to

influence the secondary driver. Note: Change ideas can connect to more than
onesecondary driver.

5) Use different colored highlighters to identify modifiable and non-modifiable primary
and secondary drivers.
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Example: Driver Diagram

Alb: Far 90% of staff and
service users to report 100%
satisfaction with the care they
give and receive respectively,
by December 2018

https.//qi.elft.nhs.uk/wp-content/uploads/2019/03/reshaping-driver.png
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Specific Ideas to Test or

Change Concepts
Secondary Drivers
Primary Drivers
| — —
Aim /

— . .
— — A
—| — .

| — :
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Materials Adapted From:

e QI Essentials Toolkit: Driver Diagram, Institute for Healthcare Improvement.
Accessible at: http://www.ihi.org/resources/Pages/Tools/Quality-Improvement-
Essentials-Toolkit.aspx

Additional Resources:

e Don Goldmann: How do you use a driver diagram? Institute for
HealthcarelImprovement. Accessible at: https://youtu.be/yfcE_Q-IRFg

e Excel Driver Diagram Creator (downloadable from Google Drive)
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http://www.ihi.org/resources/Pages/Tools/Quality-Improvement-
http://www.ihi.org/resources/Pages/Tools/Quality-Improvement-
https://youtu.be/yfcE_Q-IRFg
https://drive.google.com/file/d/1zGcz9j9krB2ka5Wzsz3-qwDMgfCihcJ_/view

Learning Objectives:
e Construct an aim statement
e Determine quality measures for upcoming QI project
e Analyze strategies to address the identified problem being studied in the QI
project.

Tips for Setting Aims

1. Clearly define your aim. This is not always as easy as it sounds. Just improving is
nota clear enough objective to engage and motivate your team to improve. Having a
‘How much” and “by when” aim may seem ambitious; however, it is much better to not
quite fulfill your aim than to not have any significant measurable improvement because
of an ambiguous aim.

2. Include numerical goals that require a fundamental change to the system.
Teams are more successful when they have clearly, focused aims. Setting numerical
goals clarifies the aim, helps to create tension for change, directs measurement, and
focuses on initial changes. For example, the aim “Reduce waiting room time” is not as
effective as “Reduce patient appointment wait time for a provider by 50% within 12
months.” Including numerical goals not only clarifies the aim, but also helps team
members beginto think about what their measures of improvement will be, what initial
changes they might make, and what level of support they will need.

3. Set stretch goals. A “stretch” goal is one to reach within a specific time. Setting
stretch goals such as “Reduce patient appointment wait time for a provider by 50%
within 12 months” communicates immediately and clearly that maintaining the status
guo is not an option. Effective leaders make it clear that the goal cannot be met by
tweaking the existing system. Once this is clear, people begin to look for ways to
overcome barriers and achieve stretch goals.

4. Avoid aim drift. Once the aim has been set, the team needs to be careful not to
backaway from it deliberately or “drift” away from it unconsciously. The initial stretch
goal “Reduce patient appointment wait time for a provider by 50% within 12 months” can
slipalmost imperceptibly to “Reduce patient appointment wait time for a provider by
40%” or “by 20%.” To avoid drifting away from the aim, repeat the aim continually. Start
each team meeting with an explicit statement of aim, for example, “Remember, we're
here to
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reduce patient appointment time for a provider by 50% within 12 months,” and then
review progress quantitatively over time.

5. Be prepared to refocus the aim. Every team needs to recognize when to refocus its
aim. If the team’s overall aim is at a system level (for example, “Increase domestic
violence screening by 30% within 12 months”), team members may find that focusing
for a time on a smaller part of the system (for example, “Increase domestic violence
screening for patients new to care by 30% within 12 months”) will help them achieve the
desired system-level goal. Note: Do not confuse aim drift or backing away from a
stretch goal (which usually is not a good tactic), with consciously deciding to work on a
smaller part of the system (which often is a good tactic).

Quality Measurement

A quality measure is a tool to assess specific aspects of care and services that are
linkedto better health outcomes while being consistent with current professional
knowledge and meeting client needs.

Process Measures evaluate the actions taken to produce the outcome and
theprocedures for achieving the best outcomes.

Outcome Measures measure the result. Outcome indicators are used to evaluate if
youmet your goal.

Balancing Measures are used by improvement teams to see whether the improvement
work is having an unintended consequence in the system.
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Baseline
Measure

-Starting line

What is the before
number?

Outcome Measure

«What tells you if you
reached your goal?

«Example:
Percentageof clients
who are virally
suppressed

Process Measure

-How you measure
what you are doing?

«Example: Number
ofclients getting
intervention

Balancing
Measure

+Are there any
unintended
consequences?

«Example:
Number ofclients
receiving a
mental health
screening vs
appointment

What makes a good measure? length

e Relevance
= Does the indicator affect many clients?

= Does the indicator have a significant impact on the programs or clients?
e Measurability
= Can the indicator realistically and efficiently be measured given finite
resources?
e Accuracy
= |s the indicator based on acceptable guidelines or developed through formal
group-decision making methods?
e Improvability
= Can the performance rate associated with the indicator realistically
beimproved given limitations of your services and populations?



Checkpoint 3: AIM Statement

Download Checkpoint 3 Here

What are you trying to accomplish?

¢ What do you hope to accomplish with this project? Aims should be SMART,
specific, clear, well defined, and at a minimum, describe the target
population,the desired improvement, and the targeted timeframe.

Use the following table to put together your aim statement.

To (process/outcome)

increase/

decrease

from (baseline %,
rate,#, etc.)

to (goal/target %,
rate, #, etc.)

by (date)

in (group,
population)

31


https://www.dropbox.com/scl/fi/n910nrizrnf6ec4w5u9l5/FY2024-2025-Checkpoint-3-Template.pdf?rlkey=ccw64ovga7ts2l8ioy1t1qu2y&dl=0

Full AIM Statement:
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Checkpoint 4: Drivers/ Contributing Factors

Download Checkpoint 4 Here

Driver/
Contributing
Factors: List the

that contribute to
the outcome you
want to change.

main drivers/factors

Change/

Intervention idea:

What do you plan
to do to address
the
driver/contributing
factor?

Process
Measure:How
can you measure
that yourchange
idea /intervention
is taking place?

Outcome
Measure:

How can you
measure if your
change
idea/intervention
worked?
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https://www.dropbox.com/scl/fi/dq1a6w4rei0kub2zsee22/FY2024-2025-Checkpoint-4-Template.pdf?rlkey=j79z98n5hftijbwx1wxzem2je&dl=0

Driver/
Contributing
Factors: List the
main drivers/factors
that contribute to
the outcome you
want to change.

Change/
Intervention idea:
Whatdo you plan to
do to address the
driver/contributing
factor?

Process
Measure:How
can you measure
that yourchange
idea is taking
place?

Outcome
Measure:

How can you
measure if your
change idea
worked?
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Materials Adapted From:

e Science of Improvement: Tips for Setting Aims, Institute for
HealthcarelImprovement, accessible at www.ihi.org

Additional Resources:
Process and Outcome Measures

o Types of Health Care Quality Measures, Agency for Healthcare Research
and Quality, accessible at
https://www.ahrg.gov/talkingguality/measures/types.html

e Science of Improvement: Establishing Measures, Institute for Healthcare
Improvement, accessible at
http://www.ihi.org/resources/Pages/Howtolmprove/ScienceoflmprovementEstablishingM

easures.aspx

Aim Statements
e QI Tips: A Formula for Developing a Great Aim Statement, National Institute
forChildren’s Health Quality, accessible at https://www.nichg.org/about/mission

¢ Video: Aim Statement, Population Health Improvement Partners, accessible at
https://www.youtube.com/watch?v=pZLg1xO0Q-0
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http://www.nichq.org/about/mission
http://www.youtube.com/watch?v=pZLg1xO0Q-0

Step 4: Measurement and PDSA Cycles

Learning Objectives:

e Explain the five parts of a Measurement Tree

e Describe a step measure

e Explain the difference between quantitative and qualitative data
e Discuss PDSA Cycles

e Design PDSA cycles to implement the QIP

Measurement Tree

The Measurement Tree is a visual display of the logical links between the outcome that
motivated the improvement journey to the original change ideas being tested to alter the
status quo and improve patient treatment and care. When partnered with statisticaltools
such as run and control charts, measurements observed more frequently in the
improvement project or journey, such as those in process steps and process levels, can
reveal early improvement or the opposite, no improvement. These findings help to boost
or redirect the quality improvement team in its work to effect change. When a step
measure shows no change, the responsive team can change its course and update its
knowledge to make modifications during the project.

The Five Components of a Measurement Tree are:

Outcome measurement
Process measurement
Process step measurement
Balance measurement
Plan-do-study-act (PDSA)

A wn =

Each part presents an area of the system that is useful to measure during a quality
improvement project. The overall purpose of these measurements is to help a team
understand whether the changes it is making are having the beneficial effect(s) it
hypothesized. Please see the following excerpt from Branching Out, written by Brandon
Bennett. The full article can be found in Appendix D.
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Branching Out

Use measurement trees to determine whether your improvement efforts are paying off
by Brandon Bennett

“Just the Facts:

e A measurement tree is used to break down broad categories into finer and finer
levels of detail. The tree is comprised of five parts: outcome measurements,
process measurements, process step measurements, balance measurements
andplan-do-study-act measurements.

e These measurements represent areas of the system that are useful to measure
during an improvement project and help teams understand whether the changes
they’re making are beneficial.

When embarking on any improvement project, there are three critical questions teams
must ask to guide improvement efforts:

e What are we trying to accomplish?

e What can we change that will result in improvement?

e How will we know whether a change is an improvement?

Improvement teams across many sectors, such as healthcare, community health,
education and social welfare, can usually answer the first two questions with relative
ease. Leaders task teams with an aim or goal: seek better performance from a process
orthe system; improve profitability, safety, access, equity or some other outcome
meaningful to the system.

Often, improvement teams are comprised of middle managers and frontline workers who,
given their experience, theorize what must change to achieve better performance. Ask
any frontline worker, “What would you change about your work and how would youchange
it to make it easier, more effective, faster, safer and more equitable?” The workerwill have
an answer waiting.

However, improvement teams often struggle with connecting the ideas they have, which
often are specific to tasks at hand, back to the outcome of interest. A question remains:
What is the logical link that would allow a team to make a change in the process where it
works and see a measurable impact to the process’s or system’s desired outcome?

The measurement tree is a diagram that can help make those connections:

e |tdisplays the logical links of measurement related to the desired improvement.
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e It breaks down the complexity of a single outcome into the measurable
component parts of the system that are theorized to play a role in creating the
outcome.

e |t serves as a bridge between the unproven change ideas workers and leaders
have for “fixing” the day-to-day work problems and the improved outcome they
desire to see in the system.

Figure. Conceptual view of a measurement tree.

Note: n may vary depending on the unique circumstances of the system

or process being considered. The numbers here illustrate how rapid-

cycle learning might move an idea from a lack of evidence to quantitative
evidence manifesting in a process or process step measurement during the
Improvement journey. A

FIGURE 1
romcome measurement J ’ Balance measurement
rProcess measurement J 'Process measurement ] rProcess measurement j
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Component parts

A measurement tree has five parts:
1. Outcome measurement.
2. Process measurement.
3. Process step measurement.
4. Balance measurement.
5. Plan-do-study-act (PDSA) measurement.

Each part represents an area of the system that is useful to measure during an
improvement journey. The purpose of these measurements is to help a team understand
whether the changes it's making are having the beneficial effect it theorizes.

The tree is constructed through a process that brings together subject matter expertise
used to inform the team’s theory of improvement with possible measurements pulled
from information the system already collects. A driver diagram can serve as a good
starting point for informing and inspiring what data might be useful to understanding
whether improvement is occurring in the system.? 3

Part one: Outcome measurement. The outcome measurement represents the primary
focus of the measurement tree. It measures the purpose of the improvement work that

has been undertaken and serves as the improvement team’s motivating force.
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This is the measurement a team uses to understand whether it has achieved its
outcome. It measures the quality of the service, product or result that is meaningful to
the team’s community, student body, client base or workforce.*

In some industries, such as education, healthcare, and social welfare, it's useful to
distinguish between lagging outcome measurements, which can only be collected
infrequently, and leading outcome measurements, which are highly correlated to the
lagging measurements and available for collection more frequently.

An example from the education field helps illustrate this phenomenon:

o Lagging outcome measurement: The percentage of new teachers retained each
year. This measurement can be collected only once per year (at the end of a
school year when retention rates are calculated and reported at the school and
district levels).

« Leading outcome measurement: The percentage of new teachers reporting a
feeling of burnout. This measurement could be ascertained by surveying new
teachers in a school or across a district every six weeks during the academic year.

This measurement might be chosen because measurements of burnout are highly
correlated with retention. A leading outcome measurement indicating high levels of
burnout early in the year can serve as motivation for leaders to intervene before
teachers choose to exit the workforce.

Part two: Process measurement. “All work is a process.” This adage, often attributed to
W. Edwards Deming, captures the heart of managing systems. It implies that a system’s
outcomes are the direct result of the work done to produce those outcomes.

Processes can be defined as the step-by-step actions taken to accomplish work. They
are influenced by the structural and cultural elements of the system. However, itis in
how well, how often and with what fidelity they are accomplished that ultimately
determines a system’s outcomes. To achieve the outcome, processes must be
continually improved.
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The process measurements, then, represent the data a team can collect to understand
the performance of a system’s day-to-day work. While outcome measurements often
lag in time, process measurements are more readily available because they are directly
connected to concrete work processes happening regularly. The availability of data for
process performance can vary from daily to weekly to monthly.

Process measurements in the measurement tree are deeply influenced by subject matter
expertise and the theory crafted by the team aiming to achieve a new outcome. Teams
readily identify them through connections to their theory of improvement. In cases in
which a driver diagram is used to depict theory, these measurements often are connected
to the primary and secondary drivers (structures, processes, or operating norms)
identified as key leverage points in the system.>

Part three: Process step measurement. The outcome of a system is the result of
multiple processes working together. But processes themselves can be complicated.
They are made of many steps—small actions taken in sequence—that lead, little by little,
to the production or completion of a service or product. These steps are where process
step measurements are identified for inclusion on a measurement tree.

Process steps happen every day in systems. They represent the work of individuals
andteams: from teaching a class to administering a budget to intervening on behalf of
a client or family. These steps are the places in the system where applying a change
ideacan result in improved performance.

Frequently, teams have not articulated or don’t know what the process steps are in a
system, or don’t measure them. Identifying these steps and collecting measurements
about their performance, even if temporarily, can be a huge boost for teams seeking to
answer the question, “How will we know a change is an improvement?” Process steps
are where performance improvements can be detected or realized first.

Part four: Balance measurement. Balance measurements are used by improvement
teams to see whether the improvement work is having an unintended consequence in
the system.’

Leaders and managers often are asked to make tradeoffs in the performance of their
systems. Reducing the cost of providing healthcare, for example, might mean a
healthcare provider decreases the size of its workforce, thus limiting its ability to
maintain the quality of care provided.

Finding a balance is crucial, but from the perspective of improving a whole system,
teams rarely want to experience significant gains in one area at the expense of another
area. A team focused on dramatically improving teacher satisfaction, and thus retention,
for example, would not want to achieve its goal at the expense of student achievement.

Part five: PDSA measurement. Measurements developed for PDSA cycles, or rapid
learning cycles, comprise the final component of the measurement tree.

These measurements are used to answer specific learning questions proposed by teams
when testing a change idea in practice. They often are used as part of a single cycle of

learning at a small level—with one client, in one huddle, in one school for a month, or
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across several locations for a week.

They exist to build an improvement team’s knowledge and confidence about what
might work to improve the system.

PDSA measurements are harder to describe conceptually because often they exist for
just a single cycle. They provide the information necessary to propel a team forward in
its learning and help it know when and whether to move the trialing of change ideas toa
more diverse set of conditions or a larger scale.

These measurements are crafted uniquely for the cycle at hand and can be operationally
defined qualitatively or quantitatively, depending on the learning needs of the cycle.
Though teams may collect data on these measurements for only a short time or in an
ad-hoc way (not incorporate them into the permanent data collection microsystem of
the organization), they are incredibly important to the improvement journey.

Data collection tools, such as check sheets, recording forms, surveys and empathy maps,
frequently serve the function of data collection for single PDSA cycles. Often, the data
from these cycles build sequentially, helping the team tasked with improvement learn
what ideas improve the process or system in practice.

Some of these data collection tools and the data they collect are used for several cycles,
while the degree of belief a team has in the utility of an idea increases. Some become
important enough to be elevated to process step measurements (and thus formalized into
the system). Some are used just long enough to confirm the utility of an idea beforebeing
discarded.

A ramp of sequential cycles is included in the conceptual view of the measurement tree
to highlight their contribution. Early on, learning may be anecdotal or purely qualitative,
but as cycles progress and a change idea is trialed on a larger segment of the process,
guantitative impact is noted.”
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PDSA Cycle- The Model for Improvement
The Model for Improvement requires the team doing the work to consider widely:

e The nature of the system in which the work

Appreclaﬂonoftho isdone
i e The variation in the current performance of the
system

.

derstan e The psychologies and behaviors that
Variation

supportthe system
e Theories as to what could improve
theaforementioned factors over time.

Theory of
knowledge

Ideas need testing, piloting, learning, and
eventually spreading. This uses the Plan,
Do,Study, Act (PDSA) approach.

ﬂ Quality improvement happens here

What is the PDSA Cycle? Step 4: Act Step 1: Plan
. . . . Refine the change Plan a change
It is a rapid test of improvement. When a change idea asnecessary
is generated, the PDSA cycle allows for a structured
approach to rapid testing of the idea of a small scale. .
Commonly stated, a journey of a mile begins with little dh
steps. The PDSA cycle is continuous, and the trend WP
should be an uphill one if the approach is correct. N L
Step 2: Do
Step 3: Study Try it out on

Observe the results

asmall scale

PR
an
NP

PR
an
\ L

an
a7

o
4dh
W

Plan Do

« Clarify your Objective

« Make a prediction

«What is to be done
(Who,What, Where
When, How)

Study

« Carry out the plan «Look at the test

» Document your « Complete the analysis
observations ofdata
(Expected/Unexpecte « Compare it to your
d) theoryand predictions

« Summarize what you
havelearned

« Begin analysis

Act

« Adjustments
« Changes to previous
test?
«What adjustments?
« Expand last cycle?
«New Cycles
«What are you planning?
«What are you going
totest?
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The PDSA Cycle

An Example:
Plan: a new adherence screening tool

» Objective: how can we screen HIV patients for issues that might affect their
abilityto adhere to their medication regimen in a way that will not disrupt patient
flow?

« Prediction: adding a screening tool will add time to the patient visit, but we can
keep this to a minimum

« Steps: Joanne and Sally researched and identified possible tools that were
reviewed by Sally and Dr. Smith. They selected one tool for Dr. Smith to use
withat least three patients in the clinic on Thursday.

* Necessary tasks:

Identify tool

Copy tool and place in patients’ charts
Dr.Smith reviews instructions for using the tool
Explain tool to patient

5. Use tool

=R\ s

Do: What happened?
» The tool was used on one patient
« Administration took five pages
* Added 35 minutes to documentation

Study: Our Results vs. Our Predictions
« Theory still holds
* Need to test more tools

Act: What will we do based on what we learned?
«  We will test two different tools, each with three patients, by next Wednesday
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Ramping Up your PDSA Cycles:

Complete multiple rounds of PDSA cycles. After several cycles, your team should have
agood idea of which ideas have the most significant impact, and which to discard. As
each cycle finds, successes and limitations are accounted for, testing at grander scales
become feasible.

PDSA cycles are practical and useful
tools, but one difficulty is keeping the
momentum. It is essential to understand
that it is okay if it does not work, but rather
than restarting, modifying the process is
often a Dbetter alternative towards
implementation at a larger scale.

IMPLEMENTATION AT SCALE

WIDER SCALE TESTS OF CHANGE

FINE TUNING TESTS

SMELL- SCALETESTS

Tips for Effective PDSA Cycles

In the Beginning, Test on a Small Scale

Keep the first test small. A common question to those starting their first PDSA Cycle is:
what change can you implement by next Tuesday? This question forces you to think
small by reducing the sample size, such as “just a few records.” Then, decreasing the
implementation timetable, “within a few days,” to a minimum.

One way to help you and your colleagues “keep it small” is to remember the Rule of 1.
Design the first test for one facility, one office, one provider, or one patient. See what
happens, act on that knowledge, and then scale-up the test.

Scale Down the Time Frame

Force yourself to scale down the time frame. Most people, until they really “get” PDSA,
will want to run a pilot test for a long time. “We won'’t get representative data!” they will
say.

Your first PDSA Cycles aim to give you information.
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Here is a tip: When working with your team to design a test, listen to what peoplesuggest
as the time frame. Then, move down two levels.

Use volunteers to test your early PDSA cycles
Do not try to convince the skeptics until you have proof. To get proof, use volunteers,
preferably people who are interested in doing things differently.

Do not treat QI as scientific research

This is not a randomized clinical trial. It is a test. You do not need double-blind data; you
need information about how to make things work. Whether Dr. Smith’s test took 34.3
minutes or 36.72 minutes does not matter. The point is that it took about 35 minutes,
and that was way too long.

Meet regularly with your QI team

Scheduling a formal meeting will take at least a week, which is pretty silly to do to discuss
the results of a one-day test. Grab people when you can, share information as it comes
up. Dr. Smith could find Sally after the patient visit on Thursday morning and say, “Sally,
that tool took 35 minutes, this will never work.” Sally might say, “Wow, you’reright. Joanne
and | found other tools, let me get her and we’ll come up with some others that might be
better to try next.”
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Checkpoint 5: PDSA Cycle Planning Form

Please utilize the PDSA form to document your process found in Appendix B: PDSA
Cycle Planning Form or downloaded as a PDFE. Additional notes, materials, and data
canbe attached to each PDSA Cycle Tracker form.

Materials Adapted From:

e Bennett, B. (2018). Branching Out: Use measurement trees to determine
whetheryour improvement efforts are paying off. CONTINUOUS
IMPROVEMENT, (September). Retrieved from http://asg.org/quality-
progress/2018/09/basic- quality/branching-out.html

e NQC Quality Academy: The PDSA Cycle or How Can We Accelerate
Improvements in HIV Care? (2009). Developed by the New York Department of
Health AIDS Institute for the U. S. Department of Health Resources and Services
Administration HIV/AIDS Bureau. Accessible at
https://nationalgualitycenter.org/resources/ngc-quality-academy-the-pdsa-cycle-
or-how-can-we-accelerate-improvements-in-hiv-care/.

Additional Resources:

e HIVQUAL Workbook: Guide for Quality Improvement in HIV Care (2006,
September).

Developed by the New York Department of Health AIDS Institute for the U. S.
Department of Health Resources and Services Administration HIV/AIDS
Bureau.Accessible at https://targethiv.org/library/hivqual-workbook-0

e PDSA Cycles (Part 1), Institute for Healthcare Improvement, accessible at
http://www.ihi.org/education/IHIOpenSchool/resources/Pages/AudioandVideo/W
hiteboard5.aspx

e Provost. P. & Murray, S. (2011) The Health Care Data Guide: Learning from
Datafor Improvement, Jossey-Bass.

e The ABCs of PDCA, Grace Gorenflo and John W. Moran,
accessible at
http://www.phf.org/resourcestools/Documents/ABCs of PDCA.pdf

0 Note: PDCA and PDSA are synonymous
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https://nationalqualitycenter.org/resources/nqc-quality-academy-the-pdsa-cycle-%20or-how-can-we-accelerate-improvements-in-hiv-care/
https://targethiv.org/library/hivqual-workbook-0
http://www.ihi.org/education/IHIOpenSchool/resources/Pages/AudioandVideo/W
http://www.phf.org/resourcestools/Documents/ABCs_of_PDCA.pdf

Learning Objectives:

e Analyze preliminary QIP data

e Present preliminary QIP data

e Summarize QIP progress

e Demonstrate PDSA cycles completed and/or planned
e Evaluate the QIP process and progress to date

Analyzing and Presenting Data
Adapted from A guide to using data for health care quality improvement

Several basic methods help to organize, analyze, and present the data that
supportsyour quality improvement activities. These methods help quality teams:
e describe what is happening in the study population
identify relationships between variables
identify whether improvements have occurred
monitor improvements over time
determine the significance of the results
e communicate all conclusions effectively
Resources related to specific data analysis and presentation techniques can be found
inthe resources section of this toolkit.

Numerical Data

Raw numerical data can be challenging to absorb. Thus, basic statistics are used to
organize and summarize information about a dataset. This helps describe what is
happening in the sample population and can help guide the need for further analysis. The
basic summarizing statistics and techniques that are helpful to use when first looking at
HIV Care Continuum data are described below. Also described are techniques for
comparing data, which is one of the basic requirements for quality improvement.

Counts and Sums

Counts are simply a count of how many items or observations present in the sample, for
example, the number of people receiving a particular treatment or the number of people
responding to a survey. In statistics, they are sometimes referred to as ‘n,” indicated by
a small letter n.

Sums involve adding up the numbers in each set of observations. For example, 20 people
responding to the survey feel that current processes for check-in are inadequate.
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Sums are usually expressed in relation to ‘n,’ that is, 20 of the 100 people surveyed feel
that current processes for check-in are inadequate.

Ratios, rates, and percentages

Simple counts and sums are just the beginning. Statistics such as rates, ratios, and
percentages help to standardize data so they can be expressed in a meaningful way and
readily compared with additional data.

A ratio is a fraction, expressed in its simplest terms, that describes two groups relative to
one another. For example, the ratio of females to males in a clinic may be 3 to 2, meaning
that for every three females, there are two males.

A rate is a ratio that describes one quantity in relation to a specific unit. For example, the
rate of no-shows may be expressed as four per 100 appointments scheduled.

Ratios and rates may also be expressed as percentages, such as 4% no-shows in
relationto the above example.

Using ratios, rates, and percentages to make comparisons

Ratios, rates, and percentages are also useful when it comes to comparing data.
Forexample, these data might be helpful when making comparisons before and after
aquality improvement initiative.

Example: Counts, Ratio, Rate, and Percentage

Females vs. males
Counts 228 females, 152 males
Ratio 3to2
Rate 60 females per 100 population
Percentage 60% females

Example: Using Ratios, Rates, and Percentages to Make Comparisons, No-Show
Visitsby Appointment Time

Morning Afternoon Percent difference
Appointment Appointment

Percentage of No- | 13% (n=2) 25% (n=5) +12%

Show Visits

Total 15 20

Visits

Scheduled
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Presenting data

There are various techniques for organizing and presenting data. These help to guide
analysis and are also valuable for communicating project findings. Several commonly
used techniques are described in this section.

Data Tables

Data tables can be a handy way of coming to grips with the dataset. A table simply
presents the data in row and column format and can provide a useful overview to guide
further analysis or further tabulations. Tables can also be used to make comparisons
between datasets and lead to some initial conclusions.

Creating good tables takes a bit of practice, but the following seven (7) tips might prove useful:
1. Keep it simple
a. Do not try to include too much information in one table
2. Watch the units
a. Make sure they are consistent throughout
3. Do not get carried away with decimal points
a. round off to one decimal point orwhole numbers as appropriate to
make tables easier to read and be consistentthroughout
Include both raw numbers and percentages: n (%)
Always include ‘n,” being the number in your total population
Identify where there are missing data
If grouping data, be sure that the groups do not overlap and that the groupings
are evenly spaced

No ok

Example: Tables, Client satisfaction survey response rates

Provider Dr.M Nurse S Dr. L Total

# of 140 76 47 263
surveys

sent

# of responses | 75 (54%) 50 (41%) 35(74%) 160 (61%)
by Provider (%)

Graphing and charting data

Graphs and charts are like visual tables and are a useful way of presenting data to
identify patterns or trends. They are also useful for communicating data findings to
other datasets.

Graphs usually plot two types of data using a grid in which one set of data is plotted
along the horizontal or X-axis, and the other are plotted along the vertical or Y-axis. The
following table may help choose the type of graph or chart to use.
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What do you want to show? What graph/chart to use
Basic population characteristics — such as | Pie chart, bar chart
age ranges, ethnicity
Measures of magnitude including Bar chart, box plot
comparisons
How often something occurs (frequency) | Pie chart, bar chart, Pareto chart, box plot
—such as a no-show Visit,
includingcomparisons

Trends over time Line graph, control chart
Distribution of data Histogram, scatter plot
Whether there is a relationship or Scatter plot, box plot
association between two things

(cause)

When creating graphs and charts, similar rules apply to those mentioned above
inrelation to tables. In particular, you should:
eKeep it simple. Don’t try to include too much information — use a series of graphs
or charts rather than trying to communicate too much in one figure.
eAvoid complex color schemes and three-dimensional graphs — these are difficult
to read.
eChoose a clear heading that describes the purpose of the graph and
thepopulation.
eMark the names of the variables and the units clearly.
eChoose scales carefully so as not to underrepresent or over represent
differencesin the data.
eInclude both raw numbers and percentages: n (%).
eAlways include ‘n,” being the number in your total population.
e|f grouping data, be sure that the groups do not overlap and that the groupings
are evenly spaced.

How to use pie charts

The pie chart is a popular and simple way of presenting data as it is easy to read and
can quickly make a point. Pie charts are used to present categorical data and show how
the percentage of individuals falls into various categories so that they may be compared.

Pie charts can only be used, however, when each individual in the group falls into one
category, and only one category, as the sum of all the slices must be 100%. Thus, pie
charts are suitable for presenting data such as age ranges, cultural background,
expenditure, types of service, and are of limited value in quality improvement activities.
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When presenting a pie chart, always be sure to include the number in the totalpopulation,
not just the percentages of the groupings. Also, be sure that the percentages do not add
up to more than 100%.

How to use bar graphs
Simple bar graphs are also used to present categorical data, where the groupings are
discrete categories.

Bar graphs consist of a series of labeled horizontal or vertical bars with the bars
representing the particular grouping or category. The height or length of the barrepresents
the number of units or observations in that category (also called the frequency).

Example: Bar Chart, Behavioral Health Screenings

16

b 12

C

e 10

o 8

A 6

G 4

9 2

£ 0

=}

= Dr.M NP S Dr.L

Provider
B PHQ-9 Screenings Substance Abuse Screenings GAD-7 Screenings

How to use a Pareto chart
In a Pareto chart, the purpose is to highlight the most important among a set of factors,
thus:

e the values being plotted are arranged in descending order

e frequency of occurrence is presented on the left vertical axis (it can also represent
cost or another unit of measure)

e the cumulative percentage of the total number of occurrences, total cost, or a
total of the particular unit of measure is shown in the right vertical axis

In quality improvement, the Pareto chart is often used to show the most common
sources or causes of quality problems. A Pareto chart may also be used to identify and
prioritize risk factors that need to be addressed throughout the intervention phase of
the project.
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Example: Pareto Chart, Reason for Missed Appointment

!

Pareto Chart forainme
18 120%
16 100%
14 90% - 100%
78%
12 80%
0,
10 63%
-+ 60%
8
39%
6 - 40%
4
1 20%
2
0 ‘ ' ' . 0%
Forgot Work Weather Childcare  Transportation

How to use bar charts to make comparisons

Bar charts can also be used to present comparative data, that is, to show changes that
have occurred following a quality improvement intervention. One series of bars presents
the situation before the intervention (baseline data), and the other, usually shown in a
different color, shows the situation after the intervention. The difference in the heights of
the bars reflects the change that has (or has not) occurred.

How to use box plots
The box plot, also known as a box and whisker diagram, is a useful way of summarizing
and visualizing data to show:
ethe median or 50th percentile (depicted by a line in the middle of the box)
ethe lower quatrtile (that is, the value within which a quarter of values lie at the
lower end of the scale)
ethe upper quartile (that is, the value within which three-quarters of values lie)
ethe range of the data (minimum and maximum) depicted by the vertical lines
extending from the box (the ‘whiskers’).
The box plot is particularly useful for comparing distributions between several groups of
data.

How to use histograms

A histogram is a bar graph that is used to display numerical data as distinct from
categorical data.
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Example: Histogram, Pharmacy Drug Dispensing Turn-Around Times

Histogram of Pharmacy Drug Dispensing Turn Around Times

Example data only

Frequency (#)
-

¢ o o Gl o o Gl G
> -~ ~ ~ ~ ~ ~ ~ o
> » » o [ A & N

https://www.latestquality.com/wp-content/uploads/2018/05/how-to-draw-a-histogram-600x424.jpg

You can use histograms to display three main features of numerical data:

¢ how the data are distributed

¢ the amount of variability in the data

e where the approximate center of the data is located.
Producing meaningful histograms takes a bit of
practice. Be sure to:

e use an appropriate scale so that differences in frequencies are not
played downor exaggerated,

¢ Clarify the use of numbers or percentages to quantify frequency on the
Y-axis,and

e choose appropriate ranges for groupings along the X-axis, so
as not toinappropriately represent the variability of the data.

How to use a scatter diagram

In cases where both variables are numerical (quantitative), the data can be organized in
a scatter diagram or scatter plot. This simple graph plots two characteristics of each
observation.

How to use line graphs

A line graph is a visual depiction of how two variables are related to each other. It shows
this information by drawing a continuous line between all the points on a grid. Line graphs
compare two variables: one is plotted along the horizontal X-axis and the other along the
vertical Y-axis.

The Y-axis in a line graph usually indicates quantity or percentage, while the horizontal
X-axis often measures units of time. As a result, the line graph is often viewed as a time
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series graph or time chart. At each time period, the quantity or percentage is
represented as a dot, and the dots are connected to form the chart.

Bar graphs and line graphs share a similar purpose. The bar graph, however, reveals a
change in magnitude, whereas the line graph is used to show a change in direction. Line
graphs are therefore used to reveal trends and relationships between data and to
compare trends in different groups of a variable.

In quality improvement, time charts are useful for monitoring change over a period of
time and for monitoring the sustainability of change.

Another version of a line graph is a control chart in which changes are demonstrated in
relation to a specific target. Control charts are time charts that track the consistency of
data over time. They are often used to evaluate processes and to monitor quality
performance.

Analyzing qualitative data

Qualitative data can also be analyzed and provides valuable input into your quality
improvement initiatives. Analysis generally involves identifying themes and categories of
data.

Interpreting and using data

Now that the data are collected and analyzed, what is the next step? How does the team
make conclusions about what is going on in the delivery of particular health services and
ways to link these conclusions to action?

Depending on the project, this can be a complicated process, so this is an excellent time
to involve all stakeholders and seek input regarding the meaning of the data in the context
of the organization. The discussion should also include the meaning of the data as they
relate to the design, implementation, and/or refinement of the original improvement
initiative.

Regular discussions like these should occur at each phase of a quality improvement
initiative so that the next steps are well informed and agreed upon.

Clear communication of the project’s findings at each phase of data collection is essential
and will require organization and communication of data using some of the tools and
methods described above. Presentations of data should outline clearly:

ethe project’s original objectives, including aim statement,

ea brief description of the data collection strategy, including consideration of the
sample population, existing data sources, supporting literature and data
collection tools,

ea brief description of the analysis strategy, and tabulations, graphs, and statistics
that describe the findings.

This information can then be considered in light of what else is happening in theorganization, as well as what is happening
externally
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Checkpoint 6: Preliminary QIP Data Review

The purpose of this activity is to showcase the agency’s data visuals and document in
detail feedback from the project: results, reflections, and future recommendations. The
attached Data Review and Evaluation worksheet template should be used to document
all agency- conducted Broward Ryan White Part A QIPs for 2024-2025 which is located
in Appendix C or download as an editable file. Also included is an Excel spreadsheet
which can be used as a guide to create data visuals (i.e. charts, graphs, and tables). The
bolded italicized text represents text that is to be replaced with agency-specific QIP
content. The data Excel spreadsheet is located here.

Materials Adapted From:

A guide to using data for health care quality improvement (2008, June). Developedby the
Rural and Regional Health and Aged Care Services Division, Victorian Government
Department of Human Services, Melbourne, Victoria. Accessible at
https://www.aci.health.nsw.gov.au/ data/assets/pdf file/0006/273336/vqgc- guide-to-
using-data.pdf

Additional Resources:

e HIVQUAL Workbook: Guide for Quality Improvement in HIV Care (2006,
September). Developed by the New York Department of Health AIDS Institute for
the U. S. Department of Health Resources and Services Administration
HIV/AIDS Bureau. Accessible at https://targethiv.org/library/hivqual-workbook-0

e Quality Tools (2020). American Society for Quality. Accessible
athttps://asq.org/quality-resources/quality-tools

o List of a variety of quality tools and templates including control charts,histograms, flow
charts, Pareto charts and many more

Health Numeracy, Quality Improvement Webinar Series (2016, June).
Developedby the Center for Quality Improvement and Innovation (CQll)
for the U. S. Department of Health Resources and Services Administration
HIV/AIDS Bureau.Accessible at https://www.targethiv.org/library/cqii-
health-numeracy

Histogram Learning Lab, Quality Improvement Webinar Series (2019,
November).Developed by Kevin Garrett, MSW and Center for Quality
Improvement and
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Innovation (CQII) for the U. S. Department of Health Resources and
ServicesAdministration HIV/AIDS Bureau. Accessible at
https://www.targethiv.org/library/cqii-histogram-learning-lab.

Understanding Variation and the Tools Used to Identify It, Quality Improvement
Webinar Series (2019, January). Developed by Center for Quality Improvement
and Innovation (CQII) for the U. S. Department of Health Resources and
ServicesAdministration HIV/AIDS Bureau. Accessible at
https://www.targethiv.org/library/cqgii-understanding-variation.

Documenting Results

The data presented typically include baseline data and PDSA cycle results. Graphic displays of
data, suchas charts, tables, and graphs, help to convey results at-a-glance and should be used
whenever possible.

To effectively present project results, the "Four Cs" of effective communication should be applied:
» Clear: Use terms that staff and stakeholders understand and relate to.

e Concise: Be short and to the point.

e Complete: Include all relevant information.

e Correct: Ensure that all data are accurate.

Evaluate Results with the Quality Team, Staff, and Other Stakeholders.

Presenting the progress of the improvement project to the quality team, staff, and other
stakeholdersare important for several reasons. Sharing this information provides a feedback
mechanism on the team's present work and lays the groundwork for getting "buy-in" on how
best to spread and systematize changes. It also promotes public relations and helps build future
support for improvementactivities from the HIV quality program.

Making A Decision

Based on the evaluation of the project, a decision can be made whether the improvement
projectshould be continued for future gains and/or implemented system wide.

Quiality improvement project results are evaluated against the following criteria:

o Effectiveness against goals. Did the project reach its promised goal(s)?
* Range of impact. Should the project be further expanded to increase its impact?
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Implementing Programs System-Wide

Spreading improvements into the wider system means implementing effective solutions
based on the results of the PDSA cycles, where appropriate, throughout the HIV program.
Perhaps the largerorganization, of which the HIV program is a part, could also be included.
A decision to implement the improvement project changes system-wide requires additional

discussion and planning.
Different system-wide implementation scenarios are:

Expansion to the entire HIV program. A successful project could be implemented at
the entireclinic or all clinics in the HIV program's network.

Expansion to non-HIV programs in a facility. A successful project in the HIV
program of ahospital could be shared with other departments

Sharing" The Report"

Sharing improvement project progress with the entire program has the additional benefit of
educatingall staff members on how changes were made and what quality improvement really
means. Staff members can learn a great deal about planning resource allocation and prioritizing
pilot projects for implementation. The report should also be shared with the HIV program's
leadership, board members, consumers, and advisory groups to create buy-in for upcoming
steps to sustain the project's improvements.

Materials Adapted From:

HIVQUAL Workbook Guide for Quality Improvement in HIV Care, New York State
Department of Health AIDS Institute, Health Resources and Services Administration
HIV/AIDS Bureau, accessible at https://targethiv.org/sites/default/files/file-
upload/resources/HIVQUAL-Workbook.pdf

A guide to using data for health care quality improvement (2008, June). Developed by
the Ruraland Regional Health and Aged Care Services Division, Victorian Government
Department of Human Services, Melbourne, Victoria. Accessible at
https://www.aci.health.nsw.gov.au/data/assets/pdf file/0006/273336/vqc-guide-to-

using-data.pdf

Additional Resources:

HIVQUAL Workbook: Guide for Quality Improvement in HIV Care (2006, September).
Developed by the New York Department of Health AIDS Institute for the

U. S. Department of Health Resources and Services Administration

HIV/AIDS Bureau.Accessible at https://targethiv.org/library/hivqual-

workbook-0

Strategies for Implementing Your HIV Quality Improvement Activities (2009,
April). Developed by the National Quality Center for the Health Resources
and Services Administration HIV/AIDS Bureau. Accessed at
https://targethiv.org/cqii/publications
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Learning Objectives:

e Create QIP Poster
e Communicate results of QIP to stakeholders

QIP Posters

Posters will be used to report about your QIP to your agency, other Network members,
and other Part A-funded staff. This poster is like an academic or research poster.
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Checkpoint 7: Constructing a QIP Poster

The QIP Poster template can be found in Appendix D or downloaded as an editable file.

Poster Design Tips
e BE CREATIVE! HAVE FUN!
e Make display interesting and easy to read
o Use color to complement, not compete with the message
o Large font size, readable
Information
o Clearly identify core steps
o Concise, to the point
o Not too much background information
Use graphs if data are complex
Share before and after results
Show to a few other people for constructive feedback

Poster Components
e Header
o Title (Descriptive of project, less than 15 words)
o Information about QIP Team
o Agency, location, year
e Problem Statement
o Define Problem Statement
= What is your improvement opportunity?
= Why did you choose the selected subpopulation?
= Current viral suppression data, assessment information that led
youto choose this problem/population

= Use a quote from patient/provider about the challenges

Example: Definition of the Problem

Case managed patients receive comprehensive services and access to resources. VL
suppression rates for our case-managed patients should be higher than those who do not
receive our case management services.
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Jan 2018 - May
2018

Caseload VL Pts not receiving RW case- RW case-
Suppression CMgt at OHCC managed pts at  managed pts at
data QHCC OHCC

82% 82% 81% 87%

n= 663/809 n=533/648 n=130/161 136/156

(5 case closed)

Aim Statement

O

O

O

Focus on selected HIV subpopulation
= Elements to consider
What will improve?
When will it improve?
e How much will it improve?
e For whom will it improve?
Criteria
= Communicates scope
= Concrete and detailed
» Local priorities
= Measurable
SMARTER Goals

= Specific, measurable, achievable, realistic, time-related, Evaluated, Reviewed

Measures

O

O

Outcome Measures

= Define the outcome of interest and how it is measured

= What is the source of data? (PE, EMR, other)

= Who collected the data?

= When was the data collected?

What tool/method was used?

= Can include: Viral Load, Lab Values, Appointment Attendance,
QualitativeData, Client Feedback, Comments

PDSA Cycles

O

@)
)
)

List 3-4 PDSA Cycles including

What you tested (Plan/Do)

What you learned (Study)

How that informed the next cycle (Act)
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o Can incorporate visuals, charts, and tables, if helpful

Results
o What data did you collect during the project?
= Graphs
= Tables
= Charts
= Minimize narrative and use a visual when possible

Successes and Challenges
o What successes and challenges did you experience?
o Think of the
= People (clients, staff, management)
= Processes (check-in, documentation, discharge)
= Systems (clinic wide, agency-wide, or other macro-level factors)

Next Steps
o What needs to be done based on what you learned from the QIP?

Team Members and Acknowledgements
o Give credit to any team members who participated or assisted you in your QIP

“Headline”
o Central Slide Placement
o Tips:
= Grab people’s attention
=  What is your key finding(s)?
= Use plain language
= Highlight words that you want to emphasize
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Appendix A

PE REPORTING GUIDE
Updated 5/28/2020

Continuum of Care Report

% Please note Continuum of Care report accounts for services that were performed whether
they werebillable or not

Generating
1. Hove'r over VIEW

Is Reports Window

> @CreatoTempl. v A ¥

4 Close 2
Agency Tve Tille Last Run B S| Bun Dale
% AIDS Heaith Care
+ All
£ BCHCS

1 Broward Community and Family Health Centers
+ Broward House Inc.

+ Broward Regional Health Planning Council Inc.
i Care Resource

I Florida Department of Health Broward County
+ Latinos Salud

+ Legal Awd Service of Broward County

1 Minority Development & Empowerment Inc

£ North Broward Hospital Drstrict

+ Nova Southeastem Unwversty

# Poverelio Center

1 Ryan White Quaity Management

# South Broward Hospital District

 SunServe Socal Services Inc

2. Choose Reporting [ All by Agency
Choose Create Template [J Continuum of Care
4. Fill in the report template

w

Continuum of Care Report

Settings
Title Continuum of Care Report
Last Run By Jessica Seitchick/BRHPC/flcare

Last Run Date
Agency

Report Through Date
Agency(s)

Select the Service Category(s) to
report on:

Export File

e Title- We recommend that you title this report with your agency name and date range

e Last Run By- This will auto-populate with your information automatically

*

03/11/2020

Broward Regional Health Planning Council Inc.
03/11/2020

AICP

AIDS Pharmaceutical Assistance
Ambulatory Outpatient Medical Care
Centralized Intake and Eligibility Determination
CIED

Clinical Quality Assurance

Disease Case Management

Food Bank

Health Insurance Benefit Support Services
Insurance Support Services

Legal

Mental Health

Needs Assessment & Plan

C:\Continuum_of_Care txt




Last Run Date- This will auto-populate with the current date

Agency- This will auto-populate with your agency
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Report Through Date- select a date from the calendar pop-out. This report will pull data
from the365 days preceding your Report Through Date (i.e., if Report Through Date is April
25, 2019, thenthe report will contain data from April 26, 2018- April 25, 2019).

Agency(s)- Select your agency, you will only be able to pull data for your agency

Select the Service Category(s) to report on: check the boxes for the service categories
your agencyprovides or of interest for your report.

Export File- Click “...” and select where to save the output file on your local drive (this file
will beempty, but PE requires a place holder)

5. Click “Generate Data” and wait (PE will likely show that it is not responding; however, it is working)

6. PE will pop-up and say ‘data successfully generated’
7. Click “Print Report”

8. Review data to ensure that report pulled properly

D10
D20
D 30
D 40
D 50
0 60
D80
D 9%
D 100
D 110

J19 B -

Main Report

Continuum of Care Report
12/01/2018 - 11/30/2019

Selected Agencies Selected Service Categories

AIDS Health Care AIDS Pharmaceutical Assistance
Broward Community and Family Health Centers Ambulatory Outpatient Medical Care
Broward House Inc. Centraized Intake and Eligibility Determination
Broward Regional Health Planning Council Inc
Care Resource Disease Case Management
nk

Florida Department of Health Broward County Food Ba

Latinos Salud Health Insurance Benefit Support Services
Legal Aid Service of Broward County Insurance Support Services

North Broward Hospital District Legal

Nova Southeastern University Mental Health

Poverello Center Non-Medical Case Management

South Broward Hospital District Oral Health Care

SunServe Social Services Inc. Substance Abuse (Outpatient)

Gender, Race, Ethnicity HIV +

Clients

Retention
In Care

On
ARV

Ever
In Care

Total
Clients

Virally

In Care Supressed

Check the following to make sure that they match what you chose in the report template:

a. Date Range- Ensure that this is the correct date range

b. Selected Agencies

c. Selected Service Categories

d. Look at all pages to ensure that there are no blank tables

9. Select Export and save the report as a PDF on your local drive
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Continuum of Care Report- Test and Treat Clients

Generating
1. Hover over VIEW

4 Close 3

Agency Tvo
il AIDS Health Care

i Broward Community and Famidy Health Centers
+ Broward House Inc.

+ Broward Regional Health Planning Council Inc.
I Care Resource

I Florida Department of Health Broward County
+ Latinos Salud

# Logal Ad Service of Broward County

¥ Minority Development & Empowerment Inc

£ North Broward Hospital Drstict

+ Nova Soulbeaslem Universty

# Foverelio Center

& Ryan White Quaity Management

+ South Broward Hospital District

+ SunServe Social Sevices Inc

o o @CreatoTempi.. ¥ GAct. ¥~

Title

2.Choose Reporting [1 All by Agency

3. Choose Create Template

4. Fill in the report template

[J Continuum of Care

Last Run Bt

Continuum of Care Report

Settings
Title Continuum of Care Report
Last Run By Jessica Seitchick/BRHPC/ficare
Last Run Date 03/11/2020
Agency |Br0ward Regional Health Planning Council Inc.
Report Through Date *103/11/2020
Agency(s) =
Select the Service Category(s) to = : AICP
report on: || AIDS Pharmaceutical Assistance
L_| Ambulatory Outpatient Medical Care
|| Centralized Intake and Eligibility Determination
L | CIED
|| Clinical Quality Assurance
L | Disease Case Management
| | Food Bank
L_| Health Insurance Benefit Support Services
|| Insurance Support Services
L | Legal
|| Mental Health
Needs Assessment & Plan
Export File C:\Continuum_of_Care.bxt

e Title- We recommend that you title this report with your agency name and date range
e Last Run By- This will auto-populate with your information automatically

e Last Run Date- This will auto-populate with the current date

e Agency- This will auto-populate with your agency

e Report Through Date- select a date from the calendar pop-out. This report will pull data
from the365 days preceding your Report Through Date (i.e., if Report Through Date is April

Last Bun Dale

25, 2019, thenthe report will contain data from April 26, 2018- April 25, 2019).



e Agency(s)- Select your agency, you will only be able to pull data for your agency

e Select the Service Category(s) to report on: check the boxes for the service categories
your agencyprovides or of interest for your report.

e Export File- Click “...” and select where to save the output file on your local drive (this file
will beempty, but PE requires a place holder)

5. Click “Generate Data” and wait (PE will likely show that it is not responding; however, it is working)
6. PE will pop-up and say ‘data successfully generated’

7. Click “Print Report- Test and Treat”

_ File Find View Actions Tools Reports Windows Help

{ Close ¥ |= = [Ov|2ZEdit © PrintRe © Print Report - Test and Treat E
P po
S

Continuum of Care Report

Settings

Title 2018 Care continuum
Last Run By Marcus Guice/BRHPC/ficare
Last Run Date 05/26/2020

Agency Broward Regional Health Planning Council Inc.
02/29/2020

AIDS Health Care A
Broward Community and Family Health Centers

Broward House Inc.

Broward Regional Health Planning Council Inc.

Care Resource

Select the Service Category(s) to * ] AicP

report on: AIDS Pharmaceutical Assistance

Ambulatory Outpatient Medical Care

Centralized Intake and Eligibility Determination

CIED

Clinical Quality Assurance

Disease Case Management

Food Bank

Health Insurance Benefit Support Services

Insurance Support Services

Legal

Mental Health

Needs A 1t & Plan he

*

Report Through Date

»

Agency(s)

R ORIKIRILT

Export File C:\Users\mguice\Documents\Continuum 18.TXT

8. Review data to ensure that report pulled properly

Continuum of Care Report Test & Treat
03/01/2019 - 02/28/2020
Selected Agencies Solected Service Categories
AIDS Heakh Care AIDS Pramaceutical Assistance
Broward Community and Famiy Health Centers Ambulatory Outpatent Medical Care
Brewara House Inc. Centraized Intake and Eiginiity Determination
Eroward Regional Heatn Planning Councl Inc CIED
Care Resource Disesse Case Mansgemert
Florida Depariment of Heath Broward County ‘0od Bank
Latinos Salud Heatth Insurance Boneft Support Services
Legal Axd Service of Broward County Insurance Support Services
North Broward Hospital District |
Nova Southeastern Universty Mental Heath
Poverelo Center Non-Medial Case Management
South Brovard Hosptal Dastrct Oral Health Care
SunServe Soca! Services Ino Substance Aduse (Cutpabent;
nder, Race, Ethnicity Total HIV+ Ever Retention on Vically
Chents Clients [ InCare In Care In Care ARV Supressed
Female, American Indian, Hispanic Latinoa 0 0 0 0 0 0 0
Female, American Indian, Hispanic Latino/a 0 0 0 0 0 o 0
Female, Asian, Non-Hispanic Latinola 1 1 1 1 ) 1 0
Female, Asian, Non-Hispanic Latina/a 1 1 1 1 ) 1 0
Female, Black or African American, Hispanic Latinofa 1 1 1 1 0 1 0
Female, Black or African American, Hispanic Latino/a 1 1 1 1 0 1 0
Female, Black or African American, Non-Hispanic 20 2 20 28 20 2% 13
Latinola
Female, Black or African American, NonrHispanic 26 N 2% 28 20 2 13
Latinola
Female, Black or African American, Unknown 1 1 1 1 1 1 1
Female, Black or African American, Unknown 1 1 1 1 1 1 1
Female, Unknawn, Unknown 6 8 8 & 5 5 4
Page 1 of 19 5/28/2020 10:12 38AM

Check the following to make sure that they match what you chose in the report template: 66



Title- “Continuum of Care Report Test & Treat”

Date Range- Ensure that this is the correct date range

Selected Agencies

Selected Service Categories

Look at all pages to ensure that there are no blank tables

Double-check the total number of clients and ensure that it is on par with the number of
Test andTreat clients your agency served (this total should be less than the total on the
general Continuum of Care Report)

9. Select Export and save the report as a PDF on your local drive

o Q@ o

Understanding and Analyzing the Continuum of Care Report

1. Open the attached excel sheet and fill in the values. This sheet will automatically calculate
the CareContinuum percentage.

2. Review the HIV Care Continuum Sheet to see if any groups have substantial differences in
percentages(especially for viral suppression) or disparities

There are a few methods for determining disparities:
a. Visually- look to see if any percentage values look significantly different when compared
to therest of the group and the overall percentage
b. Percentage difference of 10% or larger- this is a mathematical formula (Percentage
difference=(percentage of interest- overall percentage)/ overall percentage X100), this
formula is also builtinto the excel sheet (“c. Percentage difference”)

Continuum of Care Definitions

1. Total Clients: Clients that have received at least one service from the selected service
category(s) in thereporting period. This number can be greater than people with HIV as it
includes some clients who may have had a provisional HIV diagnosis at the time of service but
do not have HIV.

2. HIV+ Clients: People with HIV who received at least one service from the selected
servicecategory(s) in the reporting period.

2. Ever in Care: People with HIV who have ever had medical care service* documented.
3. In Care: People with HIV who had medical care within the reporting period.

4. Retention in Care: People with HIV that had two or more medical care services* at least
three monthsapart in the reporting period.

5. On ARV: People with HIV that have documented ARV Therapy at any time during the reporting
period.

6. Virally Suppressed: People with HIV with less than 200 copies/mL in their most
recent viral load assessment, as of the end of the reporting period.

*Medical Care Service = Medical Visit, Prescription Pickup, Viral Load or CD4 lab
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Service Category OQutcomes and Indicators

ReportGenerating

1.

2.
3.

4.
5.

Hover over VIEW

2 Provide Enterprise - [Reporting\Report Templates\All By Type] - a8 X
¢ File Find [View] Actions Tools Reports Windows Help S s
dClose @a  Aciity > ‘ v oAl v

Twe’  ADAP > Tite Tast Run B Tast Run Date
1 Continuum of
o O Benefits Management >

|5 HHS Outeome  Billing >
L HOPWAREDC  Calendar >
i InCareCamp
£ i0MMontorn  Client >
i OulcomeRep  Eligibility Management >

HADS Healt 2D Import 2

11 BCHCS Management >

i Broward Col Providers >

1] Broward Ho

i BrowardRe Reference >

& Care Resou [\ Reporting Bl Global Graphs

1] Flonda Depe

HPlnda Dof e N T

ElegalAUSe  System Administration >

i1 North Browar FOSpIAIDISTICT T
% Nova Southeastem University

i Poverelio Canter By Title
7 Ryan While Quallty Management By Type

& South Broward Hospital District
1 SunSenve Social Senvices Inc

+ RSR

= RSR 2014

I RSR 2015

#RSR 2017

I+ RSR 2020

No New Dalabese Alerts BCHCS - Ryan While Part A Care Network Jessica Seitchick/BRHPC/ficare | broward.fl providecm com/broward

n L Type here to search

Choose Reporting (I All by Type
Select “Outcome Report Broward V2” and click the plus button

_ Provide Enterprise - [Reporting\Report Templates\All By Type]

 File Find View Actions Tools Reports Windows Help

“Close @/ 34 2 5 o @ Create Templ v GAct. v
Sl e s TSR BY st Aun Dale.
4 Continuum of Care Report
£ HAB HIV Performance Measures Report
£ HHS Outcomes
# HOPWA Reprt
# In Care Campasgn
¥ 10M Monstoring HIV Care Report
i Outcome Report Broward
Outcome Report Broward V2
4 AIDS Health Care
+ BCHCS
+ Broward Commundy and Famdy Health Centers
+ Broward House Inc
# Broward Regional Heallh Planning Gounal Inc.
+ Care Resource
il Flonda Department of Health Broward County
i Latinos Sahud
1/ Legal Aud Servce of Broward County
+ North Broward Hospital Distnict
+ Nova Southeastem Unnersity
+ Povereto Cenler
+ Ryan Wivte Quaity Management
+ South Broward Hospital Distrct
# SunServe Social Services Inc
£ RSR
£ RSR 2014
+ RSR 2015
#RSR2017
+ RSR 2020

Select your Agency and click the plus button
Double click on the row with the most recent date
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_ Provide Enterprise - [Reporting\Report Templates\All By Type]
_ File Find View Actions Tools Reports Windows Help

| Close ) =3 14 0 o o ©CreateTempl.. ¥ ©Act. v
Twe Acencv Tile Last Run By Last Run Date

Continuum of Care Report

HAB HIV Performance Measures Report

HHS Outcomes

HOPWA Report

In Care Campaign

10M Monitoring HIV Care Report

Outcome Report Broward

Outcome Report Broward V2

1 AIDS Health Care

] BCHCS

H Broward Community and Family Health Centers

+ Broward House Inc

Broward Regional Health Planning Council Inc

Outcome Report Broward V2 Broward Regional Health Planning Councl Inc Broward V2 Outcome Report 4/2/12018
Outcome Report Broward V2 Broward Regional Health Planning Councd Inc.  Broward V2 Outcome Report 319/2017
Outcome Report Broward V2 Broward Regional Health Planning Coundd Inc Broward V2 Outcome Report 71912019
Outcome Report Broward V2 Broward Regional Health Planning Councdl Inc.  Broward V2 Outcome Report 4/2012020
Outcome Report Broward V2 Broward Regional Health Planning Councll Inc.  Broward V2 Outcome Report FY19 519/2020
QOutcome Report Broward V2 Broward Regional Health Planning Coundl Inc.  Broward V2 Oulcome Report Q 2 52012020
Outcome Report Broward V2 Broward Regional Health Planning Councl Inc.  FY'19 Broward Outcome Report Q1 6/26/2019

1l Care Resource

6. Fill in the report template

f Find View Actior ¢ Renorts Windows Helr
File d View Action ols Reg s Windows Help

4 Close ¥ |« = v JSEdt OExpotCientData ©OP. w

Outcome Report Broward V2

Outcome Report

Title Broward V2 Outcome Report FY19

Agency Broward Regional Health Planning Council Inc:

Agency(s) AIDS Health Care PN
Broward Community and Family Health Centers
Broward House Inc
Broward Regional Health Planning Council Inc
Care Resource Ve

Last Run By Marcus Guice/BRHPC/ficare
Last Run Date 05/19/2020

.

Select the Service Category(s) 1o [v] AIDS Pharmaceutical Assistance
report on: v| CIED

v Disease Case Management

|v| Food Bank

/| Health Insurance Benefils Support

| Health Insurance Continuation Program

N4 Integrated Pnmary Care and Behawvioral Health

|| Legal

| MAI Medical Case Management

;}7 Mental Heaith

E Non-Medical Case Management

/| Oral Health Care

b Substance Abuse (Outpatient)

Export File D:\Encrypted\Broward\BRHPC\OutcomeClientLevel3 28.18 TXT
Start Date 03/012019
End Date 021292020

e Title- We recommend that you title this report with your agency name and date range
e Agency- This will auto-populate with your agency

e Agency(s)- Select your agency, you will only be able to pull data for your agency

e Last Run By- This auto-populate with your information automatically

e Last Run Date- This will auto-populate with the current date

e Select the Service Category(s) to report on: check the boxes for the service categories
your agencyprovides or of interest for your report.
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e Export File- Click “...” and select where to save the output file on your local drive (this file
will beempty, but PE requires a place holder)

e Start Date- Select the date you would like to be the first date of the data collection time period
¢ End Date- Select the date you would like to be the end date of the data collection time period
7.Click “Generate Data” and wait (PE will show that it is not responding; however, it is working)
8. PE will pop-up and say data successfully generated
9. Click “Print Report”] “Outcome Report”

¢, Provide Enterprise - [Outcome Report Broward V2]
() File Find View Actions Tools Reports Windows Help

|| 4 ciose |~
Outcome Report
Outcome Report - Expanded Parameters

Outcome Exceptions Report
Title Broward V2 Outcome Report FY19
Agency Broward Regional Health Planning Council Inc.

Agency(s) AIDS Health Care A
Broward Community and Family Health Centers

Broward House Inc.

Broward Regional Health Planning Council Inc.

Care Resource M
Last Run By Marcus Guice/BRHPC/flcare

Last Run Date 05/19/2020

AIDS Pharmaceutical Assistance

CIED

Disease Case Management

Food Bank

Health Insurance Benefits Support

Health Insurance Continuation Program
Integrated Primary Care and Behavioral Health
Legal

MAI Medical Case Management

Outcome Report

Select the Service Category(s) to =
report on:

Mental Health

Non-Medical Case Management
Oral Health Care

Substance Abuse (Outpatient)

KN R RN RN KN RN RN RN RN ES

Export File D:\Encrypted\Broward BRHPC\OutcomeClientLevel3.28.18 TXT
Start Date 03/01/2019
End Date 02/29/2020

10.Review data to ensure that report pulled properly

Povide Emmprise - Spal .-
Fie Fud Veew Action Took Keports Windows Helo

3o % U]& CiE) .

[ Bt

Broward Outcomes Report V2
W 172019 - 2/29/2020

For Agency(s): AIDS Health Care,Broward Community and Family Health Centers, Broward
egional Health Planaing Council Inc. Care Resource, Florida Department

Latinos Salud Legal Ald Service of Broward County, Nortn Broward
uospm Datnct Nova Southastern Unwversity Poverelio Center, South Sroward Hospial
_District. ms.msqus«mlm,_, L

Indicator 1.1  Amempts wil be made 10 contact 100% of chents who 62 NOL pick Up Medicatons withn 7 1o

14 days of fing the prescrancn.
Chares that have 1he reportng pensd in 3 status of
“Returned 10 Steck
Clents o the that have the “Clent Contact” in 3 1o record set
“Alemgtedt o “Mase" and the “Date Cantact Ammrn-am uuntnn'on
Retumed to Stock”
Numerator Denominator Percentage
7 307 100.00%
Indicator 2.1: umsdwu Snnty who ware rot succassfuly contacted andhor ded not pick Lp
madications wil

wlarted &5 appropriale e manru!eb- up (i@ medcal case management, Clnicel
physiclans, Treatment Adher )

mmmn 1€ F6pOrting period in a stats of "Retumed
mmmwwwtmmmwmmmmmm
Ammﬂo«w “Anempted”

Numerator: cmnmmummm Referred to Provider” f4id in the Presercncn
ecor sel 1o

Numerator  Denominator  Percentage
158 198 100.00%
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Check the following to make sure that they match what you chose in the report template:
Title- “Broward Outcomes Report V2~

b. Date Range- Ensure that this is the correct date range

c. Selected Agencies

d. Selected Service Categories

[

11.Select Export and save the report as a PDF on your local drive

Service Utilization

+ Please note Service Utilization report accounts for services that were recorded as paid

Generating
1. Hover over Reports-> select Run

) Provide Enterprise

File Find View Actions Tools Reports Windows Help

2. Scroll down and select “Service Utilization By Service Category

Select A Report
4
ReportGroup ﬁ?mimau A DPEUidl FUPUIGUUIN UK IL &I U CADETIURUIE | UL | A OK
) | Selective Services Provided By Client Name |
Multi Program | Served Clients with Greater than 300% Poverty - Multi Program | Cancel

Multi Program  Served Clients with Greater than 400% Poverty - Multi Program
_ Service Provided by Client - Selective Funding Source

' Service y with ges by Service Category -
Multi Program ‘ Service Usage BySemoeCategory Multi Program
Multi Program _ServasageDetdBySermCalegory Multi Program

' Service Utilization By Agency
Md@i?mg'am ' Service Utilization By Agency - MuuProgam
Multi Program  Service Utilization By Agency - Selective Commission District - Multi Program
Service Utilization By Commission District and Category

e Utilization By Service Category

Multi Program 'SemceutizabonBySermCategory Haitian as Ethnicity - Multi Program
‘Multi Program  Service Utilization By Service Category - Multi Program
-  Senvice Utiization Detail By Agency
Multi Program  Service Utilization Detail By Agency - Multi Program

 Service Utiization Detail By Service Category
Multi Program | Senvice Utiization Detail By Service Category - Multi Program - Unduplicated
_SemeeUtizabonDetai ByServaategory NewCIsntsOrt/

3. Fill in report parameters in the pop-up window
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s ts\Provide Ents t By A
TR Enter Parameter Values x EentyAgendy
I ]
Mail | Enter Start Date: Start Date | 7N

| B

Enter End Date: End Date

| =

Select the Contract Service Category(s) to include: Service Category

Enter ContractCategory:
Available Values: Selected Values:

AICP
AIDS Pharmaceutical Assistance
Ambulatory Outpatient Medical Care

~

Child Care

CIED

Clinical Quality Management

Complementary Therapy v

Disease Case Management v
< >

o Enter Start Date- Select the date you would like to be the first date of the data
collection timeperiod

¢ Enter End Date- Select the date you would like to be the end date of the data collection time
period

e Service Category- select for the service categories your agency provides or of interest
for your report by selecting the service category and pressing the > button; the selected
service category(s)will show in the “Selected Values:” column

Enter Parameter Values X p
P T T v
IDisease Case Management I A
Remove Remove All
Select the Status of the Ledger Entry(s) to inlcude: Status
Enter Status:
Available Values: Selected Values:
Billed Billed
Paid Paid
Paid As Billed Paid As Billed
Remove Remove All
Enter Contract Type: Contract Type
[ |
v
< >

e Select the Status of the Ledger Entry(s) to include- Select the “Paid” and “Paid As
Billed”; thiswill only include clients/service units that you have received payment from the
Part A office for

e Enter Contract Type- Select “All Contracts”; if pulling MAI or Part A only data, select that option
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Enter Parameter Values

Enter Contract Type: Contract Type

Select the Agency(s) to indude:
Enter Agency:

Available Values: Selected Values:
AIDS Health Care
Broward Community and Family Healtt”™
Broward House Inc.
Broward Regional Health Planning Cou
Care Resource
Christ Crusaders Inc.
Community Healthcare CenterOne
Family Central Inc.

Remove All

Lok [ Cancel | v
>

e Select the Agency(s) to include: - Select your agency by selecting the service category
and pressingthe > button; the selected service category(s) will show in the “Selected
Values:” column; you will only be able to pull data for your agency
4. Select “OK” to run the report
5. The report will automatically pop-up when generated
6. Review data to ensure that report pulled properly
Check the following to make sure that they match what you chose in the report template:
a. Title- “Broward Outcomes Report V2”
b. Date Range- Ensure that this is the correct date range
c. Selected Agencies
d. Selected Service Categories

7. Select Export and save the report as a PDF on your local drive

C. essica Seitchi
& G e B Q W o4 » M ‘|1 J/1 M @ SAP CRYSTAL REPORTS® (%

| Main Report |

Service Utilization Report By Service Category
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Appendix B
Agency: swdy | Do
PDSA Cycle Tracker

Use this form to plan and document a PDSA cycle. Additional notes, materials and data can be attached to this sheet.

Intervention: Cycle #:

Objective of this test:

What is the goal of this intervention?

1. Plan

Briefly describe the intervention you plan to test. Is it evidence-based or evidence-informed? Please provide a
reference for the intervention:

Briefly describe how you will measure the intervention you plan to test:

What data (qualitative/quantitative) will you need to collect to evaluate the intervention? Who will collect it?

PREDICTION: What do you think will happen (predict the answer to the test. Will it produce a measurable
change in the direction of your aim)?
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Task(s) to be completed for test Person responsible When? Where &
how?

2.Do

What problems or unexpected events did you encounter?

Feedback and observations from the clients and/or service provider/staff:

What happened? Did you get the data you needed to measure the effectiveness of the intervention?




3. Study
What does the data show? Please be specific and show your data using a table or chart. Use the QIP Data

Excel template tab labeled “PDSA Interventions and Strategies.”

How effective was your intervention? Was your prediction confirmed? Why or why not?
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4. Act

Briefly discuss how you can increase the effectiveness of the exact same intervention or adapt a slightly different
modified version of the intervention or abandon the intervention completely and try a new intervention.

Following this PDSA cycle, will you: (Check one box)

D Adopt (Implement) DAdapt (Refine & Retest) DAbandon Change

What is your plan for the next PDSA cycle to reach your project’s aim? Do you require additional resources or technical

assistance from our quality consultants at this time?
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Agency:

Preliminary Data Review & Evaluation

Aim Statement:

Complete this form including all data visuals (graphs, charts, tables, etc.) Additional notes, materials
and data can be attached to this sheet.

Please insert all data visuals down below and describe the results of your data collection,
observations, or other findings:
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INTERPRETING THE RESULTS

1. Does your data show that you reached your project’'s aim? Yes or No? How do you know this?

2. Did you implement your strategies for improvement (interventions) as originally planned in your
PDSA cycles? If not, explain what modifications you made and the rationale behind these
changes.

3. Did you experience any barriers in conducting your QIP? If so, what were the barriers to
implementation? Were you able to overcome them and if so, how?

4. a. Did one or more of the interventions used during one or more PDSA cycle achieve
improvement in patients’ viral loads? Yes or No. Use your data to explain how you know this.

b. Is the improvement in viral load attributable to one or more of your PDSA cycle interventions?
Yes or No. Use your data to explain how you know this.

5. a. Did one or more of the interventions used during one or more PDSA cycles achieve
improvement in the patient retention in HIV care rate? Yes or No. Use your data to explain how
you know this.

b. Is the improvement in retention in care attributable to one or more of your PDSA cycle
interventions? Yes or No. Use your data to explain how you know this
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6. What additional factors or changes that occurred at your agency may have affected your PDSA
cycle results/data?

LESSONS LEARNED

7. What lessons did you learn as you reflect on your agency’s QIP implementation process?

8. What went right during your QIP? What went wrong? What needs to be improved?

9. List three (3) things you could have done differently during the QIP that may have resulted in
better patient outcomes?

80




NEXT STEPS

10.What are the next steps your agency will take over the next three months to continue to focus
on improving patient viral suppression rates?

11. What data measurement/collection needs do you currently have that might improve your
agency’s QIP work in the future?

12.Will you continue (adopt) one or more of the interventions used in your agency’s QIP, or will
you modify or add a new intervention to improve viral suppression rates among the patients
your agency serves? Discuss in a few sentences your ideas for your agency’s follow-up to this
QIP.
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Appendix D

TITLE pad

Logo
NAME OF PRESENTER, ASSOCIATES, & COLLABORATORS Hegre
AGENCY NAME AND YEAR

|

BACKGROUND PDSA CYCLES RESULTS

* Problem statement . L .
- Why did your agency focus on Discuss findings here, include tables, graphs, charts, etc.

this?

e
AIM STATEMENT

[Name of agency] aims to
increase [measure] from
[baseline] to [goal] through
{process] by [goal date].

SUCCESSES, CHALLENGES, & NEXT STEPS ACKNOWLEDGEMENTS

Process Measures

What data did you use to . » What went well/as planned?
ensure that your QI process : - What went wrong? Include
was happening? barriers

« How will you move forward?
Outcome Measures
What data did you use to ensure

that your QI process was working?
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