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Presentation Objectives

• Describe a successful and newly implemented clinical quality 
management program and Quality Committee of the Massachusetts 
ADAP

• Identify best practices for monitoring and evaluation of quality 
efforts to improve HIV service delivery

• Apply quality strategies for improving health outcomes among 
people living with HIV (PLWH) using the ADAP infrastructure



Background: ADAP in Massachusetts

• State has subcontracted the administration of the ADAP to a CBO for over 25 
years

• Open formulary since 2001
• Generous Medicaid program (including 2001 expansion of 1115 waiver to 

include PLWHAs up to 200% FPL)
• State healthcare reform enacted in 2006 (which served as a model for ACA.)
• ADAP is an essential component of the local public health response to HIV
• AIDS line in the state budget allows for flexibility in allocating resources across 

infectious diseases
• In 2015, the State re-procured the drug assistance program and requested 

responses that addressed expansion to include other infectious diseases



HIV Care Continuum in 
Massachusetts: ADAP Enrollees

94% of those engaged in care are virally suppressed

95% of those retained in care are 
virally suppressed



Background: QM in MA

• Strong Clinical Quality Management (CQM) infrastructure, with focus on future 
enhancements

• supports strong subrecipient CQM program, including subrecipient that operates the 
MA HDAP

• future work includes shift towards more clinically-oriented and population-specific 
quality improvement activities 

• Robust stakeholder engagement system
• has helped inform development of quality improvement activities

• Medium prevalence state + funding across all RW parts = improved coordination and          
reduced duplication

• Early QM efforts chosen specifically to orient subrecipients to quality improvement (QI) 
methodologies (e.g. PDSA), including focus on process-oriented QI projects



ADAP & Quality Improvement

• The problem: the MA HDAP struggled to meet performance benchmarks 
for timely processing of complete applications

• At the height of the backup, the processing of complete applications was 
delayed more than eight weeks

• problem was compounded by a myriad of system and provider issues
• systemic change was preferred vs. addressing issues via piecemeal approach

• The solution: Clinical Quality Management (CQM) and Quality 
Improvement

• Efforts to improve retention in HDAP and application turnaround time 
aligned with funder efforts to bolster CQM capacity across system and all 
subrecipients

• Use of a quality improvement methodology to solve the identified problem was a 
win-win: it allowed for a systemic approach while meeting funder requirements to 
conduct QI



Defining Success in Massachusetts



Program Structure

The Data Team supports IDDAP  
•Infectious Diseases Drug Assistance Program 
(IDDAP)
• Pre-Exposure Prophylaxis Drug Assistance 

Program (PrEPDAP)
• Post-Exposure Prophylaxis Drug Assistance 

Program (PEPDAP)
• HIV Drug Assistance Program (HDAP)

• Benefits Resources Infectious Disease 
Guidance and Engagement (BRIDGE Team)

• Comprehensive Health Insurance 
Initiative (CHII)

• House of Correction (HOC)
• Tuberculosis Drug Assistance Program (TBDAP)



HDAP in Numbers

7,961 unique clients enrolled in State FY19 (July 1, 2018 – June 30, 2019)

2,308

5,653

HDAP Enrollees SFY19

CHII Non-CHII



Baseline Performance Measurement for 
HDAP: FFY19

Application/Eligibility Local Performance Measure Data Source(s) Baseline

Application 
Determination

Percent of NEW applications approved or 
denied within two weeks of receipt of 

complete application

HDAP database
(CY2018) 100%

Application 
Determination

Percent of ALL applications approved or 
denied within two weeks of receipt of 

complete application

HDAP database
(CY2018) 30%

Eligibility 
Recertification

Percent of enrollees who are reviewed for 
continued HDAP eligibility (every six 

months)

HDAP database 
(CY2018) 80%



HDAP Recertification Rates
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The Plan-Do-Study-Act Cycle

Source: http://www.tribaleval.org/wp-
content/uploads/2016/05/PDSA-chart-1-1.png



PLAN 
October 2018-March 2019



Getting to the Root of the Problem

HDAP Challenges
• Transition from paper system to electronic document 

management
• Open enrollment
• Incomplete applications
• Timely recertifications
• Inconsistent processing time depending on time of year, 

staffing, and competing projects
• Delays in approval from state Medicaid program; payer of 

last resort
• Challenges with provider system



Small Tests of Change

• Improvements in processing flow within the electronic document 
management system 

• Mailing recertification notices eight weeks in advance rather than six
weeks

• Hiring of additional temporary staff to manage backlog
• Email dissemination of application tips, submission instructions, and 

other provider education via CRI Constant Contact
• Prioritized processing of applications of clients at risk of losing their 

health insurance



The Cycles Build on Each Other…



Wide Scale Change

Systemic change preferred over piecemeal approach to performance 
improvement
• After discovery phase, self attestation selected as model to test 

across HIV care system
• Discovery included conversations with NASTAD, other ADAPs, MA Part A

• Drafting , approval of Short Form
• Suggestion to use Idaho’s form as a model

• Policy approval from MDPH
• Planning for the internal/external change process



DO
March & April 2019



First We Built the Short Form

Source: https://healthandwelfare.idaho.gov/

https://healthandwelfare.idaho.gov/


Stakeholder Engagement

• Massachusetts Quality Management Network 

• Massachusetts Integrated Prevention and Care Committee 
(MIPCC) 

• Statewide Consumer Advisory Board (SWCAB)

• CRI’s Consumer Advisory Board (CAB)

• MA Ryan White Part A Planning Council



Concurrently Launched the Pilot 
Phase…
• Rolled out the pilot phase in collaboration with three sites

• Program RISE/JRI ~ 21 clients
• University of Massachusetts Memorial Hospital ~ 51 clients
• Boston Medical Center ~ 100 clients

• Pilot phase for two months (March-April 2019)
• Methodology used:

• Onsite introduction and training
• Provided sites with list of their active and inactive HDAP clients who were eligible 

for the pilot
• Communicated regularly with designated providers on questions and status 

updates



Pilot Phase in Numbers
85% of eligible clients at three pilot sites submitted SA applications

126, 86%

20, 14%

SA Applications Received

Applications Approved Applications Rejected



Pilot Phase: Lessons Learned

• One-page forms not as simple and straight forward as they seem

• Receiving short forms too far in advance raises issues

• Receiving both long form and short form for the same client is not uncommon 

• Information provided on short form often incomplete

• Tracking of issues is essential to address problems 



The ROLLOUT: May 1, 2019



Post Rollout: Lessons Learned

• Beta phase (3-4 months after rollout): learning opportunity which 
forced us to be more flexible with internal screening and enrollment 
policies

• Comprehensive change management planning is crucial
• Importance of change management and assembling the right team
• Plan transition process from the beginning
• Internal training is vital
• Taking more time between PDSAs is important



STUDY
May 2019 - June Feb 2020



How Do We Measure 
Success?

• HDAP processing time for complete applications

• Application completeness

• Timely recertification into HDAP



Processing Time Impact



Application Completeness

• A higher percentage of 
short forms are 
submitted as complete 
applications

• Quality work towards 
completeness of long 
forms (with the small 
tests of change) had a 
large impact prior to SA 
implementation. 



HDAP Retention Outcomes

• The percent of clients recertified 
by month’s end i.e. experienced 
no gaps in coverage increased 
from 16% on average during OE 
2019 to 62% during OE 2020

• Clients who were eligible to 
recertify through SA had higher 
timely recertification rates than 
those due to submit a long form



Quality Improvement = Process Improvement



• Did we achieve our goals outlined at the beginning?

 Increasing complete vs. incomplete applications
 Timely recertification
 Addressing open enrollment challenges
 Simplifying lengthy applications
 Reducing application processing time

Goal Summary



ACT



Post QI Project: The Long View

• Continue to use short form 
• CRI established an internal Quality Committee to develop, monitor, 

measure, and evaluate quality improvement activities
• CRI is working with four Case Management sites to increase retention in 

HDAP by piloting use of monthly data sharing lists
• Developing analyses to measure recent and current ‘uncaptured’ clinical 

outcomes and improvements
• Developing plans to report/disseminate QI activities/results with funders, 

staff, partner agencies
• Strategizing distribution of client surveys, including a possible client 

satisfaction survey



Contact information 

Massachusetts Department of Public Health
Office of HIV/AIDS, Bureau of Infectious Disease and Laboratory Sciences
Dennis Canty, Coordinator of HDAP and Federal Grants
Dennis.P.Canty@state.ma.us

Community Research Initiative of New England (CRI)
Randie Kutzen, Director of IDDAP Operations
Ayda Kifle, IDDAP Operations and Special Projects Manager
Alyssa Harrington, Manager of Data Analytics and Program Evaluation

www.crine.org I 617-502-1700
529 Main Street, Suite 301, Boston, MA 02129

mailto:Dennis.P.Canty@state.ma.us
http://www.crine.org/


If you would like to receive continuing 
education credit for this activity, please visit:

How to Claim CE Credit

ryanwhite.cds.pesgce.com



QUESTIONS?
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