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Learning Objectives

The learner will be able to:

 Identify practical strategies for system-wide integration of best 
practices

 Review potential challenges and solutions to system-wide integration
 Identify and discuss opportunities for sustaining the delivery of 

integrated care



Prism Health North Texas
 Key goals:

• Prevent HIV
• Test those at high risk for HIV/STIs 
• Engage/retain PLWH in medical care
• Help PLWH achieve viral suppression, optimal health

 Serves 12 North Texas counties
 Services provided at several sites

• 2 health centers – primary HIV medical care and integrated behavioral health 
care with a co-located pharmacy at one site

• Mobile and onsite – case management, psychosocial support services, testing 
and risk reduction counseling

• HIV Empowerment Center – all PLWH in community



Prism Health North Texas –
Special Projects of National Significance (SPNS) Supported Initiatives

Health Hope and Recovery (2012-18)
 Building a Medical Home for 

Multiply Diagnosed HIV Homeless 
Populations

• Increase engagement and retention 
in HIV care and treatment

• Improve housing stability

Viviendo Valiente (2013-19)
 Culturally Appropriate Interventions 

of Outreach, Access and Retention 
among Latino/a Populations

• Increase HIV testing
• Increase engagement in care
• Increase retention in care



SPNS Initiatives Support

The Health Hope and Recovery project was supported by the Health Resources and Services Administration 
(HRSA) of the U.S. Department of Health and Human Services (HHS) under grant number H97HA24956 (Special 
Projects of National Significance (SPNS) Initiative Building a Medical Home for Multiply Diagnosed HIV-positive 
Homeless Populations, in the amount of $1,560,860) awarded to AIDS Arms, Inc. No percentage of this project 
was financed with non-governmental sources. This information or content and conclusions are those of the 
authors and should not be construed as the official position or policy of, nor should any endorsements be 
inferred by HRSA, HHS or the U.S. Government. 

The Viviendo Valiente project is supported by the Health Resources and Services Administration (HRSA) of the 
U.S. Department of Health and Human Services (HHS) under H97HA26497, Special Projects of National 
Significance (SPNS) Culturally Appropriate Interventions of Outreach, Access and Retention Among Latino/a 
Populations Initiative, in the amount of $1,489,500. This information or content and conclusions are those of 
the authors and should not be construed as the official position or policy of, nor should any endorsements be 
inferred by HRSA, HHS or the U.S. Government.



Definitions

 Integrated care
• Comprises of shared systems and facilities that provide seamless care, involves in-depth 

appreciation of roles and both patients and providers have the same expectations of the 
system. Ultimately, integrated care should become a single merged practice. (Adapted 
from A Standard Framework for Levels of Integrated Healthcare and Update Throughout 
the Document. SAMHSA-HRSA Center for Integrated Health Solutions, March 2013) 

 Sustainable care model
• The extent to which new formats for working and improving outcomes becomes the 

standard, the thinking and attitudes supporting them altered and systems surrounding 
them transformed. (Adapted from MedspeakUK)

 Healthcare service delivery system 
• A configuration of organizational networks and technology focused and organized around 

the mental and physical health needs and expectations of people and community. 
(Adapted from: The World Health Organization and the Institute of Medicine)



Sustaining Programs Beyond Grant Funding 

1. Identify key findings
2. Translate for meaningful implementation
3. Integrate into the system of service delivery 
4. Implement ongoing processes



Identify Key Findings

 Key findings may be identified through monitoring and evaluation, at 
multiple stages of implementation and levels of a service delivery 
system.

 Evaluation should be conducted to learn about the effectiveness of 
program strategies and to measure outcomes – not for the sole 
purpose of reporting to funders.

 In order to identify key findings:
• Develop a monitoring and evaluation plan
• Monitor fidelity and outputs
• Evaluate program outcomes



Develop Monitoring and Evaluation Plan

An evaluation plan may include:
 Formative Evaluation

• What can we learn before implementation? What can we anticipate?

 Program Monitoring/Process Evaluation
• Who, what, when, where? 

 Outcomes Evaluation
• Changes in knowledge, attitudes, skills, behaviors,  health outcomes and/or 

other factors



Develop Monitoring and Evaluation Plan

 Formative Evaluation
• Examples: Consumer survey and focus groups, stakeholder survey, 

literature review

 Program Monitoring/Process Evaluation
• Examples: Client satisfaction surveys

 Outcomes Evaluation
• Examples: Changes in behavior, knowledge, health parameters, etc. 



Formative Evaluation Example –
Community Assessment



Formative Evaluation Example –
Mapping

Viviendo Valiente - Dallas County Map: Priority Zip Codes for Outreach



Program Monitoring

 Also referred to as ‘Process Evaluation’ or ‘Implementation Evaluation’
 Monitor fidelity and outputs to determine:

• Utilization of strategies/techniques by providers
- What barriers and facilitators impact providers’ use of strategies/techniques?  Knowledge, 

resources, etc.
• Alignment to program goals and objectives

- Are efforts developed and implemented with the specified goals and objectives in mind?
• Reach among priority populations/communities

- Is the intended population being reached?
- What elements are most effective at reaching the priority population? Venues, zip codes, 

referral sources, client satisfaction, etc.



Program Monitoring Examples –
Client Satisfaction, Fidelity to Specified Interventions



Program Monitoring Example –
Dashboards

Community Linkage and 
Education
Total # of Events 188 
Estimated % Reached who 
were Spanish Speaking

85%

Reached 9,833 
Engaged 3,729 
Educated 2,989 
Total Tested 607 
Total Latinos Tested 570 



Evaluate Program Outcomes

 Develop outcome measures
• How will we define success?

 Use evaluation data to:
• Identify effective program elements

- What should be adopted and integrated into the service delivery system  for the long-
term?

• Identify ineffective program elements
- What should be modified or streamlined?
- What should be de-implemented?



Program Outcomes Evaluation Example –
Health, Hope & Recovery



Program Outcomes Evaluation Example –
Health Hope and Recovery

 A total of 157 clients served
 120 clients enrolled in multi-site study

• Staff recorded 5,761 encounters with clients during a 3 year period (Jan 1, 
2013 - Feb 1, 2016)

• 75% achieved stable housing 
• 85% achieved viral suppression compared to 43% at baseline



Use of Key Findings 

 Identify key findings
 Translate key findings for meaningful implementation by program 

staff and all stakeholders



Translate for Meaningful Implementation  

 Involve providers across disciplines and administrative staff to:

• Support a fluid care experience for clients

• Confirm alignment of key findings to agency goals
- Will integration of key findings support agency goals?

• Explore and address emerging concerns regarding 
integration of key findings at the organizational and 
systems level
- What are potential barriers and solutions to promote effective 

integration?



Translate for Meaningful Implementation

 Garner internal support
• Providers from all disciplines, administrators, 

board members, advisory groups, key influencers
 Acquire necessary resources

• Staffing, funds, and time
 Build and sustain community collaboration

• Promote integration and /or dissemination of key 
findings 

• Research needs of stakeholder(s) to determine 
and demonstrate mutual benefits of collaboration



Implementation – Obtain Resources

 Start at program inception – must be intentional
 Inform stakeholders about key program components 

• Successes
• Challenges
• Outcomes
• Needs

 Develop elevator speech to show value
 Add essential components to the organization’s budget
 Develop strategic process to leverage existing resources, obtain ongoing 

funding 
 Maintain attention and focus 



Ongoing Funding – Examples

Source Purpose
Ryan White Parts A, B and C Intensive non-medical case management/care 

coordination, behavioral health
Private donors Emergency housing, support for subscription 

fees for system-wide data bases
Agency general funds/program
income

Staffing, documentation assistance, packaged
snacks, transportation vouchers, assistance with 
other basic needs

Marketplace insurance plans Medical and psychiatric care



Implementation – Partnerships 

 Dedicate time and resources
 Place a strategic focus on strengthening/nurturing partnerships with 

key community and government partners
• Offer ongoing bi-directional education, technical assistance and 

information sharing
• Seek ongoing opportunities to collaborate



Partnerships – Examples 

 Traditional partners
• Mental health/substance use 

disorder treatment providers
• Hospitals and medical providers
• Community clinics
• Respite care providers
• Permanent housing and other 

service providers
• City, county and state level 

leadership and staff

 Non-traditional partners
• Rental property managers/ 

owners
• Motels/hotels
• Curanderos
• Barber shops/schools
• Transitional homes
• Night clubs
• Recreational centers
• Key influencers in the 

community



Partnership Agreements

 Base on key needs and essential functions
 Articulate specific expectations clearly

• Sharing of client level information/data 
• Client confidentiality 
• Timelines 
• Mutual responsibilities 

 Revisit regularly
 Evaluate and share outcomes 



Implementation –
Integration Into Service Delivery System

 Assess systems thoroughly for capacity
• Compare requirements against current capacity

 Determine steps for implementation
• Delineate service delivery

- What?
- Where?

 Analyze key points/areas for integration of key 
elements 

• Key points?
• Who?
• Where?



Integration Into Service Delivery System

 Review, modify or develop  integrated procedures, 
protocols and necessary tools 

 Decide on necessary requirements for documentation 
of client information – demographics, care plans, 
encounter notes, etc.

 Set up electronic health record (EHR) – ensure that 
key users: 

• Are involved in development/implementation
• Have access to necessary components
• Are able to use it effectively to provide integrated,  

cohesive and coordinated care 



Integration Into Service Delivery System - Education

 Education and training
• Determine needs
• Develop educational program

• In person group session(s)
• Instruction manual(s) 
• Technical assistance processes
• Evaluation plan

• Provide education/training sessions 
• Make ongoing technical assistance available 
• Evaluate outcomes 
• Use PDSA (plan, do, study, act) if necessary



2016 NATIONAL RYAN WHITE CONFERENCE ON HIV CARE & TREATMENT

Capacity Building

 Ongoing education and TA for direct service and support staff and 
community partners about:

• Needs, challenges, strengths and preferences of priority population
• Best practices for providing client-centered care 
• Communication strategies
• Trauma informed care
• Motivational interviewing, strength based and solution focused counseling 

techniques
• Emerging trends (regulations/requirements for documentation to establish 

eligibility for services
• Strategies for addressing barriers and concerns



2016 NATIONAL RYAN WHITE CONFERENCE ON HIV CARE & TREATMENT

Capacity Building – Example A



2016 NATIONAL RYAN WHITE CONFERENCE ON HIV CARE & TREATMENT

Capacity Building – Example B



2016 NATIONAL RYAN WHITE CONFERENCE ON HIV CARE & TREATMENT

Capacity Building – Example C



Potential Barriers and Solutions
• Barrier: Cultural differences between disciplines
• Solution: Regular conversation, feedback

• Barrier: Miscommunication
• Solution: Developing effective feedback loop and ongoing opportunities 

for regular communication

• Barrier: Inadequate ‘buy-in’
• Solution: Regular reminders about organizational values and goals 

related to providing integrated client-centered care

• Barrier: Lack of resources
• Solution: Strategic fund-raising for key components

• Barrier: Staff-turnover
• Solution: Detailed procedures/protocols, educational tools, effective 

onboarding 



Your Turn –
What Strategies Do You Recommend to Ensure Sustainability

1. Identify key findings
2. Translate for meaningful implementation
3. Integrate into the system of service delivery 
4. Implement ongoing processes



Thoughts/Questions? 
____________________

Thank you!
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