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PROJECT OVERVIEW

Implementation decision based to managed competing

7 Ryan White Clinics barriers:

enrolled to implement
patient navigation,
medication adherence
and provide ID care for
low income individuals
co-infected with
HIV/HCV throughout
the Hartford
Transitional Grant Area. Coordinated

Surveillance

Response
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PROJECT IMPLEMENTATION PLAN

INFORMATICS & | TRAINING,

8l EVALUATION | EDUCATION &
' COMMUNITY

L MOBILIZATION
L

A ENHANCED INTEGRATED

R SCREENING&  COORDINATION
S LINKAGE

A ATIARIAS
NATIONAL

= RYAN WHITE

Intervention sites implementing:
* Patient Navigation

* Medication Adherence

* Treatment Management

Jurisdiction-wide implementing:
e HCV workforce development
e Community awareness



Evolving Surveillance

| - Identifying Co-infected Population in
pian \égilcﬁsqgartﬁ:%\_f:?:r CAREWare
the national HCV 2014 — 2017

surveillance project

The Hartford TGA
benchmarks July 1, 2016
for its CAREWare HCV
surveillance project

m AllRW  m Intervention Sites Undergoing Tx '17
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How Data was Used to Locate & Facilitate Linkage to
Care

a Provided by Data Provided by
Systems Functions Care Team

. Identification of co-infected

individuals
* Identification of patient Medical Staff
Patient System FompIeX|t|es (active SA, MH.
issues, homelessness, not virally _
suppressed, etc.) Patient
. 4 Navigators
T ——
rReferraIs

Peers (Psycho-
Social Support

e Track patients (being worked up;

p in treatment; cured; lost to care) Adherence
Nurses
. EIS (lost to care
— *  Monitor performance measures
for gaps
rPerforma nce gap Project ECHO
Measures . . (case based learning
* Identify pops. at risk for

reinfection and individuals within
those populations
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Identifying, Linking, Supporting Patients

Brownstone Clinic HCV Cascade
n=188

Step 1: Integrated HCV surveillance 102%
between CAREWare and EHRs from 100%
data migration to identify co- 98%
infection through HAB measures. 96%
94%
Step 2: Enhanced CAREWare with 92% 100% 99.40 .
additional HIV/HCV subservices fields 90% o
to track patients along the care 88%
continuum. 86% 89%
84%
- 82%
Step 3: Developed clinical HCV  Linked to HCV Retainedin  On ART-DAA Achieved SVR
performance_ mdlcatgrs as part of Diagnosed Care HCV Care
comprehensive quality management
plan B Engaged in HCV Care
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Identifying, Linking, Supporting Patients,
Cont’d

Measuare

Definition

Sources

CAREWare had to be
changed to reflect
the HCV care
continuum for
reporting and quality
management by
establishing
indicators and
subservice
categories
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5 total of patients in the denominator receiving 1

HAER Q8 (HEV Vaccing)

Reactive HCT Ab fest in the measurement period HAR Q9 (HCTV screening) HIVHCE Ouireach
HAER I7 (HEV screeningl
Screening
ORICD 16 HIVHCE Initial Face o Face
Bi6—RIF
OR EHR/T ab/Pharmacy
Denominator: Mumber of People lrving wath HIWV -
receiving and/or eligible for Byvan White services® He_pafm P_?Ingi’ﬁ‘u}h‘l-’irﬂ Load
2% total of patients in the denominator with first HCT ICD 14
RNA ¢=15c/ml) within § months of reactive recent | BI6—BI9 HIVHCE, Imitiatal Face fo Face
HCV Ab test”
OR EHR/Lab/Pharmacy HIVHCY ddberence Assessment
Linkage Hepaiic Panel:
= Liver funciion HIVHCY, Patient Education
- HCV Genotipe
) »  HAV/BV Screening HIVHCY Care Coordination
Denominator: Mumber of people with documented *» HAVEBETV © Faccine
HIV diagnosis and reactive HOWV Ab receiving HIVHCE  Treatment Initiated
and/or eligible for Ryan White services HIV Fabs
¥ total of patients in denominator with second viral ICD 19
load medical appointment within 4 weels of Bl —RBIG HIVHCE Patient Education
Retention beginning treatment®
OR EHR/LabPharmacy HIVHCY Referral Services
Hepaiic Panel:
= Liver funcifon HIVHCY Case Conference
=  HCOV Genotipe
) ) =  HAV/ETV Screening HIVHCT Adherence Advocacy
Denominator: Mumber of peopls with HCOW viral . HATEBY C Vaccine
load (=15 c/mL} linked to treatment receiving HIVVHCY _ID Services Face fo Face
and/or elizible for Fyan Whate services HIT Tabs
%% total of patients in denominator with documented ICD 14 HIVHCE Care Coordination  Education
last HCW wiral load (=15c/mL) 12 weeks after Bi6—RBIF
Sustained completing treatiment HIVHCE Referral Services
Virologic OR EHR/LabFPharmacy
Response Denominator: Mumber of people retammed 1 care Hepatic Panel: HIVHCE Treamment Completed
(5VE) with at least 1 HCWV medical visit since first - Liver finciion
treatment prescription receiving and/or eligible for *  HCVRNA HIVVHCEY, _Fazt Ivactment Follow-up 12

Fovan White services




Coordinated Prevention through Telehealth

ECHO Profile for 2/2/18 Guest Presentation

We are implementing the AETC
curriculum through Project ECHO
in partnership with the Weitzman
Institute at Community Health
Center, Inc. which meets bi- i LU

weekly and offers guest lectures ™ Behaviral HealthpIolEsy

quarterly on treatment guidelines = Navigators

Behavioral Health

and emergent issues in
hepatology and HIV, cultural
competency.

B Medical Providers

Mario Strazzabosco, MD, PhD (Deputy Director, Yale Liver Center)
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PROJECT ECHO PERCEIVED IMPACT

* Integration and implementation of National AETC HIV/HCV curriculum in
Project ECHO:

e Approx. 26 bi-monthly sessions

e 3 expert lecture-lead sessions (HCV and Oncology, HCV and Pregnancy
and HCV and Substance Use)

* Providers that attended sessions have increase HCV treatment
engagement from 72% to 97% among clients identified and linked to
treatment. (Note: Overall SVR rates fluctuate around 85%)
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Disclaimer:

This initiative is funded through the U.S.
Department of Health and Human Services
(HHS) Secretary’s Minority AIDS Initiative
Funding (SMAIF) and administered through
the Health Resources and Services
Administration (HRSA)’s HIV/AIDS Bureau
(HAB) through the Special Projects of
National Significance (SPNS) Program
(Grant number US0OHA30517). This
information and its conclusions are those of
the authors and should not be construed as
the official position or policy of HRSA or the
U.S. Government. Responsibility for the
content of this report rests solely with the
named authors.
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Hartford Project ACCESS Team

Angelique Croasdale, Principal Investigator/Project Director

Cecil Tengatenga, Project Manager

Peta-Gaye Nembhard, Systems Analyst

Thomas Williams, Financial Officer

Anila Ceka, Contract Manager

Camille Thomas, Project Coordinator/Patient Education

Isabelle Alexandre, Intern

Marcie Berman, Project Evaluation, Institute of Community Research
Kavita Prabhakar, Chief Clinical Officer, University of Connecticut
Durkia Hudson, HRSA Project Officer
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Obtaining CME/CE Credit

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

http://ryanwhite.cds.pesgce.com
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