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Learning Objectives

1. Understand the new New York State DOH AIDS Institute’s HIV
Quality of Care Program organizational assessment domain
for development and use of facility level HIV care cascades.

2. Learn from community health centers and a large
metropolitan hospital about how to develop and use facility
level cascades.

3. Learn from a rural ASO in Alabama how to use quality
management practices to enhance and track retention in
care, monitor viral suppression, and assess these indicators
across at-risk populations.
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Ending the Epidemic

Defining the “End of AIDS”

A 3-Point plan announced by the
Governor on June 29, 2014

1. Identify all persons with HIV who remain Blueprint to End th IV/AIDS | ¢
undiagnosed and link them to health Epidemic in New York ‘tatghhy h
care. i

2. Link and retain those with HIV in health
care, to treat them with anti-HIV therapy
to maximize virus suppression so they

remain healthy and prevent further Reduce the number of new HIV

transmission. infections to just 750 [from an
3.  Provide Pre-Exposure Prophylaxis (PrEP) estimated 3,000]

for persons who engage in high-risk by 2020

behaviors to keep them HIV negative
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Public Release of the Blueprint
April 29, 2015
We must add AIDS to the list of diseases conquered by our society, and

today we are saying we can, we must and we will end this epidemic.
~Governor Cuomo

APRIL 29, 2016 .| Albany, NY

Governor Cuomo R v

AIDS
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Data processes improved through stakeholder collaboration

Ryan White NYS

Region
v Better ability to v'Improve HIV

interpret & care outcomes / ari v Few new infections
understand data though Data-driven by end of the decade
stakeholder HIV care
Videntification of collaboration v Promote data-
gaps in care v'Improve HIV =y [T s
v Improve local care outcomes
d‘frli:cef?-lﬁ{:::’::- ahmg, to e [T v'Statewide HIV care
understand & églona Cascades
Cascades

interpret data

v Collaboratively
created data

1 packages

v' Use of data for QI
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Linking QI with Public Health Outcomes

T Process ¥ Facility
Improvements

Public Health

Time
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Facility Level Improvement:
Using Robust Quality Improvement

e Reliably measuring the magnitude of a problem

e |[dentifying the root causes of the problem and measuring

the importance of each cause
* Finding solutions for the most important causes
* Proving the effectiveness of those solutions

e Deploying programs to ensure sustained improvements

over time
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* Any V1L or CD4 test during the year; ** Al le
tPersons presumed to be residing in NYS bas
AIDS with no evidence of care for 5 years am

New York State Cascade of HIV Care, 2013

Persons Residing in NYST at End of 2013

0 150,000

I - 000

50,000 100,000

Estimated HIV

Infected Persons 129,000

Persons Living w/
Diagnosed HIV
Infection

Cascade of HIV Care: Rochester Ryan White Region

Cases w/any HIV Care persons Residing in the Rochester Ryan White Regiont, at End of 2013 {includes prisoner cases)

during the year*

Cases w/continuous
care during the

=

2,000

4,000

P

6,000

year**®
Estimated HIV

Vically suppressed ( Infected Persons

n.d. or £200/ml) at

test closest to end-.. Persons Living w/f
Diagnosed HIV

Infection

L I

Cases w/any HIV Care

during the year®* 2,30

Cases w/continuous
care during the
year**

Virally suppressed (
n.d. or £200/ml) at
test closest to end-...

4 Any VL or CDJ test during the vear; * At beast 2 tests, af least 3 months apart
+Persons prosumed fo b reviding in the Rochester RWR based on miost recent add
with ATDE with no evidence of care for 5 years and persons with diagrosed HIV (x

2,000

1,900
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3,200

@,ﬁ danllealth

Jordan Health HIV Care Cascade*

Primary care cases

96% of infected
>1VL w/in one year
T5% of infected

Cases with continuous care
(=2 VL)

81% of infected
Virally Supressed (last vl
<200 copies/mL)

IV care evaluated from August, 2014 to July, 2015



Quality of Care Organizational Assessment:

Ending the Epidemic (ETE) Domain

Background

2014 NYSDOH HIV Quality of Care Program Clinical and
Consumer Advisory form joint ETE Quality of Care Sub-
committee

2015 Development of new ETE domain to New York State’s
Organizational Assessment to assess how healthcare
agencies generate and use facility level cascades.

2016 January — Official Launch of ETE domain, included in
assessments at all HIV medical facilities in New York State
performed by NYSDOH - Office of the Medical Director
staff
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Quality of Care Organizational Assessment

York | Department
* Who is it for? STATE | of Health

e Any clinic that provides HIV medical care

AIDS

Insﬂtute’

* Purpose:
e To improve organizational infrastructure for Ql activities

e Who implements the Organizational Assessment?

e Expert Ql coaches from NYSDOH Al staff and internal key
stakeholders are involved in the assessment process

* Self evaluation

* How is it scored?
* There are 8 domains, receiving a score of 0-5
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Quality of Care Organizational Assessment

NEW
8 Domains: 4;3:#5

e Quality Management
 Workforce Engagement in HIV quality program

* Measurement, Analysis, and Use of Data to Improve Program
Performance

e Quality Improvement Initiatives

e Consumer Involvement

e Quality Program Evaluation

e Achievement of Outcomes

e Ending the Epidemic Initiative (NEW)

*How are the results used?

* To develop a workplan with specific action steps to improve the
facility’s Quality Management Program

AIDS

Department mnnmﬁ

of Health
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Ending the Epidemic Assessment Domain
Why construct a facility-level cascade??

Aligned with NYS Ending the Epidemic Initiative, facilities assess how
all PLWH who touch their institution are linked to ongoing care that
results in achieving viral load suppression.

The facility-level cascade then is a driver to identify areas of focus to
reach those patients not connected to care sparking improvement
activities to achieve these goals.

The facility-level cascade visibly portrays the success of the agency in
achieving both patient and public health goals related to ending the
epidemic.
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To assess how the program selects, gathers, analyzes and uses data based on the cascade of care to improve performance. This includes how cascade data are collected and used by leaders, staff and the quality program to improve outcomes along the cascade throughout the entire healthcare agency and to achieve program goals.



NEW | Department | AIDS
YORK P > |

Domain H: Ending the
Epidemic Initiative
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H. Ending the Epidemic Initiative: (A New Domain From the NYSDOH — AIDS Institute Organizational Assessment)

GOAL: To assess how the HIV program generates and uses facility level cascades to identify opportunities for
improvement and develop data-driven improvement plans, to align initiatives, and to ensure that accurate and timely
information about the care engagement and viral load suppression status of patients is available to all members of
the facility so that they can effectively achieve both patient and public health outcomes as New York State
accelerates its work to end the HIV epidemic.

The Ending the Epidemic section assesses how the program selects, gathers, analyzes and uses data based on the
cascade of care to improve performance. This includes how cascade data are collected and used by leaders, staff and the
quality program to improve outcomes along the cascade throughout the entire healthcare agency and to achieve
program goals.

H.1. To what extent does the HIV program routinely generate and use facility level cascades to drive improvement and
address gaps in care?

Each score requires completion of all items in that level and all lower levels (except any items in level 0)

Getting Started 0 | O Facility does not report required rates of retention, treatment and viral load suppression.
Planning and Facility:
initiation 1 [J Reports required rates of treatment, retention, and viral load suppression.
Beginning Facility:

Implementation 2 | O Can annually construct a cascade that reports rates of retention, prescribed ART, and viral
load suppression.

Implementation Facility:

[J Can conduct an analysis, based on its facility level cascade, to understand why patients do
not meet expected outcomes and develop an intervention plan based on its analysis.

[ Facility leaders, quality committee members, including providers and consumers, and
facility staff use facility level cascade to develop and implement a quality improvement
plan.

3 | O Implements quality improvement plan, tracks the impact of interventions on facility level
cascade rates, and responds to the results of Ql projects.

[ Involves community service agencies, including health homes, in process analysis and
improvement plans to address linkage, engagement, re-engagement, and viral
suppression.

[J Makes its cascade visible to its internal stakeholders, and discusses it with its community
advisory board.

Progress toward Facility:
systematic [J Can measure whether or not HIV+ patients are linked to medical care when they engage
approach to with any unit of the facility (including, but not limited to emergency room and supportive
quality services) and can identify the status of every HIV+ patient ever seen at the facility

4 | O Can stratify data to identify potential disparities in care provided to sub-populations.

[J Identifies patients who are lost to follow up and reaches out to its local health department
or the State or other source to determine whether or not each patient has been engaged
in care elsewhere.

Full systematic Facility:
approach to [0 Produces, at least annually, a full cascade that includes facility wide testing and linkage
quality rates within the institution, including, but not limited to emergency departments,




.

H.1. To what extent does the HIV program routinely generate and use facility level cascades to drive improvement and

address gaps in care?

Each score requires completion of all items in that level and all lower levels (except any items in level 0)

Getting Started | 0

[1 Facility does not report required rates of retention, treatment and viral load suppression,

Planning and Facility:
initiation Lo Reports required rates of treatment, retention, and viral load suppression.
Beginning Facility:

Implementation | »

[1 Can annually construct a cascade that reports rates of retention, prescribed ART, and viral load
suppression,

Implementation

Facility:

[1 Can conduct an analysis, based on its facility level cascade, to understand why patients do not
meet expected outcomes and develop an intervention plan based on its analysis.

[ Facility leaders, quality committee members, including providers and consumers, and facility
staff use facility level cascade to develop and implement a quality improvement plan.

[1 Implements quality improvement plan, tracks the impact of interventions on facility level
cascade rates, and responds to the results of QI projects.

[ Involves community service agencies, including health homes, in process analysis and
improvement plans to address linkage, engagement, re-engagement, and viral suppression,

[1 Makes its cascade visible to its internal stakeholders, and discusses it with its community
advisory board.
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Presentation Notes
More challenging aspects of implementation are – the analysis/drilling down the data to understand why patients are not meeting the outcome; & working with community service agencies (including health homes) to address linkage, engagement and VLS.


address gaps in care?

1. To what extent does the HIV program routinely generate and use facility level cascades to drive improvement and

Progress toward
systematic
approach to
quality

Facility:

[1 Can measure whether or not HIV+ patients are linked to medical care when they engage with
any unit of the facility (including, but not limited to emergency room and supportive services)
and can identify the status of every HIV+ patient ever seen at the facility

[ Can stratify data to identify potential disparities in care provided to sub-populations.

[ Identifies patients who are lost to follow up and reaches out to its local health department or the
State or other source to determine whether or not each patient has been engaged in care
elsewhere.

Full systematic

Facility:

approach to (] Produces, at least annually, a full cascade that includes facility wide testing and linkage rates
quality within the institution, including, but not limited to emergency departments, inpatient units and
management in appropriate ambulatory care clinics
place [1 Follows longitudinal cohorts of patients enrolled in care at the facility over a 24 month period
to assess retention, treatment, and suppression.
Comments:

NATIONAL

RYAN WHITE



Presenter
Presentation Notes
Minimal number have yet to progress toward a systematic approach (score 4) to using the cascade for quality.  We will hear from one early adopter today – NYP – a large Urban Hospital that is looking across the hospital system “institution” regardless of “where” they enter the system.  We are seeing instances of greater partnership with local and state health Depts. and/or CBOs to determine engagement in care/outreach for those not linked or suppressed.

Score of 5- we see some programs who follow cohorts of patients over 24 months to assess retention but not as part of a cascade.


Guidance Example: Community Health Care Network
HIV Testing and Linkage to Care- 2013

27lr 829 HIV tests performed in 2013

Patients who tested positive in 2013

1

2 27 Patients linked to care in 2013

< 1_04%) Sero-prevalence

( Percentage of newly
\ 78% ) diagnosed linked to care
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Guidance Example: Community Health Care Network
HIV Treatment Cascade - 2013

The Cascade

All HIV positive patients
seen in 2013

o 4 N 1
Unique patients 4|\\9 1% | Retained in care
/

retained in care

(s )
Unique patients on ARV 4|\9 1% | Prescribed ART
/

. . . e N )
Unique patients with VL <200 o . Virally supressed
790 —(80%
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Guidance Example: Community Health Care Network
HIV Treatment Cascade - 2013

The Cascade

91%  91%
78%

Linked
to care

Retained Prescribed Virally
in care ARV suppressed

Denominator: newly Denominator: all HIV positive patients seen in 2013
diagnosed patients in 2013
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HIV CARE CASCADE 2014

INSTITUTE FOR ADVANCED MEDICINE

100 100 100 100 100 100 100

100 —

20

o AN
20 B D o ntooam
M Jack Martin
HMorningside

W Peter Krueger

70

[=11]

M Samuels

HW1T7th Street

50
Cpen Active Fetained On HAART WL = 200
Data Source: Calendar Year 2014 Epic + Climacs
MY5 2013 eHIVQOual Benchmarks: Open: 1+ FC visits in past 24 months
Top 25% Active: Open pts with 1+ PC wvisits in past 12 months
Mount Institute fnr — Median Retained: Active pts with 1+ PC visits in each half of past 12 months
Sinai Advanced Medicine ————— Bottom 255 On HAART: Active pts prescribed HAART anytime in past 12 months

WL =200: Active pts with last viral load in past 12 months below 200
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Challenges and Unresolved Issues

* Testing:
 Who should be tested? How often? Is there a standard for
facility-based testing?
* Linkage:
* What's the right timeframe for linkage within the facility?
 What about linkage to an outside clinic?
 Who's eligible for linkage: how long is a case open?

e Retention:

 What'’s the right measure? Is there one? How do different
needs translate into measurement?

* Data Source:
* How will you identify the eligible patients?

* Resistance?

NATIONAL

< RYAN WHITE



Facility-level Enablers and Challenges

* Helps e Hinders

e Supportive facility leadership e Lack of clarity about the

e AIDS Institute and NYCDOHMH denominator
sponsorship & TA: Ending the e Access to larger data sets and RHIO
Epidemic!! data

e Designated data staff, esp for e Staff turnover

larger programs - Weak QI program

 Strong quality management
program

* Time commitment

e Early engagement of IT
department

e Transparency across institution of
the visual display

* Ability to analyze by key
populations and then focus on
them
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Linking to Improvement

HIV Cascade of Interventions

Linkage

Retention

Adherence
& Viral Load Suppression

Universsl
- Opt-out testing (|APAC: & 1) 2 :
- Artive choice tasting * H
| - Community based testing: Multi-disezse prevention

: E_::lmmunit',l health campaigns (JAPAC: A 1) %568 25,14, 23

- Partner hutiﬁcatiun znd referral to testing (JARPAC: Al) 4
| - Self-testing (JAPAC: B 11} 20

- Testing in workplace and institutional settings,

| including prizon, military, police, mining/trucking
| companies, and educational venues
| (IAPAC: B Il &6 743,24, 28 i

| Domestic |
| - Pharmacy-based testing & |

Universal
- Co-locating medical services far onsite testing and
medical care (IAPAC: A1) ¥

Domestic

- ARTAS case management (IAPAC: B 1) =489

- HIV clinic based linkage to care team (LAPAC: A1) 20
- Strength-based caze management & 1016

- Dutreach workers & & 15 12

- Youth targeted interventions & & 5 19,22

- Patient navigation 1815

Internstional

- Extended home visit counseling % 10

- Food Incentives 9

- Immediate inpatient HIV counseling and testing
[LAPAC: A ) %12.13.22

- Pezr home visits post-dizgnosis

Universal
- Reminders [SM3, call, post mail) within 43 hours
(LAPAC: BI)20

Damestic

- Clinic-wide messaging (LAPAC: A1) =

- Enhanced Personal contact + & 43 4

- Computer decision-support systems (Virology Fast
Track] &£

- Medical caze management -4

- Buprznorphine Treatment 19

Internstional
- Peer support 20

Uniwverssl
- Computer Based Adherence Interventions
- Decentralization of Treatment

Domestic

- Cognitive Behavioral Therapy for Adherence 17

- Cognitive Behavioral Therapy & Motivational
Interviewing

- Coping 5kills & and 32if Management of Treatment
Side Effects ©

- Maonetary Reinforcemnsnt

- Personalized Cell Phone Reminder System

- Pillboxes

Internationszl
- Community Based ART Programs

- Community Bazsed Adherence Clubs

- Counselling and Alzrm Devices

- Counseling 2nd Reminder Text Messages

- Directly Administered Antiretroviral Therapy {DAART)
- Health Workers

- Individuzlly Tailored DOT with economic and
psychosocial support 42

- Online S=lf-Management Programs

- Phaone Calls and Home Wisits

- Tazk Shifting and Invohvement of Community

- Text Message Reminders

Population Key

1 African American * | ow income

* Al high risk L Marginally housed

% All partners of HIV+ individuals ** Married

* ARV naive H han

& First-time testers HEM

7 Incarcerated 5 Mewly dizgnosed

B Latinz/Latino & Mo insurance

9 Low education 7 People widepression

IAPAC Key
i P nt M . 3
; Szzg;::nc:f;‘m Strength of the Recommendation | Quality of the Body of Evidence
t Unszpecified Strong (A) Excellent 1)
= Women
2 YMSM Maderate (B} High (11
n

Youth Weak [C) Medium (Il

Low {IV]

Glossary

Active choice testing

Matifying patients orally or in writing that an HIV test will
be performed unless patient declines

Multi-disease prevention community health
campaigns

Testing patients in non-fadility based settings, eg. mobile
vans, in combination with other interventions
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AIDS

Insﬂtute’

Department
of Health

Next Steps: ~ %

* Finalize facility level cascade data collection tool and guidance

* Provide webinars, technical assistance and learning
communities to strengthen capacity at agencies across the
state.
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Acknowledgements ENDING the EPIDEMIC DASHBOARD
Governor Cuoma's 3-point plan

Treeenatrs Tl TR L | T
1. Identify:persons with HIV who remain undiagnosed and link them to health care.
2.Link and retain persons diagnosedwith HIV in health care to maximize virus suppression so they remain healthy and prevent further transmission.
S usan We | g I 3. Facilitate access to Pre-Exposure Prophylaxis for persons who engage in high-risk behaviors to keep them HIV negative.

Y. % ey

=5 VAR

Jacob Lowy

L
45

Steve Sawicki

NEW INTERACTIVE DATA

Stephen Crowe

Visit the Dashboard’s new

Da N Be I a nge r eractive visualization to view

NYC HIV testing data by

Da N I ke d a neighborhood

NEW INTERACTIVE DATA: Visit the Dashboard’'s new NYC HIV testing data visualization

Demetre Daskalakis, Bisrat Abraham & NYCDOHIMH HIV CSU
Quality of Care Advisory Committee

Consumer Advisory Committee
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NY Presbyterian Hospital’s Facility
Level Care Cascade: Development,
Presentation, Ql Use, and Next Steps

Randi Scott, MA

Data Coordinator, NY Presbyterian Hospital

2016 NATIONAL RYAN WHITE CONFERENCE ON HIV CARE & TREATMENT


Presenter
Presentation Notes
As described earlier, Governor Cuomo  recently unveiled his End the Epidemic initiative, with the goal of reducing the number of new HIV infections in NY state from 3000 a year to 750 a year by 2020. We are making progress towards this goal, with rates of new infection in NY state falling over the past few years.

However, it is important to track progress over the entire continuum of HIV care, not just reduction of new infection rates. Steps on this continuum include screening, linkage to care, retention in care, and ultimately, viral suppression.

The care cascade is an important tool that can be leveraged to track progress along this continuum, improve treatment and outcomes, and ultimately end the epidemic in NY state.


Why Build a Care Cascade?

e Assess progress in HIV care, identify gaps in care, and
drive efforts to improve care in a variety of
populations!?

e Address institutional gaps in real-time as opposed to
using claims data

e Coordinate cross-institutional and regional response
to gaps in care

INYS DOH AIDS Institute
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Presenter
Presentation Notes
Why build a care cascade? 

As the NY State Department of Health emphasizes, a care cascade can help us assess progress in HIV care, identify gaps in care, and help improve care in a variety of populations, including facility-wide, regional, and even national populations.

An important advantage of the care cascade is that enables us to address gaps at the institutional level in real-time. The New York Presbyterian care cascade will have data refreshed every 24 hours.  Previously,  NYP was relying on claims data, which limits actions to 6 months after the medical encounter.

Finally, if  multiple organizations develop cascades using similar definitions, we will be able to coordinate cross-institutional and regional responses to gaps in care. As an example, a joint cascade could help institutions de-duplicate the HIV patients seen in multiple institutions throughout the region.


Cascade Design

* NYP HIV screening rate: 19% (105,772 patients ever screened
out of 569,165 total patients seen in prior 24 months)

* Institutional cascade universe of patients: seen at NYP in past
24 months and ever diagnosed HIV+ (N=5,377)

* Housed in Tableau, with capability to view data graphically and
create individualized visualizations

* Ability to click to drill down to table data for individual patients,
with fields including:
* Demographics
 Location/date and provider at last NYP visit
e Primary care data (if applicable)
e Recent ED & Inpatient Utilization
e Viral load and CD4 Data

NATIONAL
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Presenter
Presentation Notes
Before going into detail about the cascade design, I would like to point out that NYP’s HIV screening rate is 19% (around 106,000 patients ever screened out of  around 569,000 total patients seen at NYP in the prior 24 months).

For the purposes of the cascade I will present today, the cascade universe of patients in anyone seen at NYP in the past 24 months  and ever diagnosed HIV+ (5,377 people). This includes patients seen in any capacity – ED, inpatient, or ambulatory clinics.

The cascade will be housed in Tableau, a data visualization software. This will give us the capability to view data graphically and create individualized visualizations, which I will demonstrate later. 

We will also have the ability to click down to table data for individual patients, with fields including demographics, information about  last NYP visit, primary care data if applicable, any recent ED or inpatient utilization, and viral load and CD4 data.





Measure Definitions

Measure Time Period Definition

Any HIV confirmatory test positive or

HIV+ Caseload*® Prior 24 months ICD9 & ICD10 codes c/w HIV infection in either
billing or EMR

Engaged in Caret Prior 12 months HIV+ with primary care visit

Retained in Caret Prior 12 months HIV+ with primary visit in each 6 month period

Retained in Caret Prior 24 months HIV+ with primary visit in each 6 month period

Prescribed ART*+ Prior 12 months HIV+ with any record of ARV in EMR
HIV+ and most recent viral load test drawn in

. + .

Virally Suppressed Prior 12 months the past year <200 copies/ml

Universe of patients = seen at NYP in past 24 months and ever diagnosed HIV+
All lab and visit data is NYP only *NYP

*NYS DOH
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Presenter
Presentation Notes
Here are the measures used on our cascade. The  base population is our HIV+ caseload over the prior 24 months, identified using confirmatory test results or ICD codes in the billing or EMR.
Next, we have engagement in care over the prior 12 months, which is defined as being HIV+ with a primary care visit during this period. We defined primary care visits as visits to any of our primary care medical home ambulatory clinics.
For retention in care over the prior 12 months, HIV+ patients needed to have a primary visit in each 6 month period of the year. 
For retention over the past 24 months, HIV+ patients needed to have visits in each 6 month period of the past 2 years.
A patient was considered prescribed ART in the last 12 months if they had any record of an ARV in their EMR.
Finally, they were considered virally suppressed if they were HIV+ and their most recent viral load in the last year was <200. 
Most of the measures and definitions were taken from the NYS DOH care cascade for consistency. Once again, it is important to note that all lab and visit data is NYP only, which is a limitation of the cascade.


NYP Institutional Care Cascade

Inclusion Criteria: seen at NYP from 7/19/2014-7/19/2016 (24 months),
ever diagnosed HIV+

6000

5377

100%

Click to Filter:
5000

Last NYP Contact

[ ambulatery Clinic

|:| Emergency Department 4000
[] Inpatient
Primary Care Site 3000
[ HIv Clinic
[ other dlinic 2000

1000

NYP HIV+ caseload in engaged last 12 retained last 12 retained last 24 on ART in last 12 suppressed <200
past 24 months months months months months
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Presenter
Presentation Notes
Here we can see a cascade of patients seen in the past 24 months at NYP who were ever diagnosed HIV+.  The first 4 measures follow the expected cascade fall-off pattern, followed by an increase between 24-month retention and viral suppression. 

Although all the gaps are important to examine, it is clear that the largest gap is between our original caseload and the number of patients engaged in care in the last 12 months. This could be partly due to missing data, since at this point we don’t know if some of the original caseload is engaged in care elsewhere. Still, it is clear that work needs to be done on shrinking this gap. 

Finally, I will note that there is a 44% viral suppression rate in this population, which is below the state # of 52% for persons diagnosed with HIV in the 2013 NYS Care Cascade. Again, this could be partly due to missing data, because we don’t know if patients in our base population are engaged or suppressed elsewhere.  Still, this shows  there is considerable room for improvement.

On the left, you can view some filters that can be used to filter the cascade visualization to certain populations. For example, a user may want to view just patients engaged in primary care at an NYP HIV clinic. If so, they would just click on that checkbox, and then….




NYP HIV Clinic Care Cascade

Click to Filter:
Last NYP Contact

[ ambulatery Clinic

[] emergency Dezartment
O Inpatient
Primary Care Site

HIV Clinic
[ other Clinic

RATIA R AT
NATIONAL

Inclusion Criteria: seen at NYP from 7/19/2014-7/19/2016 (24 months),
ever diagnosed HIV+, most recent ambulatory visit at an NYP HIV clinic

3500

3004

100%
3000

2500

2000

1500

1000

500

Clinic HIV+ caseload engaged last 12 retained last 12 retained last 24 on ART in last 12 suppressed <200
in past 24 months months months months months
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Presenter
Presentation Notes
… we can see this population. This cascade contains the same measures as the graph on the previous slide, but this time filtered down to patients whose most recent ambulatory visit was at an NYP HIV clinic – our indicator that a patient was engaged in HIV primary at NYP at some point.

We can see immediately that the rates are significantly higher for all measures along the cascade. There may be several reasons for this: this population consists of patients who by definition have been linked to care at some point, as they have been seen at an HIV clinic at some point. Thus, it makes sense that they would have a higher pattern of engagement throughout the cascade then the general NYP HIV+ population. Additionally, this speaks to the benefits of having HIV patients seen at a Center of Excellence dedicated to comprehensive HIV care. However, the 71% viral suppression rate is below the NYS 2013 # of 82% viral suppression among patients with any care. 

Looking at the graph, it is clear the data at this point is not perfect. For example, the number of HIV patients at our 2 clinics should be much higher. 
Furthermore, ARV use is lower than the viral suppression rate, which does not make clinical sense. This is an iterative process, and the useful part about graphing out the data is that it allows us to see things that don’t make sense and continually make improvements. 



Data Drilldown

Last_Name First_Name DOB Age Sex Race Ethnicity HPhone Primary_Insurance PCMH_Primary Last_Primary_Visit_Provider Last_Primary_Visit_Dtm Last_NYP_Campus_Location Last_NYP_Clinic
SMITH JOHN 5/25/1958 58 F WHITE H (917)521-9349 LOCAL 1199 MULL NULL MNULL REF MULL

DOE JANE 5/4/1938 77 M WHITE N (917)613-0413 MEDICARE MULL NULL NULL ACN HP

SMITH JOHN 8/24/1983 32 F WHITE N (347)726-1407 AETNA (ELPASO,TX) MULL NULL NULL REF MULL

DOE JANE 12/22/1951 64 M WHITE N (201)348-8268 EMPIRE HEALTHCHOICE ASSURANCE, NULL NULL NULL REF MULL
SMITH JANE 12/23/1981 34 F  UNKNOWN u (646)838-8976 HEALTHPLUS AMERIGROUP MULL NULL MNULL Milstein Milstein
DOE JOHN 7/22/1965 SO F  UNKNOWN u (212)283-3392 SELF-PAY MULL NULL NULL Milstein Milstein
SMITH JANE 8/30/1934 81 F BLACK/AFRICAN AMERICAN N (718)991-7344 MEDICARE MULL NULL NULL REF MNULL

DOE JOHN 8/20/1992 23 F WHITE H (212)942-2372 HEALTH FIRST MNULL NULL NULL ACN Broadway
SMITH JANE 6/24/1962 54 M UNKNOWN u (646)314-3249 AFFINITY HLTH PLAN - MCAID HP& MATTHEW SCHERER 10/22/2015 Milstein Milstein
DOE JOHN 4/22/1976 40 F  UNKNOWN u (347)257-2065 EMPIRE BC HEALTHPLUS MCD Farrell ANITASOFTNESS 5/31/2016 ACN Farrell
BROWN LUCY 7/10/1947 63 M UNKNOWN u (212)927-3184 HEALTHFIRST 65/MHI MCR. MULL NULL NULL Milstein Milstein
SMITH ROBERT 3/27/1979 37 F  DECLINED u (917)838-1157 CIGNA HEALTH CARE MULL NULL NULL NYHL MULL

DOE JANE 7/26/1985 20F UNKNOWN u (917)865-2970 HEALTH FIRST MULL NULL NULL Milstein Milstein
BROWN JOHN 10/16/1955 60 M OTHER NOT DESCRIBED u (201)463-0888 EMPIRE BC PPO NYC/NYS EMP MULL NULL NULL MYHL MULL
SMITH LUCY 11/23/1977 38 F UNKNOWN u (973)356-2157 HEALTH FIRST MULL NULL NULL ACN Broadway
DOE ROBERT 12/24/1995 20F UNKNOWN u (917)592-1803 HEALTHFIRST NY MCD MULL NULL NULL ACN Audubon
SMITH JANE 1/26/1985 31 F OTHER NOT DESCRIBED H (347)364-3910 NATIONAL BENEFIT FUND 1199 Washington Heights MARY CABICO 8/7/2015 ACN Washington Heights
DOE JOHN 10/31/1981 34 F WHITE u (412)680-9579 AETNA HMO/POS/EPO MULL NULL NULL MYHL MULL
BROWN LUCY 5/9/1944 72 M WHITE HO (646)882-4762 MEDICARE MULL NULL NULL REF MULL
SMITH ROBERT 1/1/1982 34 M UNKNOWN u (212)999-9933 SELF-PAY MULL NULL NULL Milstein Milstein
DOE JANE 10/16/1987 28 F UNKNOWN H (929)213-2956 YOUNG ADULT/YOUNG MALE MNULL NULL NULL ACN Audubon
BROWN JOHN 11/25/1984 31 F  UNKNOWN H (646)715-5615 AETNA (EL PASO,TX) MULL NULL NULL BOSC MULL
SMITH LUCY 7/21/1989 26 F UNKNOWN u (347)995-8274 FIDELIS MGD CARE MCD MULL NULL MNULL Milstein Milstein
DOE ROBERT 9/5/1960 55 F  DECLINED N (212)877-0742 OXFORD MULL NULL NULL NYHL MULL
BROWN JANE 10/1/1989 26 M UNKNOWN u (718)708-3264 SELF-PAY MULL NULL NULL Allen Allen
SMITH JOHN 3/2/1986 30F UNKNOWN HO (999)999-9999 AMERICHOICE BY UNITEDHEALTHCAR  NULL NULL NULL ACN Audubon
DOE LUCY 10/3/1990 25 F  BLACK/AFRICAN AMERICAN H (646)891-0086 HEALTHPLUS AMERIGROUP MULL NULL MNULL ACN Washington Heights
BROWN ROBERT 10/26/1992 23 F WHITE H (646)645-3974  FIDELIS MGD CARE MCD MULL NULL NULL Allen Allen
SMITH JANE 2/22/1943 67 M WHITE u (914)471-1535 MEDICARE MULL NULL NULL Milstein Milstein
DOE JOHN 3/5/1987 29 F  BLACK/AFRICAN AMERICAN N (917)501-1640 HIP WESTCHESTER MNULL NULL NULL ACN Audubon
BROWN LuCyY §/16/1987 28 F WHITE H (347)605-8344 MEDICAID MULL NULL NULL ACH Audubon
SMITH ROBERT 3/30/1977 39 M UNKNOWN u (646)730-9128 SELF-PAY MULL NULL MNULL Milstein Milstein
DOE JANE 9/11/1974 41 F WHITE N (646)320-8053 UNITED HEALTHCARE MULL NULL NULL REF MULL
BROWN JOHN 6/23/1990 26 F UNKNOWN u (929)431-8293 HIP COMP MCAID MNULL NULL NULL Allen Allen
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Presentation Notes
This slide shows a mockup of the table of individual patient level data that will be shown when a user clicks on one of the cascade bars. Again, these fields include demographic information, information about last NYP visit, any primary care, ED, and inpatient utilization, and clinical data including viral load and CD4. Having the patient level information will allow users to drill down from a population view and facilitate individual-level interventions.


Notes and Tips on Cascade Development:

e Development of measure definitions — from group consensus based on
examining state and city cascades and other state measure definitions (e.g.
eHIVQUAL; HRSA)

e Working with IT department
O Include IT in development discussions from the very beginning — important
to know what is possible from a data perspective before getting too far
into the process
O Importance of checking in regularly after examining each iteration of the
data, as sometimes there is miscommunication about what data is needed
and how to extract it

e Start graphing rough versions of the data early in the process — this makes it
easier to see patterns as well as data errors

e Need tight collaboration from many roles in the institution in order to develop
accurate cascade and generate interest — e.g. data coordinator, program
coordinator, analytics, medical providers, etc.

NATIONAL

RYAN WHITE 2016 NATIONAL RYAN WHITE CONFERENCE ON HIV CARE & TREATMENT


Presenter
Presentation Notes
Here are some notes and tips on cascade development that we have experienced building the NYP cascade.
First, as noted earlier, we came to a group consensus on our measure definitions from other state and federal definitions.
We included IT in discussions from the very beginning, and checked in with them regularly to determine what was possible and ensure that data requests were communicated accurately.
I would suggest starting to graph rough versions of the data early in the process, making it easier to see patterns as well as data errors.
Finally, it’s important to have tight collaboration between many roles in the institution. This enables the development of “champions” among the way and allows for early input from a variety of sources before getting too far in the development process.


Lessons Learned

* Interventions will be difficult without integration of institutional
cascades through health exchange (e.g. Healthix)

e Data incomplete and inaccurate unless proven otherwise:
* Fragmented IT systems
e Extraction from multiple data sources
* Field types
e Maintaining updated data dictionary and lab/diagnostic codes

e DON'T WAIT FOR PERFECTION — act on the patients you know
about right away
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Presentation Notes
One of the ultimate goals of this initiative is to use cascades from multiple institutions  to gain a better understanding of where patients are located on a regional level. As I stated earlier, the NYP facility-level cascade suffers from a lack of data, as it cannot tell us which patients are linked elsewhere and where they are receiving care. Integrating multiple institutional cascades through a RHIO such as Healthix would give more accurate insight into the cascade numbers.

As I mentioned earlier, we still have significant issues with our data. Thus, it is important to assume the data is incomplete and inaccurate unless proven otherwise. Some of the reasons for these issues include fragmented IT systems and the need to extract from multiple data sources. For example, the NYP Columbia campus uses Allscripts, while the Cornell campus uses Epic. Integrating these has been a continuing challenge. There is also the difficulty of extracting information from free-text fields, and keeping updated and detailed data dictionaries.

Despite these issues, don’t wait  for the cascade data to be totally complete and accurate before performing interventions. It is important to act on the patients you know about right away to in order to make an immediate difference in patient care.



Next Steps before Facility Wide

Implementation

* Refine measure parameters and extraction process to
improve data accuracy

e Determine best ways of presenting cascade
information, both graphically and in table form

* Consult key stakeholders, such as patients, providers,
care coordinators, and administrators

* Ensure use of the cascade is in line with institutional
and legal guidelines

* Develop workflows based on identified gaps in care
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Presentation Notes
As I previously noted, our data is currently inaccurate and incomplete, so the first step is to continue refining our parameter definitions and extraction processes to address this problem. Furthermore, we will continue to work on ways to improve our presentation of the data to make it more intuitive for the end user.

As in any project, stakeholder engagement is important during the process. This includes providers, care coordinators, administrators, and of course patients.

We must also ensure that our use of the cascade is in line with legal and institutional guidelines, especially since we are working from population health data to individual interventions.

Finally, we will begin to develop workflow based on the gaps of care identified in the cascade.


Closing the Gaps

* Pilot interventions to close gaps in HIV Clinic first

* Notification of all positive HIV test results at NYP to facilitate
linkage of newly diagnosed patients

e Working with navigators in ED and inpatient for real time
linkage of PLWH not engaged in care

* Development of care plans for virally unsuppressed patients
in multidisciplinary care teams

* Take lessons learned from pilot to help inform institution
wide interventions to close gaps

NATIONAL

T RYAN WH'TE 2016 NATIONAL RYAN WHITE CONFERENCE ON HIV CARE & TREATMENT


Presenter
Presentation Notes
There are already workflows developed in our HIV clinics aimed at closing the gaps in HIV care. One example listed above is notification of all positive HIV test results at NYP to facilitate linkage of newly diagnosed patients. Other workflows involve the use of ED and inpatient navigators and multidisciplinary care teams. We plan to take the lessons already learned from these pilot interventions to help inform institution wide interventions. This includes what works, what doesn’t work, and what may need to be changed when scaling up from the clinic to institution level. 
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THE FAMILY HEALTH CENTER OF HARLEM

100% -+

80% -

60% -

40% -

20% -

0% -

IFH Harlem HIV Care Cascade 2014

Ever Linked to HIV Care at Retained in HIV Care in Started ART

IFH Harlem

2014

Suppressed Viral Load in
2014

THE INFg;I'ITUTE
FAMILY HEALTH


Presenter
Presentation Notes
Care coordination, access, patient self management support


Inclusion/exclusion criteria

e Universe of patients: Patients receiving HIV primary
care at the Family Health Center of Harlem

e Linked to care: Any patient with at least 1 HIV primary
care visit in 2014, without documentation of outside
provider 384

e HIV Primary Care Visit: Discussion/treatment of HIV; HIV
related labs; ART prescription

e Retained in care: Patients with at least 1 HIV primary

care visit in the first 6 months of the year and in the
second 6 months of the year 346

e Started on ART: Patients with at least 1 ART
prescription in 2014 324

e Suppressed Viral load: Patients with a viral load <200 at
last lab in 2014 280
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Retaining Patients Living with HIV/AIDS Through Friendly Outreach Cards

Felicity Tsikiwa, LPN, lesse Feinman, Rebeca Green, LMSW, Ross Hewitt MD

FRksly TEALTH

Introduction and Background

The Institute for Family Hesith ic 8 Federally Oualifiss Health Canber s=rving over
50,000 petients st 27 loostions th New Work Simte.  Anmually, spDrOMimEbely
1,000 pe=ople living with HNRIDS -:H.M-u‘-.l resive |r1rnu"|l e mnd pq.'mc-smnl
services through the Comprehensive Outpatient Medicsl Practios And Sunport Serdces
Program. |COMAPASS | This inbervention ook pésce =k Family Hes®h Canter of Harem,
whazre CORFASE serves about 373 PUAHA.

Retention in cane improves the: heatth of PUVHA and reduces the: number of new HIY
inections.  The Kationsl HINfAIDS Strategy. and nationsl, sabe and loml treatment
ooscades: highlizht: rebention actvities as vital in our fzhk sgeinst HNAIDS. i

The Institute For Family Health, New York, NY

Methods

Bacesd on CAB meminer fsadback, the “fhandly outresch ™ was oested.

Cee

4f%" of propie Iing with HIV/'AIDS ar: considened retained in care. In New York S-‘.l::,
A% in Mew Work Tty 34%"; and st the Family Hesth Cenper of Harlem, our 2013
rebention rabe was 84%

it Staan o e, Lo, HHAG w1 s ok S W (8w Cadcaie, BELE

s een mm i mman e e

[ — i — — —
-

In 203 our routine netention ¥orts involved sttempting 3 conseoutive cils folowed
try:a tinal letter to all patients who missed appointments.

For our 2003 Continuous Cuality Improverrent (C0f) project we identified patients st
rizk of falling out of care (those saen by our mecios] providers in past & months Dt not
&2 in the past 3 monkhs.| YW outresched with 3 @il attempts followed oy 2 final
Iether as well. For these petients st risk for Saling out of cire wiho were contactsd
through our 2043 OO jproject, 24% kept their next scheduled sppointment o
srheduer mn then ept & new Sppoinbment.

Definitions

= N York Stete HN dinicel puideliines: Cinicsne should sohaule mmutine monitoring
wisits ot heast every 4 monkhs for ciinially Sable FLAHA.

= (Canbers for Disemse Conbrol Retention Messure: Patisnt sttended 2 or mome HIY
miesical care visits in e 12 montfhs following initial are. [fig.1]

= N fork State Rebention Measre: pathent receiecd 2 H0 related b tects ot st 3
mioniths spert. (fiz.2)

= Irstitube Retention Measure (25 defined oy HVOUALE patient has sttended ot lest
1 HIV mesdical care wisk inthe first & manths of the yesr, and ot keest 4 in the: ssoond
5 manths of the year, and those vists are ot lexst 60 days apart. Mew patients sezn
after July Lot sre remowed Som srslyss

Objective
In 204, 20% of COMPASS patiants receiving primary oore st The Family Healtt Center
of Hariem will be considensc) retsined.  This objecties was made imo owr 2044 OO)
project.

Methods

* Engaged patients ot December 2043 Consumer Acvisory Ecard (CAB) mesting o ne-
evalusbe putreach and retention srategies.

* CAB memoers reguested cutresch materisk that were ez ciniosl and mone

“loving ™ comaining “tenrs of endearment.”

Initisl drafts of the 2014 cutresch oard wers completerd by & oolisboration bebassn

B tient and shaff rrember

v The final card was developed oy CORMPASS shaff and the: Institute Communiotions
Degartrrent

Byl iy s e e S e e
On 5 roling: monthly bacs, the Eectronic Mesiol Reoord (EMR) menersted & report
listing pratients ot risk of falling cut of can=.

Idenftified patients wene mailed the “Trisndy outnesdh cand ™

V= neviewed patients sent “Triendly cutnesch carcs” ot 50 days to s=e if they had
returmed T o,

List of patients sent “Trizndly cutresch cand” was sent bo program stalf to encoursge
ollection of qualitative gyts (petients response to ond).

Findi ngs

Return to cane |60 days] rates for patients at risk of falling owt of
care aMer rctption of & “friesdly sutrach card™

W Mpiureed SED doyn sfear Card
afy

W Apturned §00 dayu afar
CardiCal

i reumed <60 drgs e
Card+Cal

WMot retemed <bD dags ather
Card Dby

3 Petients ot risk of Salling out of osre were invohed in 2034 (0 Project.
= 14 ineligible for anelsis due to <60 days sinpsing ater o was sent
* Einsligitie for anslyss o eburmead o ssndar
61 remaining patiants at risk of falling out of canz wers
* On Evemzs thars was 23 days Detwesn when the card iz sant anc ratum b
carz of thase petisnts who retumes to cane <50 deys after ssncing &
“friendiy outreach od.”
= 34% of patierts returned fo e SBO days after receiving @ “Triendly
outnesch o™
Thiz 61 patients were broken inhs two groups, thase who resived o call from the
dinic unrzisted to the 2004 OO and thase who did not.
* Of those that only recsived & o, §6% retumed to ore <S0degs after
sending & “Triendly cautreach crd”
* Of those that receied 8 owd and & call 385% rehumed o e SS0ceyT after
sending & “Triendly cutreach crd
7 jptients returmed to the ciinic =60 days after sending the “friendly outnench oo™
They ane counbed] a5 not retumeed o e i the above snalysis.
* Comizined retum to cane rebe <50 cays B »50 cays] was 54%
Some of the positive qualitstive daba includes these  comments made by the
patients and their families:
“Dy: Hewith sant ma a oo, 50 | o i Thie petient siso brought the amd
im with them.

=W, [iikm Ehe corg and Ehot’s wiot Mmook me Some in

& 30 year oid patiznt's mother calied to schedule him an 2ppointment |, she
simbedd it was because she received the mn

Conclusions
|This 2044 OO owireach and retenbon
project trp=ted patiems ot risk of falling

) out of cre In 204 we saw our oversll
retention rakz improssd from 34% from

- A3 to S04% for 2014, Srpaming our

) ol

- Our reburn to care rates [<50 days) for our
patients who wens &t risi of faling out of

o vt o e BT TEmChiNE 34% mnd & combined |50 &

FH Harbar STV Core Cancade, 3054 spn

| 60 deys] neturn o care reke of B4%

‘Woriding off of sugrestons Srom our Consumer Advisory Board |CAE] we wens abie to
imstitirhe am effsctive retention program that wes mone “losing” and les diniol then
previous outreach methods.

O paiants responded positesly to the cands indicated by both our quelitative and

quantitative data. We had an inoesse in our overall netention rate, a5 well 55 8 high
=N Fift retum ko oare fol keaing mailing of the “friendly outresch o

Discussion & Implications for Practice

Hiow we could have improved the 2044 COJ project

* Stwting soorer. The petisnt request for more nng omTUNGHon wes in
development until the earky third quarter wiven the firs round of Grds were zent

* Using consistent procsss metric acoss 2043 & 2044 OO projects. Dur 2043 OO

project messured i patienks lept their nest sppointment or scheduled and kept an

sopoimtment. Our 2004 OO project kooked ot if the patisnt rehumed to the oiinic

within 60 cays.

Having & mnirol groun. i we oontinued the 2013 retention =fTort for & @Rdom

control Eroup throughout 2044 and use the 2014 metrics fr nebamed to e, or

Ionoked historiily and gathered our 2014 metrics on the 2013 dats, v would heve

grester sbility to compare our efforts.

Grester oonsistenoy with other outreach =fforts. Our general outresch and netention

=fforts for pabients who missed appointments dhanged on 30 October 2044, in the

il of our project.

For fubure: projects we may ook at the: proup of patients not retsined and see it they
Temve shared characher tics thet will scoumbety predict wiho is most ot sk,

iyt s for prmchice:

* Continue sending “Trisndy outresdh oinds™ bo patients ot risk of faling out of mne.

v Continue msking for fs=chsck from patients and our CAE to menemhe idess for
Continuous quality improsement.

v Consolicate all of cur retention and outresch =forts into 8 uniffied series of sheps
With consishent documentation st esch shen.

Sources

1. Wil Signs: HWV Diognosis, Sore, and Traciment Among Parsons: Living math HIV -
Unnited Stotes, 2012, |2004). CDC.

2 Notiona) HAIDS Shrotegy Maosures ond’ the Cosoocke of Engogersent in Cone, 2012
|2034). Aids Insttute - New York Sizte Depertment of Hesith,

2 Now Work City HWAIDS Sunveillonos Slide Sobr, 2002 |2A00d). Mew ¥ork: New York
ity Department of Health and Mental Hygizne.




How have we used the treatment
cascade?

e |dentify areas for CQl improvements
* Retention
*Viral load suppression

e Publicize work

e Motivate/engage front line staff

e Motivate/engage patients

* Next steps: Institute wide cascade
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Presentation Notes
In 2014, Governor Cuomo unveiled his End the Epidemic initiative, with the goal of reducing the number of new HIV infections in NY state from 3000 a year to 750 a year by 2020. We are making progress towards this goal, with rates of new infection in NY state falling over the past few years.

However, it is important to track progress over the entire continuum of HIV care, not just reduction new infection rates. Steps on this continuum include screening, linkage to care, retention in care, and ultimately, viral suppression.

The care cascade is an important tool that can be leveraged to track progress along this continuum, improve treatment and outcomes, and ultimately end the epidemic in NY state.


Why Build a Care Cascade?

e Assess progress in HIV care, identify gaps in care, and
drive efforts to improve care in a variety of
populations!?

e Address institutional gaps in real-time as opposed to
using claims data

e Coordinate cross-institutional and regional response
to gaps in care

INYS DOH AIDS Institute
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Presentation Notes
Why build a care cascade? 

As the NY State Department of Health emphasizes, a care cascade can help us assess progress in HIV care, identify gaps in care, and help improve care in a variety of populations, including facility-wide, regional, and even national populations.

An important advantage of the care cascade is that enables us to address gaps at the institutional level in real-time. The NYP care cascade will have data refreshed ever 24. hours.  Previously,  NYP was relying on claims data, which limits actions to 6 months after the fact.

Finally, if  multiple organizations develop cascades using similar definitions, we will be able to coordinate cross-institutional and regional responses to gaps in care. As an example, a joint cascade could help institutions de-duplicate the HIV patients seen in multiple institutions throughout the region.


Cascade Design

* NYP HIV screening rate: 19% (105,772 patients ever screened
out of 569,165 total patients seen in prior 24 months)

* Institutional cascade universe of patients: seen at NYP in past
24 months and ever diagnosed HIV+ (N=5,984)

* Housed in Tableau, with capability to view data graphically and
create individualized visualizations

* Ability to click to drill down to table data for individual patients,
with fields including:
* Demographics
 Location/date and provider at last NYP visit
e Primary care data (if applicable)
e Recent ED & Inpatient Utilization
e Viral load and CD4 Data
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Before going into detail about the cascade design, I would like to point out that NYP’s HIV screening rate is 19% (around 106,000 patients ever screened out of  around 569,000 total patients seen at NYP in the prior 24 months).

For the purposes of the cascade I will present today, the cascade universe of patients in anyone seen at NYP in the past 24 months  and ever diagnosed HIV+ (5,984 people). This includes patients seen in any capacity – ED, inpatient, or ambulatory clinics.

The cascade will be housed in Tableau, a data visualization software. This will give us the capability to view data graphically and create individualized visualizations, which I will demonstrate later. 

We will also have the ability to click down to table data for individual patients, with fields including demographics, information about  last NYP visit, primary care data if applicable, any recent ED or inpatient utilization, and viral load and CD4 data.





Measure Definitions

Measure Time Period Definition

Any HIV confirmatory test positive or

HIV+ Caseload*® Prior 24 months ICD9 & ICD10 codes c/w HIV infection in either
billing or EMR

Engaged in Caret Prior 12 months HIV+ with primary care visit

Retained in Caret Prior 12 months HIV+ with primary visit in each 6 month period

Retained in Caret Prior 24 months HIV+ with primary visit in each 6 month period

Prescribed ART*+ Prior 12 months HIV+ with any record of ARV in EMR
HIV+ and most recent viral load test drawn in

. + .

Virally Suppressed Prior 12 months the past year <200 copies/ml

Universe of patients = seen at NYP in past 24 months and ever diagnosed HIV+
All lab and visit data is NYP only *NYP

*NYS DOH
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NYP Institutional Care Cascade

Inclusion Criteria: seen at NYP from 7/19/2014-7/19/2016 (24 months),
ever diagnosed HIV+
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Lab data versus primary care data – primary care more stringent measure, expected pattern of fall off at each point at cascade

Largest gap between diagnosis and linkage, could be missing data since we don’t know if they were linked elsewhere

STATE BENCHMARK FOR VIRAL LOAD SUPPRESSION!!! 44% viral suppression rate, could also be due to missing data because again, don’t know if engaged and suppressed elsewhere

Filter… 



NYP HIV Clinic Care Cascade

Click to Filter:
Last NYP Contact

[ ambulatery Clinic

[] emergency Dezartment
O Inpatient
Primary Care Site

HIV Clinic
[ other Clinic

RATIA R AT
NATIONAL

Inclusion Criteria: seen at NYP from 7/19/2014-7/19/2016 (24 months),
ever diagnosed HIV+, most recent ambulatory visit at an NYP HIV clinic
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Drilldown to  ambulatory HIV clinic data – inclusion criteria

Can see immediately that the numbers are significantly higher for all categories. There may be several reasons for this: this population consists of patients who by definition have been linked to care at some point, as they have been seen at an HIV clinic at some point. Thus, it makes sense that they would have a higher pattern of engagement throughout the cascade. Additionally, this speaks to the benefits of having HIV patients seen at a Center of Excellence dedicated to comprehensive HIV care.

Looking at the graph, it is important to see that the data at this point is not perfect:
Number of patients, the primary care linkage bar should be 100%, and ARV use is lower than viral suppression rate. This is an iterative process, and the good part about graphing out the data is that it allows us to see things that don’t make sense and continually make improvements. 



Data Drilldown

Last_Name First_Name DOB Age Sex Race Ethnicity HPhone Primary_Insurance PCMH_Primary Last_Primary_Visit_Provider Last_Primary_Visit_Dtm Last_NYP_Campus_Location Last_NYP_Clinic
SMITH JOHN 5/25/1958 58 F WHITE H (917)521-9349 LOCAL 1199 MULL NULL MNULL REF MULL

DOE JANE 5/4/1938 77 M WHITE N (917)613-0413 MEDICARE MULL NULL NULL ACN HP

SMITH JOHN 8/24/1983 32 F WHITE N (347)726-1407 AETNA (ELPASO,TX) MULL NULL NULL REF MULL

DOE JANE 12/22/1951 64 M WHITE N (201)348-8268 EMPIRE HEALTHCHOICE ASSURANCE, NULL NULL NULL REF MULL
SMITH JANE 12/23/1981 34 F  UNKNOWN u (646)838-8976 HEALTHPLUS AMERIGROUP MULL NULL MNULL Milstein Milstein
DOE JOHN 7/22/1965 SO F  UNKNOWN u (212)283-3392 SELF-PAY MULL NULL NULL Milstein Milstein
SMITH JANE 8/30/1934 81 F BLACK/AFRICAN AMERICAN N (718)991-7344 MEDICARE MULL NULL NULL REF MNULL

DOE JOHN 8/20/1992 23 F WHITE H (212)942-2372 HEALTH FIRST MNULL NULL NULL ACN Broadway
SMITH JANE 6/24/1962 54 M UNKNOWN u (646)314-3249 AFFINITY HLTH PLAN - MCAID HP& MATTHEW SCHERER 10/22/2015 Milstein Milstein
DOE JOHN 4/22/1976 40 F  UNKNOWN u (347)257-2065 EMPIRE BC HEALTHPLUS MCD Farrell ANITASOFTNESS 5/31/2016 ACN Farrell
BROWN LUCY 7/10/1947 63 M UNKNOWN u (212)927-3184 HEALTHFIRST 65/MHI MCR. MULL NULL NULL Milstein Milstein
SMITH ROBERT 3/27/1979 37 F  DECLINED u (917)838-1157 CIGNA HEALTH CARE MULL NULL NULL NYHL MULL

DOE JANE 7/26/1985 20F UNKNOWN u (917)865-2970 HEALTH FIRST MULL NULL NULL Milstein Milstein
BROWN JOHN 10/16/1955 60 M OTHER NOT DESCRIBED u (201)463-0888 EMPIRE BC PPO NYC/NYS EMP MULL NULL NULL MYHL MULL
SMITH LUCY 11/23/1977 38 F UNKNOWN u (973)356-2157 HEALTH FIRST MULL NULL NULL ACN Broadway
DOE ROBERT 12/24/1995 20F UNKNOWN u (917)592-1803 HEALTHFIRST NY MCD MULL NULL NULL ACN Audubon
SMITH JANE 1/26/1985 31 F OTHER NOT DESCRIBED H (347)364-3910 NATIONAL BENEFIT FUND 1199 Washington Heights MARY CABICO 8/7/2015 ACN Washington Heights
DOE JOHN 10/31/1981 34 F WHITE u (412)680-9579 AETNA HMO/POS/EPO MULL NULL NULL MYHL MULL
BROWN LUCY 5/9/1944 72 M WHITE HO (646)882-4762 MEDICARE MULL NULL NULL REF MULL
SMITH ROBERT 1/1/1982 34 M UNKNOWN u (212)999-9933 SELF-PAY MULL NULL NULL Milstein Milstein
DOE JANE 10/16/1987 28 F UNKNOWN H (929)213-2956 YOUNG ADULT/YOUNG MALE MNULL NULL NULL ACN Audubon
BROWN JOHN 11/25/1984 31 F  UNKNOWN H (646)715-5615 AETNA (EL PASO,TX) MULL NULL NULL BOSC MULL
SMITH LUCY 7/21/1989 26 F UNKNOWN u (347)995-8274 FIDELIS MGD CARE MCD MULL NULL MNULL Milstein Milstein
DOE ROBERT 9/5/1960 55 F  DECLINED N (212)877-0742 OXFORD MULL NULL NULL NYHL MULL
BROWN JANE 10/1/1989 26 M UNKNOWN u (718)708-3264 SELF-PAY MULL NULL NULL Allen Allen
SMITH JOHN 3/2/1986 30F UNKNOWN HO (999)999-9999 AMERICHOICE BY UNITEDHEALTHCAR  NULL NULL NULL ACN Audubon
DOE LUCY 10/3/1990 25 F  BLACK/AFRICAN AMERICAN H (646)891-0086 HEALTHPLUS AMERIGROUP MULL NULL MNULL ACN Washington Heights
BROWN ROBERT 10/26/1992 23 F WHITE H (646)645-3974  FIDELIS MGD CARE MCD MULL NULL NULL Allen Allen
SMITH JANE 2/22/1943 67 M WHITE u (914)471-1535 MEDICARE MULL NULL NULL Milstein Milstein
DOE JOHN 3/5/1987 29 F  BLACK/AFRICAN AMERICAN N (917)501-1640 HIP WESTCHESTER MNULL NULL NULL ACN Audubon
BROWN LuCyY §/16/1987 28 F WHITE H (347)605-8344 MEDICAID MULL NULL NULL ACH Audubon
SMITH ROBERT 3/30/1977 39 M UNKNOWN u (646)730-9128 SELF-PAY MULL NULL MNULL Milstein Milstein
DOE JANE 9/11/1974 41 F WHITE N (646)320-8053 UNITED HEALTHCARE MULL NULL NULL REF MULL
BROWN JOHN 6/23/1990 26 F UNKNOWN u (929)431-8293 HIP COMP MCAID MNULL NULL NULL Allen Allen
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Presenter
Presentation Notes
This slide shows a mockup of the table of individual patient level data that will be shown when a user clicks on one of the cascade bars. Again, these fields include demographic information, information about last NYP visit, any primary care, ED, and inpatient utilization, and clinical da ta including viral load and CD4.


Notes and Tips on Cascade Development:

e Development of measure definitions — from group consensus based
on examining state and city cascades and other state measure
definitions (e.g. eHIVQUAL; HRSA)

e Working with IT department
O Include IT in development discussions from the very beginning — important to know
what is possible from a data perspective before getting too far into the process
O Importance of checking in regularly after examining each iteration of the data, as
sometimes there is miscommunication about what data is needed and how to
extract it

e Start graphing rough versions of the data early in the process — this
makes it easier to see patterns as well as data errors

e Need tight collaboration from many roles in the institution in order
to develop accurate cascade — e.g. data coordinator, program
coordinator, analytics, medical providers, etc.
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Lessons Learned

* Interventions will be difficult without integration of institutional
cascades through health exchange (e.g. Healthix)

e Data incomplete and inaccurate unless proven otherwise:
* Fragmented IT systems
e Extraction from multiple data sources
* Field types
e Maintaining updated data dictionary and lab/diagnostic codes

e DON'T WAIT FOR PERFECTION — act on the patients you know
about right away
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Presenter
Presentation Notes
One of the ultimate goals  of this initiative is to use cascades from multiple institutions  to gain a better understanding of where patients are located on a regional level. As I stated earlier, the NYP facility-level cascade suffers from a lack of data, as it cannot tell us which patients are linked elsewhere and where they are receiving care. Integrating multiple institutional cascades through a RHIO such as Healthix would give more accurate insight into the cascade numbers.

Data issues

Despite these issues, don’t wait  for the cascade data to be totally complete and accurate before performing interventions. It is important to act on the patients you know about right away to in order to make an immediate difference in patient care.



Next Steps before Facility Wide

Implementation

* Refine measure parameters and extraction process to
improve data accuracy

e Determine best ways of presenting cascade
information, both graphically and in table form

* Consult key stakeholders, such as patients, providers,
care coordinators, and administrators

* Ensure use of the cascade is in line with institutional
and legal guidelines

* Develop workflows based on identified gaps in care

NATIONAL
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Presenter
Presentation Notes
As I previously noted, our data is currently inaccurate and incomplete, so the first step is to continue refining our parameter definitions and extraction processes to address this problem. Furthermore, we will continue to work on ways to improve our presentation of the data to make it more intuitive for the end user.

As in any project, stakeholder engagement is important during the process. This includes providers, care coordinators, administrators, and of course patients.

We must also ensure that our use of the cascade is in line with legal and institutional guidelines, especially since we are working from population health data to individual interventions.

Finally, we will begin to develop workflow based on the gaps of care identified in the cascade.


Closing the Gaps

* Pilot interventions to close gaps in HIV Clinic first

* Notification of all positive HIV test results at NYP to facilitate
linkage of newly diagnosed patients

e Working with navigators in ED and inpatient for real time
linkage of PLWH not engaged in care

* Development of care plans for virally unsuppressed patients
in multidisciplinary care teams

* Take lessons learned from pilot to help inform institution
wide interventions to close gaps
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HRHCare
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Hudson River Healthcare Institutional Cascade of HIV Care 2015:
Eleven Community Health Centers in Hudson Valley and Suffolk County
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Hudson Valley Cascade 2015
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Suffolk County Cascade 2015
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HRHCare VLS Project

e Standardized lab review process
* Adherence education script

e Referral to intensive Retention and Adherence
Program (RAP)

e 82% suppressed in 9 months
e Case manager present in medical visit
* Replicate RAP in other sites
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Use of the Treatment Cascade

e Quality Improvement
* VViral load suppression
* Retention in care

* Program Development
 Adherence strategies

e Evidence based approaches:
* Peer Support Intervention

o Site specific Cascades
e Educate staff and patients on Ql
* Celebrating success

NATIONAL
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Thanks!
Q&A

Contact Us:

Bruce Agins, MD, MPH (bruce.agins@health.ny.gov)
Randi Scott, MA (ras7027 @nyp.org)

Rebecca Green, LCSW (rgreen@institute.org)

Lisa Reid, LCSW (lreid@hrhcare.org)

Christine Kerr, MD (ckerr@hrhcare.org)
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Presenter
Presentation Notes
Welcome + Intro


HSC History

HSC began in 1987 as a grassroots CBO

Medical clinic added in 1990

NATIONAL

% RYAN WHlTE 2016 NATIONAL RYAN WHITE CONFERENCE ON HIV CARE & TREATMENT



B WelcomeTs
HOBSON CITY s

ALABAMA

+ Incorporated 1899 .
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Unemployment in June 2014:

o : Here: i | 7.9%
Hobson City is the oldest incorporated — 7 1%
African-American township in Alabama and
the second oldest in the United States. Unemployment by year (%)
15
10 =
cHgmhold income distribution in 2013 R $2-—
g :
E 10- qﬁ *Ef";f TH_I:- %“ .g ey '::.t.
i
v In 1991, the population was 902
8 and was 95% communities of
-B color. By 2014, the population
é , | had declined to 756. The annual
L ,',"{’T““ » - - hm’;‘; per capita income is $8,892.

NATIONAL

RYAN WHITE 2016 NATIONAL RYAN WHITE CONFERENCE ON HIV CARE & TREATMENT




HSC SERVICE AREA

¢ A 14 county area in northeast
Alabama covering 9001 sq. mi.
(18% of the state)

¢ This area is larger than D.C,,
Connecticut, and Rhode Island
combined

¢ Part D services are also provided
in Marshall County
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The Aunigton Dtar

Alabama’s largest home-owned newspaper 50 cents
| o ® ®
| _——— o
—~— by By Geaorge J. Tanber
1 1 B Susr it ritr
" 'I: HOBSON CITY — The call from police came 1o
g D Barbara Hanns at 3:30  his maorning. From a
B cead slecp, it took B minute before she understood
ude [— . M here hasd been o fire at the AIDS Services Center in
eil Habsan City, where she serves as medical director.
fing i She called and woke Deborah Wade, the clinic’s
; ; director, and the two moed in the dark to Hobson
r' - L b I."'[:\
flar- By the time they arrived, the place where 50 many
1 houts had been spent, so many batiles fought and so
much care and comfort given lay in smoldering ra-
Les ins
This morning, Oxford firefighter Gary Sparks
ed said it wis oo early to determine the cause of the fire
Hy're and thal there were no obvious indications of foul
5 pluy. Mevertheless, Mike Haynes, the deputy stale
wed fire murshall, will investigate
“1i 1s o (Hobsan City) bullding, and it is the AIDS
clinic,” explained Sparks, who said Oxford firefight-
il ers will bring in dogs Tuesday morning to sniff for
Ib- indicators of arson
While Sparks finished packing his equipment,
I Mrs, Wade and Dr. Hunno rested in the shade of a
15 large oak tree, sharing breakfast with their staff and
o lamenting their sudden mislortune
¥ “This 15 just awful, “ said Dr. Hanna.

e ] | “We have o find a new home,” suid Mrs. Wade,
ue a P i " B who noted the clinic has about 200 regular patients
b " o - e | fw Both Dr, Hanna snd Mrs. Wade were covered in

Sirvs Groaw'Tha Annision B __
Dr. Barbara Hanna looks over the ruins of the Hobson City AIDS clinic, destroyed by fire. B See Clinic/24
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HSC HISTORY

HSC began in 1987 as a CBO

A medical clinic was added in 1990.

Ryan White Title Il (Part C) funding - 1991.

Original clinic was burned in 1995 — rebuilt 1998.
Substance abuse and mental health — 2000 (SAMHSA)
Prevention services -2001 (CDC)

Housing — 2005 (HUD)

Ryan White Part D - 2009
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WHERE ARE WE TODAY?

HIV Care anc

Medication
Access
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HSC TODAY

¢ Provide HIV care to more than 500 patients annually
utilizing a “one-stop-shop” approach for HIV services with
the exception of oral health care.

s >98% of patients on ARV therapy

** >85% have a viral load < 200 copies/ml.

** >65% of patients have a CD4 count > 500, with only 9%

< 200.
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Healthcare in the United States

** In the 1950s, United States healthcare was among the
best in the world. In 1990, the WHO ranked it 27t and in
2000 37%. The Commonwealth Fund has ranked the U.S.
healthcare system last compared to Australia, Canada,
and most European countries in their reports from 2004-
2014."

** These rankings are based on responsiveness, health,
equity, and cost.

** U.S. spends more than 17.5% of the GDP on
healthcare; other developed nations with better health
outcomes spend around 10%’
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Healthcare Equity

** In the US being poor removes approximately 14.6
years from your life expectancy.’

*» Early deaths are attributable to poor diet, tobacco,
obesity, lack of exercise, alcohol, and drug use.

** A WHO study suggests that only controlling blood
pressure may have a significant long term survival impact.
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LIFE IN ALABAMA

% Alabamians live in poverty: Income = 48t™; GDP and
taxes paid per capita = 47t. Unemployment = 6.2%"

** Alabama ranks 50/51 on Quality of Life measures such
as access to services, health, education, and safety.4

¢ Educational levels are relatively low. In persons over
age 25, high school diploma rates are 70-80% and

bachelor’s degrees are 22% (24% for whites and 14%
for blacks)*
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Alabama Population

In 2014, population declined in 40/67 counties — most
declines in rural areas’

40% of Alabama youth are from communities of color’

44.4% of the population resides in rural communities

where:*
<+ Cervical cancer deaths are 56% higher than U.S.’

*Prostate cancer deaths are 40% higher than U.S.
<*MVA deaths are 128% higher than U.S.’
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ACA in ALABAMA

***Alabama did not expand Medicaid. Only 74,778
Alabamians have gained Medicaid since the beginning
of Marketplace availability as opposed to the

estimated 235 000 who would have with the Medicaid
expan5|on

**There were 3 Marketplace issuers in 2015 and 16 but only
one in our service area. Blue Cross has functionally
increased rates by 28% in 2016 and a new state law

protects msurance company executives from reporting
their income.

***Alabama Health Insurance by source: Employer

(46%), Non-Group (6%), Medicaid (19%), Medlcare
(15%), Other Public (3%), Uninsured (11%).’
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ALABAMA BUDGET CRISIS

%85 million dollar shortfall in Medicaid®

**Legislature overrode Governor’s veto — they are
considering impeachment proceedings and are
searching for a special counsel.

“*Governor wants to eliminate prescription drug
benefits, dialysis benefits, prosthetics, and cut MD
payments for Medicaid.’

***Already impacting pediatricians
*Will likely impact rural hospitals
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HOW DOES THIS IMPACT HSC?

WHAT PROBLEMS DO WE FACE
NOW?

HOW CAN WE BEST PREPARE FOR
THE FUTURE?
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ELECTRONIC HEALTH RECORD

WHAT NOT TO DO

**Purchased first system in 1998, second in 2000.
**Forced to purchase a third system in 2011.

***Results with SuccessEHS:
OTripled wait times
Olncreased cost — Technology staff and equipment, time
0Constant changes

OFailed to realize benefits — Meaningful Use, ADPH lab interface,
specifying information for our patient portal, RSR

OForced other providers into retirement

OHas increased billing revenues and slowly improved accuracy and
information value of data collection but likely could have been achieved
more efficiently
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HEALTHCARE SYSTEM IN FLUX

** For this clinic, it is impossible to reliably predict the
future direction of healthcare.

*** Possible new opportunities will create new markets
in the future

*** We can only continue to do what we do well and be
prepared to change when change is required of us.
We have demonstrated a quarter century of ability to
do just that.
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