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[bookmark: _Toc501122109]Executive Summary
The end+disparities ECHO Collaborative, a national quality improvement initiative with participation by Ryan White HIV/AIDS Program (RWHAP) recipients and subrecipients across all Parts, focuses on reducing disparities by increasing viral suppression rates in four disproportionately affected subpopulations of people living with HIV (PLWH): MSM of Color, African American and Latina Women, Transgender People, and Youth. The Collaborative continues the work of the end+disparities Learning Exchange, which has previously been managed by the National Quality Center and engaged RWHAP recipients from October 2016 through June 2017. 

[bookmark: _Hlk506219953]The 18-month long Collaborative, which is managed by the HRSA Ryan White HIV/AIDS Program Center for Quality Improvement & Innovation (CQII) in partnership with the HRSA HIV/AIDS Bureau (HAB), aims to reach one in three RWHAP recipients across the nation and decrease the number of PLWH who are not virally suppressed by 25%. The underlying framework for this community of learning combines the Institute of Healthcare Improvement (IHI) Breakthrough Series model with elements of virtual case presentations and discussions developed by the Project Extension for Community Health Outcomes (ECHO) at the University of New Mexico. 

RWHAP recipients are encouraged to partner with other local HIV providers to form regionally-based improvement groups (Regional Groups) and enroll in the Collaborative. The goal of each Regional Group, which is composed of RWHAP recipients and subrecipients across all Parts, is to improve the underlying systems of care, monitor viral suppression performance rates, advance regional alignment and communication, and create a sustainable infrastructure to last well after the formal conclusion of this initiative. In addition, each Collaborative participant (Community Partner) is asked to focus their improvement efforts on one subpopulation (MSM of Color, African American and Latina Women, Transgender People, or Youth). To facilitate peer learning and exchange, all Community Partners, regardless of their Regional Group affiliation, join special interest groups (Affinity Groups). Affinity Groups are based on shared interests, such as selected subpopulations, and help participants gain improvement insights through content expert perspectives and Community Partner case presentations. The Project ECHO model, which utilizes virtual case-based communities of practice using video conferencing technology, enables participants to create a vibrant community of learning by eliminating potential in-person meeting barriers[footnoteRef:2].  [2:  Building virtual communities of practice for health. Struminger, Bruce et al. The Lancet , Volume 390 , Issue 10095 , 632 - 634
] 


A Planning Group guides the development of this Collaborative and includes representatives from HAB, University of New Mexico, leaders of HIV teleECHO sessions, CQII staff and coaches, and spokespersons representing each of the four subpopulations. The elements of the Collaborative will be finalized based on input by stakeholders at the Vanguard Meeting (March 22, 2018). The first in-person Learning Session (~June 2018) will include key members from each participating Regional Group to kick off the initiative. Three additional virtual Learning Sessions will be held at four-month intervals, and Regional Group meetings and Affinity Sessions will be interspersed between Learning Sessions. The final Learning Session (~September 2019) will take place one month before the end of the Collaborative to celebrate the work completed during this initiative, disseminate best practices, and discuss how best to sustain the communities of learning moving forward. A final evaluation report prepared by Abt Associates will be presented to HAB (~June 2020) to outline the impact achieved by Collaborative participants to reduce HIV disparities.
[bookmark: _Toc501122110]Background

Past Collaboratives and Experiences
Peer learning presents a vital opportunity for HIV providers to draw on the clinical quality management (CQM) expertise of fellow providers, and is a powerful mechanism for accelerating improvement efforts.[footnoteRef:3] To foster peer learning among RWHAP recipients and subrecipients, the HRSA Ryan White HIV/AIDS Program Center for Quality Improvement & Innovation (CQII) proposes the creation of a national quality improvement (QI) initiative, called the end+disparities ECHO Collaborative, to reduce disparities by increasing viral suppression rates in disproportionally affected subpopulations of PLWH. CQII is managed by the New York State Department of Health AIDS Institute (NYSDOH).  [3:  Dudgeon D, Knott C, Chapman C et al. Development, Implementation, and Process Evaluation of a Regional Palliative Care Quality Improvement Project. J Pain Symptom Manage. 2009; 38: 483-95.] 


Collaborative learning[footnoteRef:4] is a proven way to address the ever-increasing complexities of gaining knowledge and expertise in health care, as well as the application of this knowledge in real world situations. Quality improvement collaboratives use evidence-based frameworks to create learning communities that are designed to achieve rapid scale-up of improvement across health care facilities. The Institute of Healthcare Improvement (IHI) developed the Breakthrough Series (BTS) in 1994 to help health care organizations make “breakthrough” improvements in quality while reducing costs.[footnoteRef:5] The BTS is based on the following premise: sound science exists, but much of this science lies fallow and unused in daily work. There is a gap between what providers know and should do, and what providers actually do. [footnoteRef:6][footnoteRef:7] [4:  Bruffee, K., Collaborative Learning. Baltimore. The Johns Hopkins University Press. 1993.]  [5:  Institute for Healthcare Improvement. The Breakthrough Series: IHI’s Collaborative Model for Achieving Breakthrough Improvement. 2003. Available at http://www.ihi.org/IHI/Results/WhitePapers.]  [6:  Baker GR: Collaborating for improvement: The Institute for Healthcare Improvement’s Breakthrough Series. New Med 1:5–8, 1997.]  [7:  Plsek PE: Collaborating across organizational boundaries to improve the quality of care. Am J Infect Control 25:85–95, 1997.] 


Figure: Breakthrough Series Model
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[bookmark: _Hlk506219969]Since 2004, the NYSDOH has managed 6 collaboratives in partnership with HAB; see Table below. The following collaborative elements, consistent with the IHI model, have been applied to all NYSDOH-sponsored collaboratives: [footnoteRef:8] collaborative timeframes between 12 and 24 months; between ten and 100 recipient teams of similar needs participate; 2-day learning sessions held and led by experts every 3-6 months; action periods between learning sessions that are used by the teams to carry out and report on planned tests of change; routine reporting of standardized HAB-endorsed measures and sharing of lessons learned; monthly conference calls with content experts to continue the dialogue within teams; and QI coaches supporting each team. The NYSDOH’s extensive experience in fully envisioning and implementing national collaboratives resulted in a written QI publication—NYSDOH Guide: Planning and Implementing a Successful Learning Collaborative.[footnoteRef:9] [8:  Baker, GR., Collaborating for Improvement: The IHI Breakthrough Series. New Med. 1997; 1:5-8.]  [9:  Planning and Implementing a Successful Learning Collaborative. NYSDOH and HIV/AIDS Bureau. Sep 2008.] 


Table: Past HIV Collaboratives Managed by the New York State Department of Health

	Collaborative
	Timeframe
	Participating Recipients
	Potential Impact
	Learning Sessions

	Part B Collaborative
	Nov 2004-Nov 2006
	8 State Departments of Health
	129,000 PLWH 
	3 Learning Sessions: Jun 05, Nov 05, Nov 06

	Low Incidence Part B Collaborative
	Jun 2006-May 2008
	17 State Departments of Health
	20,000 PLWH
	3 Learning Sessions: Apr 07, Aug 07, May 08

	TGA Initiative
	Jun 2008-Oct 2009
	5 City Departments of Health
	19,880 PLWH
	3 Learning Sessions: Oct 08, Mar 09, Oct 09

	Cross-Part Collaborative
	Oct 2008-Apr 2010
	91 RW Part A, B, C, D & F recipients from the 5 States
	192,018 PLWH; 19% of AIDS Cases in the U.S.
	4 Learning Sessions: Oct 08, April 09, Oct 09, Apr 10

	D.C. Cross-Part Collaborative
	Mar 2011-Jun 2012
	19 RW recipients in 2 states and the D.C.
	35,642 PLWH; 9.4% people living with AIDS in U.S.
	5 Learning Sessions: Mar 11, Jun 11, Oct 11, Feb 12, Jun 12

	H4C Collaborative
	Mar 2014-Jan 2016
	55 RW Part A, B, C, D & F recipients from the 5 States
	76,990 PLWH; 9% people living with HIV in U.S.
	5 Learning Sessions: Mar 14, Aug 14, Feb 15, Jun 15, Jan 16



The most recent collaborative, the HIV Cross-Part Care Continuum Collaborative (H4C),[footnoteRef:10] was established in 2014 and focused on five states: Arizona, Missouri, Mississippi, New Jersey, and Ohio. These states developed statewide RWHAP HIV Care Continua to maximize the use of regional performance data by HIV providers, implemented a closed cohort to track virally unsuppressed patients, and stratified the performance data by disparity categories. A total of 54 recipients reported H4C data, representing 98 percent of all recipients across the five states. The state median percentages improved for the frequency of medical visits (+13.2 percent) and viral suppression (+6.6 percent). All states developed and adopted a cross-Part quality management plan. Collaborative assessment scores, which were calculated using a standardized assessment tool to assess regional level infrastructure for CQM and QI by examining several keys aspects related to the goals of the Collaborative, increased in all domains, indicating improved collaboration and infrastructure to support statewide CQM efforts. All five states adopted viral suppression as the focus of their QI activities and a total of 76 QI projects were reported. Improvement gains were sustained for all selected performance measures across the five states after the Collaborative ended.  [10:  Making a Mark: Demonstrating Health Impacts among Ryan White Recipients Utilizing the NQC. JSI Research & Training Institute, Inc., H4C Collaborative Report, June 2014 [Approved by HAB].] 


Great strides have been made nationally over the past decade in the fight against the HIV epidemic. Continuing to improve national viral suppression rates is not sustainable without focused efforts to reduce and ultimately eliminate health disparities among vulnerable subpopulations that have not seen equal improvements when compared to other groups. To address this issue, the end+disparities Learning Exchange [http://enddisparitiesexchange.org], a 9-month initiative envisioned and implemented by the NYSDOH in collaboration with HAB, was created to promote the application of quality improvement with the goal of increasing viral suppression rates for disproportionately affected HIV subpopulations including MSM of Color, African American and Latina Women, Transgender People, and Youth (ages 13-24). RWHAP recipients and their subrecipients were invited to participate in the voluntary Learning Exchange to create a national community of learners from diverse program types, settings, and geographic locations. A series of content-rich webinars and real-world tools to assist HIV providers in their local improvement efforts were provided from October 2016 through June 2017. 

Project ECHO
The Extension for Community Healthcare Outcomes (ECHO), a learning initiative that began at the University of New Mexico, aims to “democratize” knowledge and build capacity in rural and underserved regions by connecting primary care providers from these areas with a team of specialists.[footnoteRef:11] The specialists share their expertise with, and provide mentorship to, primary care providers to help them deliver specialized care.[footnoteRef:12] Since 2012, the network of partners has grown rapidly to its current count of over 150 active partners in 30 states in the U.S. and more than 25 countries around the world. Applied to quality improvement, this approach effectively decentralizes CQM expertise by enabling local improvement teams at any level of expertise and in any location to develop skills, knowledge, and self-efficacy to implement quality improvement in their own communities with more frequent engagement while reducing the time and cost of travel. The ability of this approach to build knowledge and capacity was validated in a study of the initial pilot ECHO program on hepatitis C virus (HCV).[footnoteRef:13] Governmental support for the ECHO model has increased over time, as evidenced by over 100 ECHO projects funded by a wide variety of federal agencies, including numerous Department of Health and Human Resources (DHHS) and HRSA-sponsored ECHO projects. On December 14, 2016, the ECHO Act, which requires the secretary of the DHHS to examine Project ECHO’s effects on four key areas and to deliver a report to Congress on potential barriers to using this platform, was passed into public law.[footnoteRef:14]  [11:  Komaromy, M., Duhigg, D., Metcalf, A., Carlson, C., Kalishman, S., Hayes, L., . . . Arora, S. (2016). Project ECHO (Extension for Community Healthcare Outcomes): A new model for educating primary care providers about treatment of substance use disorders. Substance Abuse, 37(1), 20-24. doi:10.1080/08897077.2015.1129388.]  [12:  Ibid.]  [13:  Arora, S., Expanding access to hepatitis C virus treatment—Extension for Community Healthcare Outcomes (ECHO) project. Hepatology Volume 52, Issue 3, pages 1124–1133, September 2010.]  [14:  ECHO Act of 2016, Pub. L. No. 114-270, 130 Stat. 1395 (2016). ] 


Project ECHO has dramatically expanded delivery of evidence-based best practices and provides an innovative distance-mentoring platform offering a new paradigm for team-based interdisciplinary professional development. Key to the success and accessibility of the Project ECHO model is the utilization of a virtual communication platform that has a low bandwidth requirement and allows for communication between broader networks of people with varying levels of resources.[footnoteRef:15] The ECHO model is based on 4 key principles: use of technology (videoconferencing) to leverage scarce health care resources; dissemination of best practices; case-based learning; and evaluation of outcomes. The panel of specialists belong to a “hub,” which is typically an academic medical center. There are numerous hubs within the ECHO network focusing on different specialized topics, and providers from various regions of the country form the “spokes.”[footnoteRef:16] Weekly meetings, known as “teleECHO sessions” occur between a hub and its participating spokes through Zoom, an online videoconferencing platform. teleECHO sessions act as virtual “morning rounds,” a valuable medical teaching exercise, in which providers (spokes) present patient cases to experts (hubs) and experts for their feedback.[footnoteRef:17],[footnoteRef:18],[footnoteRef:19]  [15:  Komaromy, M., Duhigg, D., Metcalf, A., Carlson, C., Kalishman, S., Hayes, L., . . . Arora, S. (2016). Project ECHO (Extension for Community Healthcare Outcomes): A new model for educating primary care providers about treatment of substance use disorders. Substance Abuse, 37(1), 20-24. doi:10.1080/08897077.2015.1129388.]  [16:  Arora, S., Thornton, K., Murata, G., . . . Qualls, C. (2011). Outcomes of Treatment for Hepatitis C Virus Infection by Primary Care Providers. New England Journal of Medicine, 364(23), 2199-2207. doi:10.1056/NEJMoa1009370.]  [17:  Ibid.]  [18:  Arora, S., Kalishman, S., Dion, D., Som, D., Thornton, K., Bankhurst, A., . . . Yutzy, S. (2011). Partnering Urban Academic Medical Centers and Rural Primary Care Clinicians to Provide Complex Chronic Disease Care. Health affairs (Project Hope), 30(6), 10.1377/hlthaff.2011.0278. doi:10.1377/hlthaff.2011.0278]  [19:  Hebert, R. S., & Wright, S. M. (2003). Re-examining the Value of Medical Grand Rounds. Academic Medicine, 78(12), 1248-1252.] 


The first ECHO project focused on quality improvement (QI) was a pilot collaboration project with UNM and IHI (Institute for Healthcare Improvement). This 18-month pilot focused on improving clinic flow and efficiency in FQHCs (Federally Qualified Health Centers), and effectively showed that the ECHO model could be used to teach quality improvement methodologies. ECHO is currently implemented for QI in a variety of areas. Some ECHO projects focus on QI exclusively, others focus on discussions of process and system change. Recent programs that have adopted the ECHO model to create communities of practice around QI include antimicrobial stewardship, transplantation, HBV screening and immunization, and autism screening.

The upcoming end+disparities ECHO Collaborative will adapt the Project ECHO model to allow for a broad and sustainable approach to clinical and process improvement in RWHAP-funded recipients and subrecipients across the nation.  

Case for Targeting HIV Disparities
Approximately 70% of the estimated 1.2 million people living with HIV in the United States are not virally suppressed.[footnoteRef:20] The statistics of those who make up most of the virally unsuppressed population paint a striking picture of disparities in HIV care, with specific populations – MSM of Color, African American and Latina Women, Youth, and Transgender People– bearing a disproportionate burden of HIV. At 16%, the rate of viral suppression among African American men who have sex with men (MSM) is less than half the rate of viral suppression among White MSM (34%).[footnoteRef:21] Among women who are diagnosed with HIV and are within the heterosexual contact transmission risk category, 12.3% of African American women have not achieved viral suppression, compared to 8.2% of Latina women, and 6.8% of White women.[footnoteRef:22] A study published in 2013 showed that while the average viral suppression rate for all PLWH is 25%, only 15% of youth are virally suppressed.[footnoteRef:23] Although MSM and transgender women have similar CD4 counts at diagnosis, transgender women were found to have delayed linkage to care and lower viral suppression rates than MSM.[footnoteRef:24] Data from 2016 indicate that viral suppression in male to female transgender RWHAP clients who have had at least one outpatient ambulatory medical care visit during the calendar year whose most recent viral load test was <200 copies/mL, the rate of viral suppression is 79%, lower than the rate of 85% among cisgender men, and 84% among women.[footnoteRef:25] [20:  Bradley H, Hall HI, Wolitski RJ, Van Handel MM, Stone AE, LaFlam M, et al. Vital signs: HIV diagnosis, care, and treatment among persons living with HIV — United States, 2011. MMWR. 2014;63(47):1113-1117.]  [21:  Rosenberg ES, Millett GA, Sullivan PS, del Rio C, and Curran JW. Understanding the HIV disparities between Black and White men who have sex with men in the USA using the HIV Care Continuum: a modelling study. Lancet HIV. 2014;1(3): e112-e118.]  [22:  Nicole Crepaz, Tian Tang, Viral-load Dynamics Among Persons with Diagnosed HIV—United States, 2014. Conference on Retroviruses and Opportunistic Infections, Abstract Book. (2017) www.croiconference.org/sites/default/files/uploads/croi2017-abstract-eBook.pdf]  [23:  Hall HI, Frazier EL, Rhodes P, Holtgrave DR, Tang T, Gary KM, et al. Differences in human immunodeficiency virus care and treatment among subpopulations in the United States. JAMA Intern Med. 2013;173(14):1337-44.]  [24:  Wiewel EW, Torian LV, Merchant P, Braunstein SL, and Shepard CW. HIV diagnoses and care among transgender persons and comparison with men who have sex with men: New York City, 2006–2011. Am J Public Health. 2016;106(3):497-502.]  [25:  Health Resources and Services Administration. Ryan White HIV/AIDS Program Annual Client-Level Data Report 2016. http://hab.hrsa.gov/data/data-reports. Published November 2017. Accessed Jan 19 2018..] 


The Centers for Disease Control and Prevention (CDC) defines disparities as “differences in health outcomes or health determinants observed between populations.”[footnoteRef:26] A health disparity population is commonly defined as one in which there is a significant disparity in the overall rate of disease incidence, prevalence, morbidity, mortality, or survival rates in the population compared to the health status of the general population. Informant interviews conducted to plan the end+disparities Learning Exchange identified four subpopulations to focus improvement efforts on: MSM of Color, African American and Latina Women, Youth (age 13-24), and Transgender People.[footnoteRef:27] Many of the interviewees recognized that these are not the only disparities that exist in HIV care, but the selection of these groups was seen as a stepping stone to move forward the national dialogue. [26:  Johnson AS, Beer L, Sionean C, Hu X, Furlow-Parmley C, Le B, et al. CDC health disparities and inequalities report: HIV infection—United States, 2008 and 2010. MMWR. 2013;62(3);112-119. ]  [27:  NQC Concept Paper—Developing a Quality Improvement Initiative to End Disparities in HIV Care.] 


The end+disparities ECHO Collaborative will focus on these four subpopulations (MSM of Color, African American and Latina Women, Youth (age 13-24), and Transgender People) because of the extensive literature demonstrating persistent disparities between these subpopulations and the general population, and to align with national HIV public health priorities. 

See Appendix A for an extended Literature Review that has been developed for this concept paper.

[bookmark: _Toc501122111]Input from the HIV Quality Community

Needs Assessment Surveys and Focus Groups
To inform the development of the end+disparities Learning Exchange in the fall of 2015, the NYSDOH solicited input in numerous ways from the RWHAP community, including a national online survey, informant interviews, and focus groups. Participants expressed strong support for a national HIV quality improvement initiative on HIV disparities, and provided invaluable insight into how to meet the needs of providers throughout the country. Key findings from the online needs assessment (n=322 individual responses) indicated that approximately 9 out of every 10 survey respondents said they were likely or very likely to participate in a new initiative if the topic was HIV-related disparities. The key informant interviews also revealed that the topic of HIV-related disparities resonated with them and they were receptive to the four selected subpopulations. Interviewees noted that the existence of local disparities needed to be validated by evidence, such as viral suppression performance measures. The interviews also stated a need to address disparities that exist beyond racial and gender lines such as mental health disorders and housing. The 2015 Needs Assessment Report is available upon request. 

To further refine the end+disparities ECHO Collaborative framework, the NYSDOH released an online Needs Assessment Survey to RWHAP recipients and other HIV providers on November 22, 2017 and closed on December 1, 2017. In total, 259 respondents participated as of December 4, 2017. This survey was conducted to gauge the HIV community’s interest in the upcoming collaborative and to obtain important feedback on its structure and potential barriers to participation. Detailed survey results can be found in Appendix B.

The survey participants indicated a strong level of interest for the collaborative framework by the HIV community. When asked “How likely are you to join this national collaborative aiming to reduce HIV disparities in key subpopulations,” the clear majority (85%) of respondents reported that they were “Very Likely” (48%) or “Somewhat Likely” (37%) to join. See the Figure below for detailed responses.

Figure: Interest to Join the end+disparities Collaborative
[image: ][image: ]
In addition, survey results indicated that the focus of the collaborative is in line with priorities of HIV providers. When asked how imporant reducing disparities is to include as a focus in this inititative – primarily MSM of Color, African American and Latina Women, Youth, and Transgender People – nearly all participants responded “Very Important” or “Important” (97%). 
Figure: Disparities as a Focus for the end+disparities Collaborative
[image: ][image: ]

Other key findings include:
· Sixty-eight percent of respondents thought that a mobile app, further described on page 18 and in Appendix C, would be “Very Beneficial” or “Somewhat Beneficial” (Q10).
· Interest in each of the four identified subpopulations was spread relatively evenly; roughly 50% of respondents indicated that they were “Very likely” to choose MSM of Color, African American and Latina Women, or Youth, while 35% responded that they were “Very Likely” to choose Transgender People (Q13).
· The largest barriers for joining the collaborative were “Competing priorities for my time” (75%) and “Competing priorities for my HIV program” (44%) (Q21). 
· Fifty-seven percent of respondents were willing to be contacted for future planning of the collaborative (Q25).

In addition, the NYSDOH conducted four focus groups with other national groups that conduct national collaboratives, use virtual communication platforms for peer learning, or do a combination of the two. Participants in these focus groups included individuals managing HIV-specific teleECHO sessions (Brian Wood, MD), a Part A Collaborative (Michael Costa), and a CDC-sponsored capacity building ECHO for state and local health departments (Julie Dombrowski, MD, MPH). The last focus group was conducted with RWHAP providers who indicated their interest to be contacted on the online Needs Assessment Survey tool. The findings from these focus groups helped design the meeting structure, progress reporting processes, and key terminologies used in the concept paper, and provided insight on how to use the Zoom platform most efficiently for the purposes of this Collaborative. 

[bookmark: _Toc501122112]Collaborative Purpose and Aims

The overarching mission of the end+disparities ECHO Collaborative is to “promote the application of quality improvement interventions to measurably increase viral suppression rates for four disproportionately affected subpopulations of people living with HIV among Ryan White HIV/AIDS Program-funded providers.” The outcome goals of this national initiative are categorized into three different areas: reach, impact, and sustainability. 

	Outcome Goals

	Reach:
· One in three RWHAP recipients across the nation actively participate in the end+disparities ECHO Collaborative
· 30% of all people living with HIV cared for by communities served by the Ryan White HIV/AIDS Program are affected by participants of this Collaborative

	Impact:
· Decrease the number of PLWH who are not virally suppressed by 25% from baseline reports at the onset of the Collaborative
· Over 5,000 additional people living with HIV are virally suppressed by the end of the Collaborative 

	Sustainability: 
· 90% of regional improvement groups of RHWAP recipients and subrecipients (Regional Groups) established at the beginning remain active six months after the end of the Collaborative (June 2020)



To guide the planning and implementation of this national improvement effort, the following four overall aims are established. 

	Aims

	· Increase viral suppression rates for people living with HIV by focusing on four disproportionately affected HIV subpopulations:
· MSM of Color
· African American and Latina Women
· Transgender People
· Youth (Aged 13-24)
· Increase the average viral suppression rate across all PLWH served by Collaborative participants

	· Implement and document effective improvement activities to reduce gaps in HIV care for disproportionately affected HIV subpopulations

	· Sustain local regional quality management networks of cross-Part RWHAP recipients and subrecipients in regional improvement groups (Regional Groups)



The following Table outlines the three Collaborative Aims, their corresponding measures, specific objectives, benchmarks to evaluate their success, and further measurement details. 



	Aim 1: Increase viral suppression rates for people living with HIV by focusing on four disproportionately affected HIV subpopulations and increase the average viral suppression rate across all PLWH served by Collaborative participants

	Measure 1: Decrease the number of PLWH who are not virally suppressed by 25% from baseline reports at the onset of the Collaborative
Measure 2: Over 5,000 additional people living with HIV are virally suppressed by the end of the Collaborative 

	Objectives
	Benchmarks
	Measurement Details

	Increase capacity to locally report performance data for disproportionately affected HIV subpopulations
	· 75% of active participants use the disparity calculator to identify an agency-specific HIV subpopulation prior to Learning Session 1.
· 90% of participants submit their viral suppression data for their entire caseload and the identified subpopulation by the end of the third data collection cycle by November 2018.
	· Bi-monthly viral suppression submissions by Community Partners
· Submission of Community Partners aim statements
· Community Partner Survey

	Access to regional benchmarking reports to facilitate peer learning and exchange
	· 90% of participants receive a regional benchmarking report after each reporting cycle starting in August 2018, after the first data collection.
· 90% of available benchmarking reports are reviewed during Regional Group Meetings starting in August 2018.
· 75% of low performers or non-submitters are followed up by the Regional Response Team and receive additional support starting in August 2018.
	· Bimonthly collaborative benchmarking report
· Regional Response Team Updates by the assigned QI coach


	Access to Collaborative-wide performance data reports
	· 90% of participants receive a regional benchmarking report after each reporting cycle starting in August 2018, after the first data collection. 
· 90% of collaborative-wide QI intervention reports are available within 1 month of the submission deadline starting in August 2018.
	· Bimonthly viral suppression submissions by Community Partners
· Quarterly QI Intervention Reports

	Aim 2: Implement and document effective improvement activities to reduce gaps in HIV care for disproportionately affected HIV subpopulations

	Measure 3: 90% of active Collaborative participants have conducted and documented their quality improvement efforts using the knowledge gained in this community of learning

	Objectives
	Benchmarks
	Measurement Details

	Implement local quality improvement projects
	· 75% of participants have a written aim statement 1 month after Learning Session.
· 90% of active participants conduct local improvement efforts regarding the identified subpopulation by the end of the Collaborative.
· 75% of participants document and report their QI interventions starting with the first reporting cycle in September 2018.
	· Community Partners Aim Statements
· Quarterly QI Intervention Reports
· Community Partner Survey

	Increase capacity of participants to reduce disparities for their selected subpopulations 
	· 90% of participants attend at least 10 subpopulation-specific Affinity ECHO Session by the end of the Collaborative 
· 90% of participants present at least one case presentation during the subpopulation-specific Affinity ECHO Sessions by the end of the Collaborative 
	· Community Partner Survey
· Affinity Case presentation log

	Increase provider quality improvement capacity
	· 90% of Regional Groups have at least one provider QI training session facilitated by the Regional Response Team to strengthen their QI capacity.
· 90% of Learning Sessions include provider QI capacity-oriented agenda items.
· At least one QI 101 Training is provided by CQII by the first Learning Session in June 2018.
	· Learning Session Agenda
· Provider Training Log
· Community Partners Survey

	Aim 3: Sustain regional quality management networks of cross-Part RWHAP recipients and subrecipients in local improvement groups

	Measure 4: 90% of regional improvement groups (Regional Groups) established at the beginning remain active six months after the end of the Collaborative (June 2020)

	Objectives
	Benchmarks
	Measurement Details

	Engage RWHAP recipients and subrecipients in regional improvement groups
	· 90% of all RWHAP recipients within the catchment area of a Regional Groups are active members of the Regional Group as evidenced by attending Regional Group meetings and submitting performance data and QI Intervention updates by the end of the Collaborative.
· 100% of Regional Groups have an updated contact list of RWHAP recipients with identified key contacts (e.g., leader, data person, QI coordinator, medical provider, and consumer) by the first Learning Session 1.
	· Contact list of Regional Group participants
· Regional Response Team Survey

	Actively align regional quality improvement efforts
	· 100% of Regional Groups have a Regional Response Team in place after the first Learning Session in June 2018.
· 90% of Regional Groups have monthly meetings with participation of its members to foster cross-Part alignment, partnership and collaboration among regional RWHAP recipients starting in June 2018.
· 90% of Regional Groups improve their cross-agency collaboration, using the Cross-Part Collaboration Assessment Tool completed at each Learning Session.
	· Regional Response Team Updates by the assigned QI coach 
· Listing of Regional Response Team roles and responsibilities
· Cross-Part Collaboration Assessment Tool

	Sustain regional improvement groups and efforts beyond the Collaborative
	· 100% of Regional Group participants have routine access to virtual communication platforms during and after the Collaborative from the first Regional Group Meeting in May 2018.
· 90% of all Regional Groups have a sustainability plan after at the last Learning Session that describes how Regional Group activities will occur beyond the formal Collaborative by Learning Session 4 in September 2019.
· 90% of Regional Groups remain active six months after the formal end of the Collaborative in June 2020.
	· Regional Group Sustainability Plan
· Regional Response Team Survey

	Increase the QI capacity of consumers to be meaningfully involved in improvement activities
	· 90% of Regional Groups have at least one active consumer representative on their Regional Response Teams by July 2018.
· 90% of Regional Groups have one QI training session dedicated to helping consumers to build their capacity by the end of the Collaborative. 
· 75% of Learning Sessions include consumer-oriented agenda items.
· At least 5 Consumer Affinity Sessions are held through the Collaborative allowing consumers to share experiences and build their capacity.
	· Listing of Regional Response Team roles and responsibilities
· Survey of the Regional Response Team
· Consumer training logs
· Learning Session Agenda



[bookmark: _Toc501122113]

Collaborative Framework

The end+disparities ECHO Collaborative model uses a combination of successful elements of past HAB Collaboratives, the recent Learning Exchange, and the ECHO Model to create an innovative framework to achieve the aims of this national improvement effort. A cross-walk document is attached to compare various collaborative models with the proposed end+disparities ECHO Collaborative (see Appendix D). RWHAP-funded recipients and subrecipients (Community Partners) form the membership of regionally-based improvement groups (Regional Groups). The Community Partners meet routinely in their Regional Group, to build local capacity for quality improvement. The monthly Regional Group meetings are facilitated by the leadership team of the Regional Group (Regional Response Team) and the assigned QI Coach. In addition, Community Partners participate in Affinity Groups that focus on improving care to the specific subpopulation they identified during the pre-work phase of the Collaborative and attend Learning Sessions. Affinity Group meetings (Affinity Sessions) are facilitated by the Affinity Group Faculty, a group of individuals who organize, develop content, and provide guidance for these sessions. Key terminologies used throughout the Collaborative and their definitions are attached, see Appendix E.

Community Partner: An individual RWHAP recipient or subrecipient (estimate between 100-150 providers) that participates in this Collaborative. The purpose of Community Partners is to connect the learning community directly with peer agencies and use their knowledge to improve the quality of care provided to targeted subpopulations. Each Community Partner is asked to:
· Identify a local improvement team with a lead or key contact person, data person, QI manager, and consumer; multiple roles can be filled by the same individual
· Select one (of the four prioritized) HIV subpopulations to be the focus of improvement efforts throughout the Collaborative based on current performance data and local priorities 
· Complete pre-work Collaborative assignments
· Routinely submit performance data and improvement intervention updates
· Participate in subpopulation-specific Affinity ECHO Sessions and present at least one case presentation, using a provided case presentation template (see Appendix F)
· Participate in their local Regional Group activities
· Participate in virtual Learning Sessions
· The estimated monthly time commitment for a Community Partner ranges from 5-6 hours; in months with Learning Sessions the time commitment is ~9 hours 

Regional Group: Each regionally-based improvement group (estimate up to 10 groups) composed of HIV providers (Community Partners) in the respective catchment area, such as the state, regions within a state, or cross-state areas. The purpose of the Regional Group is to build regional quality improvement capacity, provide support for other Collaborative activities, and create a sustainable regional QI improvement network. Each Regional Group is supported by an assigned QI coach and is asked to: 
· Convene monthly meetings, which can be conducted either in person or virtually; while Regional Groups are expected to meet every month, it is up to the discretion of the group to decide which members of the group are expected to routinely attend
· Establish a Regional Response Team (see below)
· Review performance data from all regional Community Partners and Collaborative-wide benchmark reports
· Conduct Cross-Part Assessments during Learning Sessions (See Appendix G)
· Prepare for upcoming Learning Sessions and related assignments
· Provide technical assistance and support to Community Partners, including following-up on individual case-presentations from subpopulation-specific Affinity ECHO Sessions
· The estimated monthly time commitment for a Community Partner to participate in a Regional Group ranges between 1-2 hours 

Regional Response Team: The Regional Response Team is a cross-functional group of local quality leaders representing RWHAP recipients and subrecipients across the entire state/regional area, with at least one consumer representative. The Regional Response Team assumes key roles and responsibilities of the Regional Group (see Appendix H).
· Approximately 5-8 individuals participate on the Regional Response Team
· Each individual Regional Response Team has identified roles and responsibilities, including Response Team Leader, data person, consumer liaison, etc.
· The Team Leader facilitates the Regional Group Team meetings and represents the Regional Group to other stakeholders; a co-leadership model is encouraged
· Regional Response Team members are asked to attend the initial in-person Learning Session
· The estimated monthly time commitment for a Regional Response Team member ranges between 2-3 hours 

QI Coach: Each Regional Group is assigned a QI Coach, a quality improvement expert contracted by CQII. The QI Coaches each have expertise in quality improvement and work as consultants for CQII. QI Coaches provide support to the Regional Group through the following activities:
· Support the Regional Response Team in facilitating meetings and ensuring the Regional Group members communicate and work effectively as a team
· Prepare Regional Group for Learning Sessions
· Prepare Regional Group for performance data and QI Intervention submissions
· Provide feedback after data submissions 



Regional Groups are composed of Community Partners.

A subset of Community Partners forms the Regional Response Team.

One member from the Regional Response Team serves the role of Regional Response Team Leader. 



Affinity Group: A special interest group, named an “Affinity Group,” is formed with Collaborative participants (Community Partners) who target the same subpopulation of focus (e.g., MSM of Color) or assume the similar roles on the Regional Response Team (e.g., Team Leader) or Community Partner level (e.g., consumer). The purpose of the Affinity Group is to support Consumer Partners with subpopulation-specific issues through providing didactic presentations from a content expert and case presentations by fellow participants. The case presentations are followed with a discussion between the content expert, spokesperson, facilitator, and other Affinity Group members to build actionable follow-up items. Community Partners from across all Regional Groups participate in Affinity Groups based on their selected subpopulation, allowing for further exchanges between participants beyond their Regional Groups (further details are provided under Meeting Structures).
· The following subpopulation-based Affinity Groups are established:
· Youth 
· MSM of Color
· African American and Latina Women
· Transgender People
· Subpopulation-specific Affinity ECHO Sessions convene virtually twice a month during the first three months of the collaborative. At the three-month point, re-evaluation of the frequency of sessions will take place based on the needs of Affinity Group members.
· Each Affinity Group is supported by a dedicated Affinity Group Faculty to provide ongoing content expertise and support throughout the course of the Collaborative (see below) and to plan the Affinity ECHO Sessions.  
· All Community Partners are asked to present at least one case presentation throughout the entire collaborative cycle, using a provided case presentation template (see Appendix F for a template and completed sample).
· Other Affinity Groups meet virtually monthly or as needed, including: 
· Regional Response Team Leaders
· Regional Response Team Data Liaisons
· Consumers
· Network Participants, such as Part A, Part B representatives

Affinity Group Faculty: There are four different Affinity Group Faculties, one for each subpopulation. The faculties are responsible for planning the content, recruiting content experts, and facilitating the Affinity ECHO Sessions. Membership of the different Affinity Group faculties comes from CQII staff and consultants, spokespersons, and HAB. 

Planning Group: The “Planning Group” is a set of individuals who help plan, develop, and implement the Collaborative and is composed of HAB representatives, spokespersons, content experts, QI coaches, ECHO representatives, CQII staff, and QI coaches. The Planning Group is further organized into two groups: Core Planning Group and Extended Planning Group.
· The Core Planning Group meets virtually on a weekly basis and participates in discussions facilitated by CQII staff. Members of this group include a subset of CQII staff and consultants, ECHO representatives, and representative(s) from HAB. The current membership of the Core Planning Group is attached, see Appendix I.
· The Extended Planning Group includes all members of the Core Planning Group, the remaining staff and consultants from the CQII, additional representation from HAB including Project Officers of the respective regions, a representative from Impact Marketing, a representative from Abt Associates, and eight spokespersons (see below). The Extended Planning Group convenes during the Vanguard Meeting and Learning Sessions.

Spokesperson: The Collaborative “spokespersons” are individuals living with HIV who represent each subpopulation of focus and actively participate in various Collaborative activities, such as the Planning Group and in Affinity ECHO Sessions as Affinity Group Faculty Members; two to three spokespersons will be identified for each disparity subpopulation. Spokespersons have the important role of bringing the consumer voice into the discussion during the development and implementation of the Collaborative as well as providing a client perspective for providers during the Affinity ECHO Sessions. They provide unique insights to the HIV provider community that ensure that the quality improvement projects and initiatives suggested during Affinity ECHO Sessions are balanced in meeting the various community needs. The estimated monthly time commitment for a Spokesperson ranges between 3-8 hours.

The following diagrams on the following page illustrate key elements of the end+disparities ECHO Collaborative framework.
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Relationship between Community Partners, Affinity Group Faculty, and Affinity Groups
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[bookmark: _Toc501122114]Benefits of Participation

The Collaborative participants or Community Partners will benefit from active engagement in this national improvement initiative, as evidenced by:
· Improved viral suppression rates for their entire HIV patient caseload and for their identified disparity subpopulation
· Strengthened clinical quality management (CQM) programs to meet the RWHAP CQM expectations
· Strengthened regional partnerships and improved working relationships with other RWHAP recipients and subrecipients across all Parts and across the country 
· Capacity to detect an HIV subpopulation that has been identified as having particularly disparate HIV-related health outcomes using the provided disparity calculator
· Improved performance measurement capacity to routinely track agency-specific viral suppression data for strategic planning and quality improvement processes
· Routine access to national HIV disparity benchmarking reports that are shared with local/regional HIV providers and constituencies 
· Increased quality improvement capacity of HIV providers and consumers who have participated in regional quality improvement training opportunities
· Professional quality improvement growth opportunities as members of regional improvement groups and recognition as local quality improvement champions
· Routine access to feedback by nationally recognized quality experts and fellow Collaborative participants to advance local improvement efforts
· Learning opportunities for sharing and networking with fellow Collaborative participants who share similar improvement challenges 
· Establishment and continuity of sustainable regional improvement groups of RWHAP recipients and subrecipients beyond the formal Collaborative cycle by developing a written sustainability plan

Input from the HIV community indicated that competing priorities for time and resources are a barrier to participation for many interested individuals. To address this challenge, the benefits of participation is clearly communicated to demonstrate the value of investing time in this Collaborative. These benefits may include alignment with external HIV/AIDS Bureau quality improvement requirements or reduction of data collection efforts due to further regional coordination across various Parts. A letter by the HRSA HIV/AIDS Bureau will formerly introduce this initiative and invite Ryan White HIV/AIDS Bureau recipients to consider joining. Furthermore, virtual meeting structures utilizing the Zoom platform grants participants the option to meet virtually, eliminating the time associated with traveling.
[bookmark: _Toc501122115]Expectations of Collaborative Participants

The following expectations for Collaborative participants are to foster a community of learners, as well as to maximize the Collaborative output to achieve its set of agreed-upon aims. The expectations are organized by the various phases of the initiative and by the individual agencies participating in the Collaborative (Community Partners) alongside expectations for regional improvement groups (Regional Group). 

Community Partners
· Individual Registration
· Participate in introductory kick-off sessions to learn more about the Collaborative, its benefits and expectations
· Individually register online after the Regional Groups are approved by HAB and CQII (See Appendix J)
· Pre-Work Assignments (after registration and before Learning Session 1)
· Provide team contact information using a provided template, including agency information regarding the HIV patient caseload (i.e., # of HIV patients served)
· Identify one disparity subpopulation to focus local quality improvement efforts using the provided disparity calculator, and develop a Community Partner Aim Statement with measurable goals to be completed by the end of the Collaborative (see Appendix K for a template and completed sample)
· Complete an online technology assessment to better understand what data systems are used to currently track local performance data (i.e., CAREWare), and to ascertain access to webcams and experience with Project ECHO (see Appendix T)
· Learning Session 1
· Participate in pre-work sessions to learn more about the collaborative model and expectations, quality improvement 101 sessions, and/or introductions to the use of virtual communication tools
· Participate in the in-person Learning Session 1 (all following Learning Sessions will be conducted virtually) as a member of the Regional Response Team
· Meetings and Sessions
· Attend subpopulation-specific Affinity ECHO Sessions, which are held twice a month
· Present at least one case presentation during the Affinity ECHO Session, using a provided case presentation template (see Appendix F for the template and a completed sample)
· Participate when needed in Office Hours with CQII staff, using a provided scheduling software
· Participate in monthly Regional Group Meetings with Regional Response Team members and Community Partners; monthly agenda items are suggested (see Appendix M)
· Prepare for and actively participate in virtual Learning Sessions
· Participate in other Affinity Sessions, such as Regional Response Team leaders, consumers, data liaison, which have different meeting schedules from the other Affinity Group sessions
· Reporting of Performance Data and QI Interventions
· Submit HAB viral suppression performance data every other month to a designated individual on the Regional Response Team:
· Viral suppression data for subpopulation of focus
· Viral suppression data for the entire HIV patient caseload
· Conduct improvement efforts to reduce HIV disparities focusing on the selected subpopulation and submit updates on quality improvement activities, using a provided reporting template (see Appendix M for the template and a completed sample)

Regional Group
· Group Enrollment 
· Submit online group nomination form for participation in the Collaborative and roster of local Community Partners (see Appendix N)
· Pre-Work Assignments (after registration and before Learning Session 1)
· Identify core Regional Response Team membership and roles (see Appendix H) and establish meeting frequency and structure
· Develop a regional aim statement articulating what the Regional Group wants to accomplish by the end of the Collaborative, centering on cross-Part alignment and sustainability (see Appendix O for the template and a completed sample)
· Learning Session 1
· Assess the regional alignment of improvement efforts, using the Cross-Part Collaboration Assessment Tool (see Appendix G)
· Arrange travel logistics to attend in-person Learning Session 1 for Regional Response Team members (to be held in the DC/MD area)
· Actively participate in Learning Session 1 and share lessons learned with Community Partners afterwards
· Meetings and Sessions
· Convene monthly Regional Group meetings with Regional Response Team and Community Partners; monthly agenda items are suggested (see Appendix L); a QI coach is assigned to each Regional Group and will participate when needed on the monthly meetings
· Prepare for, and actively participate in, virtual Learning Sessions
· Participate in other Affinity Sessions, such as Regional Response Team leaders, consumers, data liaison, when indicated
· Conduct one provider and one consumer QI training session
· Reporting of Performance Data and QI Interventions
· Collect and summarize performance data results and QI intervention submissions by local Community Partners
· Review regional results and benchmarking reports, and provide feedback and assistance to individual Community Partners when needed
· Sustainability
· Develop a sustainability plan to ensure continuity beyond the formal Collaborative.

[bookmark: _Toc501122116]Enrollment and Registration Process

The commencement of the Collaborative is marked by a two-phase Regional Group enrollment and subsequent individual recipient/subrecipient (Community Partner) registration process. HRSA HAB will have a major role in introducing the Collaborative through an Invitational Letter from senior HAB leadership and partaking in Kick-Off Sessions (See Marketing Approach, Page 31). Introductory Kick-Off Sessions are held virtually in advance of the enrollment/registration process to introduce RWHAP recipients and other stakeholders to the structure and purpose of the Collaborative and encourage participation. Multiple Kick-Off Sessions with the same content will be held to ensure that individuals who were not able to attend one specific session can attend others. 

Group Enrollment & Selection Process
[bookmark: _Hlk500152350]The first phase of enrollment requires interested participants to communicate with other RWHAP recipients in their region and submit a regional group nomination. Existing groups of recipients (for instance, Regional Groups, past NQC collaborative teams, etc.) are encouraged to sign-up. An online registration form is provided (see Appendix N). Each group completes this form and lists all proposed recipients/subrecipients in the submitted group. The process is designed to encourage group participation and individual recipients taking initiative to either revisit teams from previous collaboratives or existing regional improvement groups, or to build new networks and contact other potential regional group members. 

HAB representatives and Project Officers are encouraged to suggest regional/state teams to participate. Ideally, the HAB Project Officers act as supporters and strongly encourage their recipients to participate in this initiative. 

Once the Regional Group nominations are submitted, the Planning Group reviews them with HAB representatives to determine the right geographical mix of participants and balance the available resources for this Collaborative. For example, if two small groups sign up in close regional proximity, these groups may be merged to form one Regional Group instead of two. Given the current estimates, up to 10 Regional Groups can be accommodated. 

Individual Registration
Once the group enrollment phase is completed and the list of Regional Groups is officially approved, individual RWHAP recipients can register online (see Appendix J linked with their designated Regional Group as one of its Community Partners. At this point, each participating Community Partner will be asked to complete a set of pre-work assignments before the first Learning Session, including the identification of their targeted subpopulation, completion of the technology assessment (see Appendix T), and other necessary tasks. 





Figure: Enrollment and Registration Process



























[bookmark: _Toc501122117]Collaborative Meeting Structures

The Collaborative has different sets of meetings, each with their own set of participants, meeting frequencies, and purposes. The Collaborative uses virtual communication platforms, whenever possible. 

[bookmark: _Toc498956070][bookmark: _Toc499024319][bookmark: _Toc499290186][bookmark: _Toc499290290]Vanguard Meeting
The in-person Vanguard Meeting is focused on content, process, and evaluation of the Collaborative with the goal of collecting further feedback from internal and external stakeholders. Before the Vanguard Meeting takes place, pre-meeting calls are conducted to explain the collaborative concept, proposed model, and goals of this improvement initiative to maximize the meeting outcome.
· Logistics
· Date: March 22, 2018
· Location: HRSA Building, Rockville, MD 
· Estimated 25-30 participants
· Logistical support is provided to attend
· Participants 
· Extended Planning Group
· Recipients across the country, Parts, and different levels of experience with past collaboratives and learning exchanges

[bookmark: _Toc498956071][bookmark: _Toc499024320][bookmark: _Toc499290187][bookmark: _Toc499290291]Learning Sessions
Learning Sessions are designed to bring Collaborative participants together with HAB and CQII staff, QI coaches, Planning Group, Affinity Group Faculty, and other representatives to receive guidance, develop improvement plans for action, and promote peer learning and exchange. Learning Sessions will take place every four months beginning in June 2018 and allow the planning of the action periods following the Learning Session. Following the IHI Breakthrough Series model, action periods between Learning Sessions are used by participants to carry out their local improvement activities, routinely report standardized Collaborative measures and QI interventions, and participate in the bi-monthly Affinity Group ECHO Sessions.
· Learning Session 1
· Logistics
· 2-day face-to-face meeting (~Jun 2018)
· Proposed location – Rockville, MD
· Estimated 80-100 participants
· Proposed agenda items are listed in Appendix L
· Logistical support is provided to attend
· Participants
· Regional Response Team members
· Extended Planning Group
· Learning Sessions 2, 3, 4
· Logistics
· Learning sessions are conducted virtually (~Nov 2018, Apr 2019, Sep 2019)
· Five-hour event on a single day with one break and various breakout groups
· Regional Response Team members are encouraged to be present in the same location with strong internet connectivity
· 200-250 individuals are estimated
· Proposed agenda items for each Learning Session are listed in Appendix L; the last Learning Session (~Sep 2019) focuses on sustainability and helps transition this Collaborative to community leadership
· Participants
· Community Partner Representatives 
· Regional Response Team members
· Expanded Planning Group 

[bookmark: _Toc498956072][bookmark: _Toc499024321][bookmark: _Toc499290188][bookmark: _Toc499290292]Regional Group Meetings
Regional Group meetings are monthly meetings attended by each groups’ respective Regional Response Team members, Community Partner representatives, and assigned QI coach. These meetings (in person or virtual) cover various elements of the Collaborative, including data submissions, follow-up on QI interventions and performance data, and capacity building efforts. 
· Participants
· Regional Response Team members
· Community Partner representatives 
· Assigned QI coach 
· Logistics
· The meetings might last between 60-90 minutes and will be facilitated by the Regional Response Team lead
· The Zoom platform is available to each Regional Group to give the option of meeting virtually in addition to meeting in person
· Monthly agenda items are suggested each month, see proposed items Appendix L
· The assigned QI coach reports on the overall collaborative directions taken by the Regional Group and reports back to CQII using a standardized reporting template (see Appendix P for the template and a completed sample)

Affinity ECHO Sessions 
Various Affinity Groups are formed with a specific focus such as a subpopulation or Regional Response Team role. Community Partners from across different Regional Groups are invited to join Affinity ECHO Sessions to virtually learn from content experts and peer presentations. The Affinity ECHO Sessions follow a model like the teleECHO sessions in Project ECHO and are conducted using the Zoom platform.
· Subpopulation Affinity ECHO Session
· Four subpopulation-based Affinity Groups are formed, each with their own Affinity Group Faculty 
· Community Partners join these groups based on their selected disparity subpopulations
· Monthly content focuses are determined across the Affinity Groups for all four subpopulations (see Appendix L)
· Affinity Group Faculty Roles in Subpopulation Affinity ECHO Sessions
· There are four roles on the Affinity Group Faculty:
· Facilitator – this individual facilitates the conversations that take place during the Session and ensures that it is an engaging experience. In addition to facilitating the discussion at the meeting, the facilitator also prepares Affinity Group members for the Session and provides support to Community Partners presenting their case presentations.
· Content Expert – this individual provides content expertise to the Affinity Faculty and presents at Affinity ECHO Sessions. He or she may either come from the pool of Affinity Group Faculty members or be recruited from outside of this group to present the didactic element of the session. Content experts come from a variety of backgrounds and may be medical professionals, care providers from the RWHAP community, consumers, or quality improvement experts. There can be multiple content experts for different sessions for an Affinity Group.
· Spokesperson – each Affinity Group has two spokespersons to represent the consumer voice in discussion. Each Session will have at least one spokesperson from the Affinity Group Faculty present. 
· Technology and Administrative Support – two individuals from the Affinity Group Faculty fill the roles of technology and administrative support. Their duties include taking notes of the discussions at the meeting, reviewing the chat conversations, and providing Zoom-related technical support for participants and Faculty. In addition, they have an integral role in coordinating activities for the Affinity ECHO Sessions including sending Zoom invitations and reminders, assist with scheduling the meetings with the Affinity Group Faculty, scheduling and review of case presentations. 
· Subpopulation Affinity ECHO Session Participants
· Affinity Faculty
· Facilitator
· Content expert
· Spokespersons
· Technology and Administrative Support
· Community Partners belonging to the Affinity Group
· Subpopulation Affinity ECHO Session Meeting Structure
· Each of the four subpopulation Affinity Groups meet twice a month during the first three months of the Collaborative; the frequency of meetings will be revaluated by Affinity Group members after the third month of the Collaborative based on the needs of participants
· Each virtual session is 60 minutes 
· Agenda template
· 10 min Introduction
· To welcome participants and set the tone for the session
· Potentially use a polling question to interact with participants
· 15 min Didactic Presentation
· Experts prepare content-driven 10 min presentations and include 3-4 discussion/polling questions in line with pre-determined monthly content focus (see Appendix L)
· These presentations can be used across all subpopulation-focused Affinity ECHO Sessions that month
· The didactic element is presented by the content expert or, if the content expert is not available, by the Facilitator
· 15 min Case Presentation
· Each Community Partner is expected to present at least one case presentation with a focus on challenges and “asks” from fellow peer providers
· Each Community Partner is asked to select a date for the case presentation during the initial phase of the Collaborative
· A template (including a completed sample) and a slide template are provided; see Appendix F for the Case Presentation Template 
· The Community Partner presenter is asked to submit the completed template, slide set, and set of discussion questions 3-4 weeks before the presentation
· Feedback is provided by the assigned Affinity Group facilitator in advance of the presentation
· To encourage learning beyond the session, the facilitator provides 1-3 follow-up recommendations to the Community Partner during or after the session presentation
· 15 min Discussion with Participants
· The facilitator with assistance by the content expert and spokespersons pose discussion questions to engage the session participants in response to content and case presentations; previously submitted questions/polls by content expert or Community Partner presenter should be utilized 
· Live polling and use of chat rooms are encouraged to further engage participants
· Reiterate key learning points
· 5 min Wrap up
· Summarize key points made in the Session
· Outline action steps going forward
· Remind participants about upcoming session dates
· Other Affinity Sessions 
· Data Sessions with the Regional Response Team data liaisons (to train participants on using the disparity calculators, how to submit data) – prior to each data submission
· Network Sessions (for Part A and Part B and other network recipients) – as needed
· Consumer Sessions – monthly
· Regional Response Team Leader Sessions – monthly
· Other Affinity Session Facilitation
· Each Affinity Session will have two facilitators who come from the extended planning group
· There will also be two CQII staff providing technology support 

In summary, Regional Group Meetings are conducted to build a regional community of Community Partners, receive guidance and feedback from the assigned QI coach on performance data, quality improvement projects, and Affinity ECHO Session case-presentations and to create a regional community of learners. Affinity ECHO Sessions use the virtual case-presentation model by Project ECHO to focus on issues of the selected four subpopulations. Learning Sessions are practice-oriented, with a discussion of best practices that have emerged from both Regional Group Meetings and Affinity ECHO Sessions, and provide an opportunity for QI content learning. Additionally, Learning Sessions teach how to participate in various elements of the Collaborative. 














[bookmark: _Toc498956074][bookmark: _Toc499024323][bookmark: _Toc499290190][bookmark: _Toc499290294]Office Hours
Regularly scheduled opportunities are offered to directly communicate with CQII staff to those participants who will need further individualized guidance on a specific issue related to their work in the Collaborative. An online scheduling system will be established to allow individual participants to schedule a 30-minute timeslot. An email will be sent automatically to remind the participants about the upcoming Office Hour, including all relevant communication links. 

[bookmark: _Toc500916708][bookmark: _Toc501122118]Performance Measurement and Reporting 

Performance Measurement
Routine performance measurement reporting by Collaborative participants centers on one standardized measure (viral suppression) and two different patient groups (entire HIV caseload and identified subpopulation). 

The Collaborative adopts the HAB viral suppression measure definition (National Quality Forum #: 2082): percentage of patients, regardless of age, with a diagnosis of HIV with an HIV viral load less than 200 copies/ml at last HIV viral load test during the measurement year. Every other month, each Community Partner is asked to submit viral suppression data for a) all PLWH receiving HIV care (entire HIV caseload); and b) participant-selected disparity group (identified subpopulation) using the following data points:
· Numerator and denominator for entire HIV caseload
· Numerator and denominator for identified subpopulation
 
Data collections will begin in July 2018 and will take place every other month. A series of informational sessions is provided to introduce Collaborative participants to the expectations and relevant tools, including an FAQ document.
 
Data submissions are made to an online Collaborative database, which will be adapted from the in+care Campaign, and include numerator and denominator data for both patient populations. The database reports the performance trends over time and calculates the disparity between the entire patient population and the subpopulation of focus. In addition, participants are asked to enter a short statement to describe confidence in the data they submit. Performance data are reported by RWHAP recipients. RWHAP subrecipient data should be aggregated by their RWHAP primary recipient, if their RWHAP recipient has decided to join. 

Collaborative data are aggregated into a benchmark report and instantly made available to participating recipients, including stratification by Part, region, or user-identified criteria.

Quality Improvement Interventions 
Individual participants, including RWHAP recipients and subrecipients, are asked to report their improvement interventions to reduce HIV-related disparities on a quarterly basis. QI Intervention reports will be expected from participants every three months beginning in September 2018.

A QI reporting template (see Appendix M for the template and completed sample) is provided to Community Partners and includes the following data fields: 
· Agency Name
· Selected Subpopulation of Focus
· Improvement Activities
· Performance Data over time
· Major Accomplishments/Lessons Learned
· Major Challenges
· Technical Assistance Needs

The completed reporting form is submitted by participants to the designated Glasscubes folder to ensure that their Regional Response Team members, assigned QI coach, and Regional Group participants have appropriate access, and to promote peer sharing and networking. The information on the reporting template should grow cumulatively over time and chronicle the individual improvement journeys. Each data field does not need to be completed each submission cycle period; only activities/findings related to that reporting period are reported. Ideally, the QI improvement reporting template submitted by participants will have life well beyond the submission cycles. The Planning Group will review the reports and aggregate relevant findings each submission cycle to highlight QI successes and QI champions. Submitters are encouraged to pass the information forward for use: 
· Within their organizations for staff and board meetings
· In their locality/region for use in educating the community and development purposes
· At local/regional/national QI and HIV conferences

A separate reporting form for Regional Group activities is shared with the Regional Response Team (see Appendix P for the template and completed sample). This form is completed by the assigned QI coach in collaboration with the Regional Response Team. Monthly Regional Group meetings provide a routine forum to discuss the content and to jointly complete this form.

[bookmark: _Toc500916709][bookmark: _Toc501122119]Consumer Involvement

Consumer involvement is critical to quality improvement. Opportunities for routine and active involvement to partner with PLWH in this Collaborative are essential to end disparities in HIV care. Based upon the success of past collaboratives, consumers are engaged during all phases of this Collaborative, including the planning phase. Consumer representation and feedback is integrated in the following areas:
· Planning Group
· Consumer/peer consultants are members of the Planning Group and play a key role in designing the content and structure of the Collaborative
· Collaborative “spokespersons” who represent each subpopulation of focus actively participate in various Collaborative activities, including as members of the Extended Planning Group and Affinity Group Faculty 
· Regional Group/Community Partner 
· All participating Community Partners are asked to identify at least one consumer on their local improvement team
· Each Regional Response Team is asked to include one member to focus on consumer involvement
· Each Regional Group is asked to conduct at least one local consumer improvement trainings with support by the Planning Group and/or CQII peer consultants
· Learning Sessions
· Every Learning Session has agenda items dedicated to consumer involvement-specific topics
· Affinity Group Sessions 
· Consumers are part of the pool of content experts dedicated to developing the didactic elements of the subpopulation-specific Affinity ECHO Sessions and participate in the subsequent discussions
· Spokespersons will attend each Affinity ECHO Session for their subpopulation
· A distinct Affinity Group dedicated to consumer involvement meets monthly throughout the Collaborative; consumers identified by Community Partners or who participate at the Regional Group level are invited to join the Consumer Affinity Session
[bookmark: _Toc501122120]Technologies

Website
CQII will establish a website dedicated to this Collaborative to publicly disseminate its content to all RWHAP recipients, regardless of their participation in this initiative. To leverage existing resources, the current end+disparities website (at enddisparitiesExchange.org) will be adopted and work with other RWHAP websites, such as the TARGET Center. The URL for the new website is the following: enddisparities.org. 

Glasscubes
A password-protected online forum (called Glasscubes) is created for registered users of the Collaborative to share QI resources, post project-specific messages, and maintain a library of documents relevant to the Collaborative. Each Regional Group can manage their own Glasscubes workspace and post documents relevant to the work being done in their specific area.

Zoom
Virtual communication technologies play a key role in this Collaborative, since they are used throughout all Collaborative activities, including Affinity Sessions and Learning Sessions. To increase accessibility for Community Partners who cannot physically attend meetings, a video conferencing service called Zoom is used. Participants are expected to have access to a webcam and the pre-work technology assessment (see Appendix T) is designed to assess participants’ ability to use this technology. Zoom is an online HD video conferencing software that is compatible with a variety of different operating systems, including iOS, Android, Windows, and telephone services. The software is HIPAA compliant and enables up to 200 participants to join. The Project ECHO Model utilizes this software because of its ease of use and accessibility – it works well in low bandwidth. Zoom is also available for Regional Groups to facilitate local communications. Pre-work webinars explaining how to use this technology are held before the Collaborative commences and a mock case presentation using Zoom will be held at the Vanguard Meeting and Learning Session 1. Affinity Group Faculty members will host additional “Mock Affinity ECHO Sessions” for QI Coaches and the Planning Group to practice their facilitation skills before the first Learning Session. 


App
A smartphone app that is accessible online is planned to support end+disparities Collaborative participants. The application, specifically designed for this initiative, allows participants to create a customizable meeting schedule they are interested in with corresponding documents available in one place. It also helps remind participants of events and provide a medium to connect with other Community Partners, their Regional Group, and other participants of the Collaborative. (See Appendix C for the proposed app structure).

Constant Contact 
Constant Contact is used for all Collaborative communications, including announcements, and reminders. This web service allows CQII to create newsletter announcements and share them via bulk emailing as well as targeted emails. Constant Contact allows for easy upload and maintenance of mailing lists, archiving of sent emails, and documenting emails opened by participants vs. emails returned as undeliverable. Most recipients and their email addresses are already uploaded. 

[bookmark: _Toc500916711][bookmark: _Toc501122121]Timeline of Collaborative Events, Assignments, and Submissions

The following abbreviated timetable provides a visual representation of various Collaborative activities. An extended table with detailed agenda items and month content topics for Affinity ECHO Sessions can be found in Appendix L. 

	Year
	Month
	Learning Session
	Data Collection
	QI Intervention
	Collaborative Assessment
	Regional Group Meeting
	Affinity ECHO Session

	2017
	November
	
	
	
	
	
	

	
	December
	
	
	
	
	
	

	2018
	January 
	
	
	
	
	
	

	
	February
	
	
	
	
	
	

	
	March
	
	
	
	
	
	

	
	April
	
	
	
	
	
	

	
	May
	
	
	
	
	
	

	
	June
	
	
	
	
	
	

	
	July
	
	
	
	
	
	

	
	August
	
	
	
	
	
	

	
	September
	
	
	
	
	
	

	
	October
	
	
	
	
	
	

	
	November
	
	
	
	
	
	

	
	December
	
	
	
	
	
	

	2019
	January
	
	
	
	
	
	

	
	February
	
	
	
	
	
	

	
	March
	
	
	
	
	
	

	
	April
	
	
	
	
	
	

	
	May
	
	
	
	
	
	

	
	June
	
	
	
	
	
	

	
	July
	
	
	
	
	
	

	
	August
	
	
	
	
	
	

	
	September
	
	
	
	
	
	

	
	October
	
	
	
	
	
	


*Blue represents an event or meeting. Red represents an assignment. 

[bookmark: _Toc500916712][bookmark: _Toc501122122]Outreach and Awareness Building Efforts

A multi-faceted marketing approach is utilized to increase awareness for the upcoming end+disparities Collaborative, leveraging the previous success of past collaboratives. The Collaborative will be framed in a way that emphasizes its benefit to participants and points to successes by past collaborative participants. Some of these benefits include: networking with peers, connecting with high performers in their field, reducing costs by utilizing no-cost resources to improve quality, aligning with national public health priorities, building strong local improvement networks, and getting additional support and camaraderie on joint improvement projects. 

Collaborative Toolkit
A toolkit will be developed for online distribution to all Collaborative participants. This toolkit includes the following pieces: literature review on HIV disparities, pamphlet with selected disparity tools, including the Disparity Calculator and disparity intervention grid (See Appendixes Q and R), detailed description of the initiative and opportunities for participation, the resources available to support participation, the roles of all CQII staff, QI Coaches, Affinity Group Faculty, and next steps to enroll in the Collaborative. 

Invitational Letters
The CQII will work with HAB to draft an invitation to all recipients of RWHAP funding. Receiving a direct invitation signed by the senior HRSA HAB representative focusing on the unique opportunity to reduce disparities in HIV care will encourage RWHAP recipient representatives to join the collaborative. Individualized invitations should be extended by the CQII to senior leaders of selected initiatives of national importance to facilitate their uptake of the new Collaborative.

Kick-off Sessions
Virtual sessions offer a low-cost platform to unveil the new initiative and allow for rapid dissemination of the end+disparities ECHO Collaborative framework. These sessions are advertised directly to RWHAP recipients and key stakeholders. These kick-off sessions are held by senior CQII and HAB representatives and recorded versions are available on the website for later review. We will leverage existing webinar calendars (e.g., TARGET Center, AETC NCRC, HIV.gov), listservs (e.g., HRSA/HAB, AETC, NYSDOH), and outreach to key stakeholders and coaches to leverage these key influencers to help spread the word about kickoff sessions to increase visibility and understanding about the new Collaborative.

Disparities Video
Based on the success of the past in+care Campaign video (www.youtube.com/watch?v=yKUAty1ozKI), the informative and motivational 3-minute video from the most recent Learning Exchange (www.youtube.com/watch?v=nJCbRTq_3zw) will be updated to spread the word about the importance of addressing HIV disparities. The video should be directed toward providers and consumers, with straightforward statistics presented that require little background knowledge to understand to encourage their participating in this Collaborative and conduct improvement efforts to reduce HIV disparities. 

Prezi Presentation
A Prezi presentation explaining the multifaceted approach to the end+disparities ECHO Collaborative, its offerings, infrastructure, goals, and key players will be developed. This provides NYSDOH as well as others (e.g., coaches, Regional Response Team) who will have to explain the Collaborative with a tool to do so that is engaging, visually reinforces key messages, and points to improve retention, and ensures presenters stay consistent on message. 

Social Media
Utilization of social media is critical to extend the reach of lessons learned from this initiative and maximize communications with HIV providers and consumers. Social media communication around the Collaborative is focused on information sharing. The following social media platforms are utilized: NYSDOH social media, HRSA social media, AETC NCRC social media, TARGET Center social media, and HIV.gov social media.

Branding and Design Principles
CQII, in partnership with its marketing experts, has developed a logo and unique look and feel for its Learning Exchange. These branding elements will be adopted for this Collaborative. Brand guidelines will be created to ensure brand consistency across deliverables and platforms.

Updated Materials
Web copy on the end+disparities website and TARGET Center will be updated as will CQII brochures and handouts to reflect the revised brand, name, and goals of the end+disparities ECHO Collaborative. 

[bookmark: _Toc501122123]Evaluation

The NYSDOH has partnered with Abt Associates to conduct an impact evaluation of the end+disparities ECHO Collaborative. The external evaluator ensures no implicit conflict of interest arises by keeping those designing CQII’s initiatives separate from those evaluating them. A quasi-experimental design will be employed to see whether the Collaborative has achieved the key outcomes of RWHAP services, which include retention in care and viral suppression. Comparisons are made between those who participated in the Collaborative and the recipients that did not. Interrupted time series methodology will be used to control for the absence of random-assignment and the pre-existing differences between recipients both within and outside of Collaborative participation. A written report will be issued to HAB by June 2020 to outline the potential impact by Collaborative participants to reduce HIV disparities. 

+++
Date: December 15, 2017
Clemens Steinbock, Director
RWHAP Implementation Center for HIV Clinical Quality Improvement
Clemens.Steinbock@health.ny.gov
[bookmark: _Toc501122124]212-471-4730

end+disparities ECHO Collaborative Appendix
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Appendix A. Literature Review

Literature Review on HIV-Related Disparities to Implement a National Quality Improvement Initiative: end+disparities ECHO Collaborative

“Of all the forms of inequality, injustice in health care is the most shocking and inhumane” 
- Martin Luther King

A) Introduction and Background
Since the emergence of HIV/AIDS in the early 1980s, the global community has witnessed momentous innovations that have significantly changed the landscape of HIV care.[footnoteRef:28] In particular, advancements in antiretroviral therapy (ART) over the last twenty years have transformed HIV/AIDS from a rapidly progressing ailment to what most consider a chronic disease.[footnoteRef:29] ART causes a significant reduction in viral load in the body, with the ultimate goal of reaching undetectable levels, or “viral suppression.”[footnoteRef:30] ART and viral suppression also play critical roles in the prevention of HIV transmissions.  [28:  U.S. Department of Health & Human Services. HIV.gov: Overview—a timeline of HIV/AIDS. Updated 2016. Available from https://www.hiv.gov/hiv-basics/overview/history/hiv-and-aids-timeline]  [29:  Olalla G, Knobel H, Carmona A, Guelar A, López-Colomés JL, and Caylà JA. Impact of adherence and highly active antiretroviral therapy on survival in HIV-infected patients. J Acquir Immune Defic Syndr. 2002;30(1):105-110.]  [30:  Saag, M.S. & Holodniy, Mark & Kuritzkes, D.R. & O'Brien, W.A. & Coombs, R & Poscher, M.E. & Jacobsen, Donna & Shaw, G.M. & Richman, D.D. & Volberding, P.A. (1996). HIV viral load markers in clinical practice. Nature medicine. 2. 625-9. 10.1038/nm0696-625.] 


Based on three recent studies, the HIV/AIDS Director of Prevention at the Center for Disease Control (CDC) released a statement in September, 2017 declaring “people who take ART daily as prescribed and achieve and maintain an undetectable viral load have effectively no risk of sexually transmitting the virus to an HIV-negative partner.”[footnoteRef:31] Despite the clinical success of ART in causing viral suppression, reductions in HIV-related morbidity and mortality are uneven across subpopulations of people living with HIV (PLWH)  due to unequal access to care and variations in the quality of care provided.[footnoteRef:32]  [31:  https://www.cdc.gov/hiv/library/dcl/dcl/092717.html]  [32:  Wong MD, Cunningham WE, Shapiro MF, Andersen RM, Clearly PD, Duan N, et al.; HCSUS Consortium. Disparities in HIV treatment and physician attitudes about delaying protease inhibitors for nonadherent patients. J Gen Intern Medicine. 2004;19(4):366–374.] 


Approximately 70% of the estimated 1.2 million PLWH in the United States are not virally suppressed.[footnoteRef:33] A breakdown of the subpopulations contributing to the virally non-suppressed population paint a striking picture of disparities in HIV care since specific populations bear a disproportionate burden of HIV. At 16%, the rate of viral suppression among black men who have sex with men (MSM) is less than half the rate of viral suppression among white MSM (34%).[footnoteRef:34]  In 2014, the rate of HIV diagnoses among black women was 18 times higher than that of white women.[footnoteRef:35] A study in 2013 showed that while the average suppression rate for all PLWH is approximately 25%, approximately 15% of youth are virally suppressed.[footnoteRef:36] Transgender women—those assigned male gender at birth, but identify as female—have a significantly lower ART dose adherence rate and durable viral suppression compared to cisgender men, despite having similar rates of receiving care, treatment, and supportive services.[footnoteRef:37]  [33:  Bradley H, Hall HI, Wolitski RJ, Van Handel MM, Stone AE, LaFlam M, et al. Vital signs: HIV diagnosis, care, and treatment among persons living with HIV — United States, 2011. MMWR. 2014;63(47):1113-1117 ]  [34:  Rosenberg ES, Millett GA, Sullivan PS, del Rio C, and Curran JW. Understanding the HIV disparities between Black and White men who have sex with men in the USA using the HIV Care Continuum: a modelling study. Lancet HIV. 2014;1(3):e112-e118.]  [35:  Ivy, W., Nwangwu-Ike, N., & Paz-Bailey, G. (2017). Reductions in HIV Diagnoses Among African American Women. JAIDS Journal of Acquired Immune Deficiency Syndromes, 75. doi:10.1097/qai.0000000000001400]  [36:  Hall HI, Frazier EL, Rhodes P, Holtgrave DR, Tang T, Gary KM, et al. Differences in human immunodeficiency virus care and treatment among subpopulations in the United States. JAMA Intern Med. 2013;173(14):1337-44.]  [37:  Mizuno Y, Frazier EL, Huang P, and Skarbinski J. Characteristics of transgender women living with HIV receiving medical care in the United States. LGBT Health. 2015;2(3):228-234.] 


The CDC defines disparities as “differences in health outcomes or health determinants observed between populations.”[footnoteRef:38] It is commonly understood within the public health field that a group is a health disparity population when “there is a significant disparity in the overall rate of disease incidence, prevalence, morbidity, mortality, or survival rates in the population as compared to the health status of the general population.”[footnoteRef:39] Addressing these disparities is important in aligning HIV care with national public health priorities. To reduce disparities requires focusing on disproportionately affected communities and populations. Preliminary interviews to prepare for the end+disparities Learning Exchange identified four subpopulations to focus public health improvement efforts on. Although the disparities faced by these four groups are certainly not the only disparities that exist within HIV care, the interviews highlighted the importance of focusing on MSM of Color, African American and Latina Women, Youth (age 13-24), and Transgender People.[footnoteRef:40] [38: Johnson AS, Beer L, Sionean C, Hu X, Furlow-Parmley C, Le B, et al. CDC health disparities and inequalities report: HIV infection—United States, 2008 and 2010. MMWR. 2013;62(3);112-119. ]  [39:  Office of National AIDS Policy. National HIV/AIDS strategy: updated to 2020. July 2015. Available from https://www.whitehouse.gov/administration/eop/onap/ ]  [40:  NQC Concept Paper—Developing a Quality Improvement Initiative to End Disparities in HIV Care] 


In alignment with national public health priorities, HRSA Ryan White HIV/AIDS Program Center for Quality Improvement and Innovation (CQII) in close collaboration with the Health Resources and Services Administration (HRSA) HIV/AIDS Bureau (HAB) proposes to address HIV-related disparities as the key focus of its next national quality improvement initiative. Building upon the impact of its in+care Campaign,[footnoteRef:41] HIV Cross-Part Care Continuum Collaborative (H4C),[footnoteRef:42] and end+disparities Learning Exchange,[footnoteRef:43] CQII works toward reducing HIV-related disparities in key communities to ensure that all PLWH are virally suppressed and have optimal health outcomes. [41:  JSI Research & Training Institute and National Quality Center. National Quality Center Impact Evaluation Report; Making a Mark: Demonstrating Health Impacts among Ryan White HIV/AIDS Program Grantees Utilizing the National Quality Center – in+care Campaign. 2014 June. Available from https://nationalqualitycenter.glasscubes.com/share/s/1l8ilbgjslunqfdftscmvdt7o8?2]  [42:  JSI Research & Training Institute and National Quality Center. National Quality Center Impact Evaluation Report; Making a Mark: Demonstrating Health Impacts among Ryan White HIV/AIDS Program Grantees Utilizing the National Quality Center – HIV Cross-Part Care Continuum Collaborative. 2016 September. Available from http://nationalqualitycenter.org/nqc-activities/collaboratives/h4c-collaborative/ ]  [43:  NQC Concept Paper—Developing a Quality Improvement Initiative to End Disparities in HIV Care] 


This new 18-month national quality improvement initiative, called the end+disparities ECHO Collaborative, focuses on reducing disparities by increasing viral suppression rates in four subpopulations of people living with HIV: MSM of Color, African American and Latina Women, Youth (aged 13 to 24 years), and Transgender People. The Collaborative engages Ryan White HIVAIDS Program (RWHAP)-funded recipients and sub-recipients nationwide across all Parts. Regionally-based improvement groups are engaged in this Collaborative to help HIV providers improve their underlying systems of HIV care, build quality improvement capacity, routinely monitor performance measures, and create a sustainable infrastructure that will last beyond the formal conclusion of the Collaborative. The innovative Project Extension for Community Health Outcomes (ECHO) framework, which uses video conferencing technologies to build specialized knowledge and capacity for primary care providers in rural regions of the country, is adapted for the needs of this Collaborative. The virtual communication platform of this model enables participants to attend a higher number of meetings and eliminates potential barriers that meeting physically may pose for some recipients and sub-recipients. Additionally, special interest groups (Affinity Groups) that focus on different subpopulations of interest across the nation hold routine virtual meetings (Affinity ECHO Sessions) to help participants gain subpopulation-specific knowledge, promote peer sharing and exchange, and provide feedback on quality improvement implementation processes from both a peer and expert perspective.

This Literature Review provides an overview and rationale for this important public health goal by describing the individual and population-based benefits congruent with reducing HIV-related disparities.

B) HIV Disparities

The national viral suppression rate of 30% indicates that significantly more needs to be done to improve health outcomes for all PLWH. The statistics of those who are virally non-suppressed highlight disparities in HIV care (see Figure 1). However, an understanding of the disproportionate burden of HIV felt by vulnerable subpopulations can provide the impetus for systemic and sustainable improvements. Smaller subpopulations with a disproportionately high prevalence of HIV are therefore the most actionable groups for targeted public health interventions that simultaneously reduce overall levels of morbidity, mortality, and onward HIV transmission.

Data from the 2016 CDC HIV Surveillance Report show discrepancies in the number of diagnoses of HIV infection based on age, race/ethnicity, region, and transmission category.[footnoteRef:44] The gap in care for specific subpopulations is well documented. [44:  CDC. HIV/AIDS Surveillance Report: Monitoring Selected National HIV Prevention and Care Objectives by Using HIV Surveillance Data—United States and 6 Dependent Areas, 2015. Vol. 27 Published 2016 Nov. Available from https://www.cdc.gov/hiv/pdf/library/reports/surveillance/cdc-hiv-surveillance-report-2015-vol-27.pdf] 





Figure 1: Diagnoses of HIV Infection by Selected Demographics[footnoteRef:45] [45:  Graphic created using data from CDC. HIV/AIDS Surveillance Report: Monitoring Selected National HIV Prevention and Care Objectives by Using HIV Surveillance Data—United States and 6 Dependent Areas, 2015. Vol. 27 Published 2016 Nov. Available from https://www.cdc.gov/hiv/pdf/library/reports/surveillance/cdc-hiv-surveillance-report-2015-vol-27.pdf ] 
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The end+disparities ECHO Collaborative aims to empower HIV providers across the United States to implement local improvement efforts, impacting the care provided to underserved subpopulations by reducing HIV-related disparities and providing equitable care for PLWH. CQII’s new initiative actively promotes the implementation of interventions to increase the viral suppression rates for the following four subpopulations: 
· MSM of Color
· African American and Latina Women
· Youth (aged 13 to 24 years)
· Transgender People 

1) MSM of Color

Gay, bisexual, and other men who have sex with men (MSM) of all races and ethnicities are disproportionately affected by HIV in the United States.[footnoteRef:46] MSM represent approximately 2% of the U.S. population, yet they accounted for 70% of all new HIV infections in 2014. In 2014, there were an estimated 511,290 MSM living with diagnosed HIV infections; of those, 156,389 were black, 210,659 were white, and 110,158 were Latino.[footnoteRef:47] In a previous publication, the estimated rate of HIV infection among MSM was approximately 46 times that of all other men.[footnoteRef:48] [46:  CDC. HIV/AIDS: HIV among gay and bisexual men. Updated 2017 Sep 27. Available from http://www.cdc.gov/hiv/group/msm/ ]  [47:  CDC. Diagnoses HIV infection among adults and adolescents in metropolitan statistical areas—United States and Puerto Rico, 2015. HIV Surveillance Supplemental Report 2017;22(1):1-88. Accessed 2017 Nov 7.]  [48:  Johnson AS, Beer L, Sionean C, Hu X, Furlow-Parmley C, Le B, et al. CDC health disparities and inequalities report: HIV infection—United States, 2008 and 2010. MMWR. 2013;62(3);112-119.] 


Even within the overburdened subpopulation of MSM, MSM of color are particularly underserved. CDC data indicate that although black people make up 12% of the U.S. population, they accounted for 45% of PLWH in 2015.[footnoteRef:49] A majority (78%) of black men with HIV contracted the disease by male to male contact.[footnoteRef:50] Among MSM, black MSM is the group most affected by HIV (see Figure 2).[footnoteRef:51] In 2015, black MSM accounted for more new HIV infections as white MSM, despite the overall black population being significantly smaller.[footnoteRef:52] There were an estimated 10,315 new HIV infections among black MSM, in comparison to an estimated 7,570 new HIV infections among white MSM, and 7,013 new HIV infections among Latino MSM.  [49:  CDC. HIV/AIDS: HIV among African Americans. Updated 2017 Oct 26. Available from http://www.cdc.gov/hiv/group/racialethnic/africanamericans/]  [50:  CDC. Health disparities in HIV/AIDS, viral hepatitis, STDs, and TB: African Americans/Blacks. Updated 2014 March 20. Available from http://www.cdc.gov/nchhstp/healthdisparities/africanamericans.html ]  [51:  CDC. HIV/AIDS: HIV among African American gay and bisexual men. Updated 2017 Feb 1. Available from http://www.cdc.gov/hiv/group/msm/bmsm.html ]  [52:  CDC. HIV/AIDS: HIV among gay and bisexual men. Updated 2017 Sep 27. Available from http://www.cdc.gov/hiv/group/msm/ ] 


Figure 2: Estimated New Diagnoses of HIV among MSM, by Race/Ethnicity and Age at Infection, 2015 in the United States[footnoteRef:53] [53:  CDC. HIV/AIDS: HIV among African American gay and bisexual men. Updated 2016 Feb 4. Accessed from http://www.cdc.gov/hiv/group/msm/bmsm.html    ] 
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Some research has suggested that black MSM are more at risk for HIV even when they have the same or fewer risk behaviors as MSM of other races. The likelihood of having unprotected anal intercourse, engaging in commercial sex work, or having sex with a known HIV-infected partner was not higher among black MSM than white MSM.[footnoteRef:54]  [54:  Millett GA, Flores SA, Peterson JL, and Bakeman R. Explaining disparities in HIV infection among Black and White men who have sex with men: a meta-analysis of HIV risk behaviors. AIDS. 2007;21(15):2083-91.] 


Regardless of these considerations, the HIV-related outcomes for black MSM are worse than those for white MSM along every step of the HIV Care Continuum (see Figure 3).[footnoteRef:55] At 16%, the rate of viral suppression among black MSM is only about half of the overall national rate (30%).[footnoteRef:56] Among those with diagnosed HIV infection, an estimated 47% of white MSM are virally suppressed, as opposed to 28% of black MSM and 37% of Hispanic MSM.[footnoteRef:57] Black MSM have the highest percentage (11.8%), when compared to other populations of MSM, of PLWH who have never attained viral suppression—over 3 times the percentage of white MSM (3.7%).[footnoteRef:58] [55:  Rosenberg ES, Millett GA, Sullivan PS, del Rio C, and Curran JW. Understanding the HIV disparities between Black and White men who have sex with men in the USA using the HIV Care Continuum: a modelling study. Lancet HIV. 2014;1(3): e112-e118.]  [56:  CDC. Understanding the HIV Care Continuum. 2014 December. Available from http://www.cdc.gov/hiv/pdf/library/factsheets/understanding-hiv-care-continnum.pdf ]  [57:  Hall HI, Holtgrave DR, Tang T, and Rhodes P. HIV transmission in the United States: considerations of viral load, risk behavior, and health disparities. AIDS Behav. 2013;17(5):1632-6.]  [58:  Nicole Crepaz, Tian Tang, Gary Marks1, Irene Hall Viral-load Dynamics Among Persons with Diagnosed HIV—United States, 2014. Conference on Retroviruses and Opportunistic Infections, Abstract Book. (2017) http://www.croiconference.org/sites/default/files/uploads/croi2017-abstract-eBook.pdf] 




Figure 3: Estimated HIV Care Continuum for Black MSM vs. White MSM, 2009-2010[footnoteRef:59] [59:  Rosenberg ES, Millett GA, Sullivan PS, del Rio C, and Curran JW. Understanding the HIV disparities between Black and White men who have sex with men in the USA using the HIV Care Continuum: a modelling study. Lancet HIV. 2014;1(3): e112-e118. ] 


[image: http://thelancet.com/cms/attachment/2020921196/2041126813/gr2.jpg]

Even though deaths among PLWH have been declining since the availability of ART medications, the death rate per 1,000 PLWH in 2012 for black people (20.5) was higher than the rates for white people (18.1) and Hispanics/Latinos (13.9).[footnoteRef:60]  [60:  Siddiqi AA, Hu X, and Hall HI. Mortality among Blacks or African Americans with HIV infection—United States, 2008-2012. MMWR. 2015;64(4):81-86] 


Although Hispanics/Latinos make up only 18% of the U.S. population, they accounted for nearly one quarter of all new HIV diagnoses in 2015.[footnoteRef:61] Hispanics/Latinos are more likely than black people or white people to be diagnosed with AIDS within three years of their HIV diagnosis.[footnoteRef:62] Moreover, Hispanics who only speak Spanish are less likely to be adequately informed about the disease and less likely to know who needs to be tested for HIV.[footnoteRef:63] In the Hispanic/Latino population affected by HIV, Hispanic/Latino MSM are disproportionately burdened and account for 85% of new HIV diagnoses among Hispanics/Latinos.[footnoteRef:64]  [61: CDC. HIV/AIDS: HIV among Hispanics/Latinos. Updated 2017 Sept 26. Available from http://www.cdc.gov/hiv/group/racialethnic/hispaniclatinos/index.html ]  [62:  Shouse RL, Kajese T, Hall HI, and Valleroy LA. Late HIV testing - 34 states, 1996-2005. MMWR. 2009;58(24): 661-665. ]  [63:  Arya M, Amspoker AB, Lalani N, Patuwo B, Kallen M, Street R, et al. HIV testing beliefs in a predominantly Hispanic community health center during the routine HIV testing era: does English language ability matter? AIDS Patient Care STDS. 2013;27(1):38-44.]  [64:  CDC. HIV/AIDS: HIV among Hispanics/Latinos. Updated 2017 Sept 26. Available from http://www.cdc.gov/hiv/group/racialethnic/hispaniclatinos/index.html ] 


Data from the 2016 Conference on Retroviruses and Opportunistic Infections (CROI), highlight the disparity of lifetime risk of HIV transmission between different transmission groups (see Figure 4).[footnoteRef:65] The overall lifetime risk of HIV infection among all MSM is 1 in 6. Among white MSM, the lifetime risk is 1 in 11, while the lifetime risk among Latino MSM is 1 in 4. Among black MSM, the risk reaches 1 in 2, meaning half of all black gay men are projected to be diagnosed with HIV in their lifetime. When compared to the overall lifetime risk for HIV diagnosis in the U.S (1 in 99), it is evident that significant disparities still affect vulnerable subpopulations. [65:  CDC. NCHHSTP Newsroom—Lifetime Risk of HIV Diagnosis: Half of Black gay men and a quarter of Latino gay men projected to be diagnosed within their lifetime. 2016 Feb 23. Available from http://www.cdc.gov/nchhstp/newsroom/2016/croi-press-release-risk.html ] 


[image: http://www.cdc.gov/nchhstp/newsroom/images/2016/croi_lifetime_risk_msm_race_ethnicity.jpg]Figure 4: Lifetime Risk of HIV Diagnosis among MSM by Race/Ethnicity[footnoteRef:66]  [66:  CDC. NCHHSTP Newsroom—Lifetime Risk of HIV Diagnosis: Half of Black gay men and a quarter of Latino gay men projected to be diagnosed within their lifetime. 2016 Feb 23. Available from http://www.cdc.gov/nchhstp/newsroom/2016/croi-press-release-risk.html] 

2) African American and Latina Women

At the end of 2012, approximately one in four PLWH in the United States (23%) were women.[footnoteRef:67] In 2015, 86% of new infections amongst women (6,391) resulted from heterosexual contact. Women represent 20% (248,270) of the 1,216,917 cumulative AIDS diagnoses in the United States from the beginning of the epidemic through the end of 2015. The CDC reports that of all women living with HIV, only 55% were retained in care and only 30% had achieved viral suppression.  [67:  CDC. HIV/AIDS: HIV among women. Updated 2017 Mar 10. Available from http://www.cdc.gov/hiv/group/gender/women/] 


When comparing groups by race/ethnicity, gender, and transmission category, the fourth largest number of all new HIV infections in the United States in 2015 (4,142) occurred among African American women with heterosexual contact (see Figure 5).[footnoteRef:68] African American and Latina women continue to be disproportionately affected by HIV, when compared with women of other races/ethnicities. Of the total number of estimated new HIV infections among women in 2014, 61% (4,524) were in African Americans, 19% (1,431) were in white people, and 15% (1,131) were in Latinas. [68:  CDC. HIV/AIDS: HIV among women. Updated 2017 Mar 10. Available from http://www.cdc.gov/hiv/group/gender/women/] 


Figure 5: Estimates of New HIV Infections in the United States for the Most-Affected Subpopulations, 2014[footnoteRef:69] [69:  CDC. HIV/AIDS: HIV among women. Updated 2017 Mar 10. Available from http://www.cdc.gov/hiv/group/gender/women/] 
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*Subpopulations that represent 2% or less of HIV diagnoses are not represented in this graphic. 

Recent data about lifetime risk also show a significantly higher likelihood of HIV diagnosis for African American or Hispanic women than for a white woman.[footnoteRef:70] 1 in 880 white women will be diagnosed with HIV in her lifetime, compared to 1 in 227 Latina women, and 1 in 48 African American women. This means that Latina women are 4 times more likely to be diagnosed with HIV than white women, and African American women are 18 times more likely to be diagnosed with HIV than white women. [70:  CDC/NCHHSTP. 2016 conference on retroviruses and opportunistic infections--CROI graphics: lifetime risk of HIV diagnosis in the United States. Updated 2016 Feb 24. Available from http://www.cdc.gov/nchhstp/newsroom/2016/croi-2016.html] 


A recent study found that for women, being African-American is strong predictor of sustained high levels of viral load.[footnoteRef:71] In females who fall into the transmission category of heterosexual contact and have been diagnosed with HIV, African-American women have the highest rates of PLWH not having reached viral suppression (12.3%), while white women have the lowest rates (6.8%). Latina women fall in between the two groups on this spectrum, with a rate of 8.2%.[footnoteRef:72] [71:  Seble Kassaye, Cuiwei Wang, Jeff Collmann, Tracey Wilson2, Kathryn Anastos, Mardge H. Cohen, Ruth Greenblatt, Joel Milam, Steven Gange, Michael Plankey. Longitudinal Viral Trajectory Amoung Women in the Women’s Interagency HIV Study. Conference on Retroviruses and Opportunistic Infections, Abstract Book. (2017) http://www.croiconference.org/sites/default/files/uploads/croi2017-abstract-eBook.pdf]  [72:  Nicole Crepaz, Tian Tang, Gary Marks1, Irene Hall Viral-load Dynamics Among Persons with Diagnosed HIV—United States, 2014. Conference on Retroviruses and Opportunistic Infections, Abstract Book. (2017) http://www.croiconference.org/sites/default/files/uploads/croi2017-abstract-eBook.pdf] 




3) Youth

In 2010, Youth (aged 13 to 24) made up 17% of the U.S. population, but accounted for an estimated 26% (12,200) of all new HIV infections.[footnoteRef:73] More recently, Youth accounted for an estimated 22% (8,804) of all new HIV infections in 2015.[footnoteRef:74] In other words, more than one in five new HIV diagnoses were among persons aged 13 to 24 years. An estimated 1,489 Youth received AIDS diagnoses in 2015, accounting for 8% of all AIDS diagnoses that year.  [73:  Reisner SL, Vetters R, White JM, Cohen EL, LeClerc M, Zaslow S, et al. Laboratory-confirmed HIV and sexually transmitted infection seropositivity and risk behavior among sexually active transgender patients at an adolescent and young adult urban community health center. 2015. AIDS Care. 2015;27(8):1031-1036.]  [74:  CDC. HIV/AIDS: HIV among youth. Updated 2017 Oct 26. Available from http://www.cdc.gov/hiv/group/age/youth/] 


At the end of 2013, there were an estimated 54,200 youth living with HIV in the United States; of these, 24,100 were living with undiagnosed HIV infection.[footnoteRef:75] This means that 44.4% of Youth living with HIV in the United States do not know they are infected, compared to the overall average of 15.0% of people of all ages living with undiagnosed HIV.[footnoteRef:76]     [75:  CDC. HIV/AIDS Surveillance Report: Monitoring Selected National HIV Prevention and Care Objectives by Using HIV Surveillance Data—United States and 6 Dependent Areas, 2014. Vol. 21, No. 4. Available from https://www.cdc.gov/hiv/pdf/library/reports/surveillance/cdc-hiv-surveillance-supplemental-report-vol-22-2.pdf?_sm_au_=iVV577rJkFPpH4TQ. ]  [76:  Ibid.] 

Black and Hispanic/Latino Youth are disproportionately affected by HIV (see Figure 6). Even more strikingly, young black people (aged 13 to 19) were 64% of young people diagnosed with HIV in 2015, yet only represented 14% of the total youth population in the United States.[footnoteRef:77] CDC data indicate that among PLWH alive at the end of 2014, 48.1% of Youth had viral loads of <200 copies/mL, as compared to 61.1% of individuals over 55 and the overall average of 57.9% of individuals across all ages.[footnoteRef:78] Among PLWH with one or more viral load tests, 74.1% of Youth were virally suppressed, as compared to 85.4% of individuals over 55 and the overall average of 80% of individuals across all ages. These numbers indicate a clear disparity in viral suppression that Youth face.[footnoteRef:79] [77:  CDC. HIV/AIDS Resource Library Slide Sets: HIV surveillance in adolescents and young adults (through 2015).  Updated 2017 July 27. Available from http://www.cdc.gov/hiv/library/slideSets/index.html]  [78:  CDC. HIV/AIDS Surveillance Report: Monitoring Selected National HIV Prevention and Care Objectives by Using HIV Surveillance Data—United States and 6 Dependent Areas, 2015. Vol. 22, No. 2. Available from http://www.cdc.gov/hiv/pdf/library/reports/surveillance/cdc-hiv-surveillance-supplemental-report-vol-22-2.pdf ]  [79:  Ibid.     ] 

Young MSM are also disproportionately affected by HIV, particularly young MSM of color. Young MSM accounted for 80% of new HIV infections among Youth in 2014 and 27% of new infections among all MSM in 2010. [footnoteRef:80] Moreover, from 2005 to 2014, HIV diagnoses among young MSM increased to approximately 87% among black people and Hispanics/Latinos, and 56% among white people. Data (2010-2014) from young MSM show that this increase in HIV diagnoses has stabilized among black people and white people and slowed to 16% among Hispanics/Latinos. [80:  CDC. HIV/AIDS: HIV among youth. Updated 2016 Apr 27. Available from http://www.cdc.gov/hiv/group/age/youth/] 


Figure 6: Estimated New HIV Diagnoses Among Youth Aged 13-24 by Race/Ethnicity and Sex, United States 2015[footnoteRef:81][image: ] [81:  CDC. HIV/AIDS: HIV among youth. Updated 2017 Oct 26. Available from http://www.cdc.gov/hiv/group/age/youth/] 

In 2014, Zanoni and Mayer found that the HIV Care Continuum for Youth was significantly different from the overall national Continuum (see Figure 7).[footnoteRef:82] For example, only about 41% of youth aged between 13 to 29 who are living with HIV are diagnosed,[footnoteRef:83] which is less than half the overall rate of HIV diagnosis (87%).[footnoteRef:84]  [82:  Zanoni BC and Mayer KH. The adolescent and young adult HIV cascade of care in the United States: exaggerated health disparities. AIDS Patient Care STDS. 2014;28(3):128-35.]  [83:  Zanoni BC and Mayer KH. The adolescent and young adult HIV cascade of care in the United States: exaggerated health disparities. AIDS Patient Care STDS. 2014;28(3):128-35.]  [84:  CDC. HIV/AIDS: basic statistics. Updated 2016 March 16. Available from http://www.cdc.gov/hiv/basics/statistics.html    ] 


Addressing the low percentage of those who are aware of their diagnosis is important because more than 50% of new HIV infections occur because of the 21% of people who do not know they are














Figure 7: HIV Care Continuum for Youth, Ages 13 to 29[footnoteRef:85] [85:  Zanoni BC and Mayer KH. The adolescent and young adult HIV cascade of care in the United States: exaggerated health disparities. AIDS Patient Care STDS. 2014;28(3):128-35.] 

[image: An external file that holds a picture, illustration, etc.Object name is fig-1.jpg]


infected.[footnoteRef:86] Perhaps the most striking are the data that suggest that less than 6% of Youth living with HIV are virally suppressed,[footnoteRef:87] compared to the overall viral suppression rate of 30%.[footnoteRef:88] Drop-offs at all points in the Care Continuum contribute to this low rate of viral suppression.[footnoteRef:89] Hall and colleagues corroborated these results by finding that the rates for each element on the Care Continuum increase with each older age group (outcomes are worst for those ages 13-24 and best for those ages 55-64) (see Figure 8).[footnoteRef:90] Recent data from the RWHAP also indicate a discrepancy in the viral suppression rates in clients who had at least one outpatient ambulatory medical care visit during the calendar year and whose most recent viral load test was <200 copies/mL. The rate of suppression is much lower in youth aged 13-24, at 71% than that of all RWHAP clients, at 85%.[footnoteRef:91] [86:  Zanoni BC and Mayer KH. The adolescent and young adult HIV cascade of care in the United States: exaggerated health disparities. AIDS Patient Care STDS. 2014;28(3):128-35. ]  [87:  Zanoni BC and Mayer KH. The adolescent and young adult HIV cascade of care in the United States: exaggerated health disparities. AIDS Patient Care STDS. 2014;28(3):128-35. ]  [88:  CDC. Understanding the HIV Care Continuum. 2014 December. Available from http://www.cdc.gov/hiv/pdf/library/factsheets/understanding-hiv-care-continnum.pdf ]  [89:  Zanoni BC and Mayer KH. The adolescent and young adult HIV cascade of care in the United States: exaggerated health disparities. AIDS Patient Care STDS. 2014;28(3):128-35.]  [90:  Hall HI, Frazier EL, Rhodes P, Holtgrave DR, Tang T, Gary KM, et al. Differences in human immunodeficiency virus care and treatment among subpopulations in the United States. JAMA Intern Med. 2013;173(14):1337-44.]  [91:  Health Resources and Services Administration. Ryan White HIV/AIDS Program Annual Client-Level Data Report 2016. http://hab.hrsa.gov/data/data-reports. Published November 2017. Accessed Jan 19 2018..] 












Figure 8: HIV Care Continuum per Age Group[footnoteRef:92] [92:  Hall HI, Frazier EL, Rhodes P, Holtgrave DR, Tang T, Gary KM, et al. Differences in human immunodeficiency virus care and treatment among subpopulations in the United States. JAMA Intern Med. 2013;173(14):1337-44.] 

[image: Image not available.]

4) Transgender People

Transgender communities in the United States are among the groups at highest risk for HIV infection. The term gender identity refers to a person’s internal identification with a gender, and transgender refers to a person whose gender identity does not conform to a binary classification of gender based on biological sex, external genitalia, or their sex assigned at birth.[footnoteRef:93] Most studies define transgender individuals into a binary of either transgender woman/trans feminine or transgender man/trans masculine. Transgender woman refers to an individual who was assigned a male sex at birth, but chooses to express their gender as female or along the feminine spectrum. Conversely, transgender man refers to an individual who was assigned a female sex at birth, but chooses to express their gender as male or along the masculine spectrum.[footnoteRef:94] Reliable data on transgender individuals can be hard to attain because many providers do not have clear methods by which to categorize them. There is a dearth of information about the HIV epidemic within the transgender man population.[footnoteRef:95]  [93:  CDC. HIV/AIDS: HIV among transgender people. Updated 2017 Aug 3. Available from http://www.cdc.gov/hiv/group/gender/transgender/]  [94: Poteat, Tonia & Scheim, Ayden & Xavier, Jessica & Reisner, Sari & Baral, Stefan. Global Epidemiology of HIV Infection and Related Syndemics Affecting Transgender People. JAIDS Journal of Acquired Immune Deficiency Syndromes. 2016. 72 10.1097/QAI.0000000000001087.]  [95:  Ibid.] 


In an analysis of HIV testing events at CDC sites between 2009 and 2011, transgender people were found to have much higher percentages of HIV-positive test results (2.4%), compared to both cisgender males (0.9%) and females (0.2%).[footnoteRef:96] Globally, it is estimated that around 19% of transgender women are living with HIV; they are also 49 times more likely to acquire HIV than all adults.[footnoteRef:97] [96:  Habarta N, Wang G, Mulatu MS, and Larish N. HIV testing by transgender status at Centers for Disease Control and Prevention–funded sites in the United States, Puerto Rico, and US Virgin Islands, 2009–2011. Am J Public Health. 2015;105(9):1917-25.]  [97:  UNAIDS. The Gap Report 2014: people living with HIV. 2014 October 7. Available from http://www.unaids.org/en/resources/campaigns/2014/2014gapreport/gapreport ] 


Although transgender people do not make up a large proportion of PLWH, the prevalence of HIV within the transgender community is disproportionately high.[footnoteRef:98] In 2016, the Williams Institute estimated that roughly 0.6% of the total U.S. adult population identifies as transgender (men or women).[footnoteRef:99] However, Mizuno and colleagues found that 1.3% of PLWH receiving care in the United States self-identified as transgender women, indicating a disproportionate HIV prevalence within this population.[footnoteRef:100]  [98:  Office of National AIDS Policy. National HIV/AIDS strategy: updated to 2020. July 2015. Available from https://www.whitehouse.gov/administration/eop/onap/]  [99:  Flores AR, Herman JL, Gates GJ, Brown TNT. How many adults identify as transgender in the United States? The Williams Institute. June 2015. Available from http://williamsinstitute.law.ucla.edu/wp-content/uploads/How-Many-Adults-Identify-as-Transgender-in-the-United-States.pdf ]  [100:  Mizuno Y, Frazier EL, Huang P, and Skarbinski J. Characteristics of transgender women living with HIV receiving medical care in the United States. LGBT Health. 2015;2(3):228-234.] 


Some studies indicate that the rate of HIV prevalence among transgender women could be as high as 28%,[footnoteRef:101] compared to an overall HIV prevalence rate in the United States of approximately 0.4 to 0.9%.[footnoteRef:102] Higher percentages of newly identified HIV-positive test results were found among black transgender women (51%) than among white (11%) or Latina (29%) transgender women.[footnoteRef:103]  [101:  Herbst JH, Jacobs ED, Finlayson TJ, McKleroy VS, Neumann MS, Crepaz N, et al. Estimating HIV prevalence and risk behaviors of transgender persons in the United States: a systematic review. AIDS Behav. 2008;12(1):1-17.]  [102:  UNAIDS. Countries: United States of America—HIV and AIDS estimates (2012). Available from http://www.unaids.org/en/regionscountries/countries/unitedstatesofamerica Accessed June 16, 2016.  ]  [103:  CDC. HIV/AIDS: HIV among transgender people. Updated 2017 Aug 3. Available from 
http://www.cdc.gov/hiv/group/gender/transgender/] 


Furthermore, compared to cisgender women, transgender women were disproportionately likely to be diagnosed with AIDS within three months of HIV diagnosis.[footnoteRef:104] Although MSM and transgender women have similar CD4 counts at diagnosis, transgender women were found to have delayed linkage to care and lower viral suppression rates than MSM.[footnoteRef:105] Data from 2016 indicate that viral suppression in male to female transgender RWHAP clients who have had at least one outpatient ambulatory medical care visit during the calendar year whose most recent viral load test was <200 copies/mL, the rate of viral suppression is 79%, lower than the rate of 85% among cisgender men, and 84% among women[footnoteRef:106]. [104:  Fennie KP, Trepka MJ, Maddox LM, Lutfi K, and Lieb S. Comparison of individual and area level factors between HIV-infected cisgender and transgender individuals in Florida (2006–2014). AIDS and Behav. 2016 Feb: epub ahead of printing.]  [105:  Wiewel EW, Torian LV, Merchant P, Braunstein SL, and Shepard CW. HIV diagnoses and care among transgender persons and comparison with men who have sex with men: New York City, 2006–2011. Am J Public Health. 2016;106(3):497-502.]  [106:  Health Resources and Services Administration. Ryan White HIV/AIDS Program Annual Client-Level Data Report 2016. http://hab.hrsa.gov/data/data-reports. Published November 2017. Accessed  Jan 19 2018] 


Williamson found that healthcare providers and systems are often underequipped in their ability to provide effective care to those who identify as transgender.[footnoteRef:107] A provider who is not attuned to the needs of this subpopulation is highly prone to inadvertently creating an unreceptive environment for a patient seeking care. This environment may lower the likelihood of a patient staying in care, which ultimately results in poorer health outcomes. Mizuno and colleagues found that transgender women have significantly lower ART dose adherence and durable viral suppression compared to non-transgender men, even though they have similar rates in terms of receipt of care, treatment, and supportive services.[footnoteRef:108] Transgender women have higher unmet needs for basic services, like food and housing, which may exacerbate already poor outcomes. [107:  Williamson C. Providing care to transgender persons: a clinical approach to primary care, hormones, and HIV management. J Assoc Nurses AIDS Care. 2010;21(3):221-9.]  [108:  Mizuno Y, Frazier EL, Huang P, and Skarbinski J. Characteristics of transgender women living with HIV receiving medical care in the United States. LGBT Health. 2015;2(3):228-234.] 


An important consideration is that there have been very few efforts to address HIV-related disparities among transgender men (female-to-male transgender persons). In a systematic literature review conducted by Herbst and colleagues, it was found that, of 29 identified HIV-related studies of transgender peoples, only 5 included data specifically about transgender men.[footnoteRef:109] [109:  Herbst JH, Jacobs ED, Finlayson TJ, McKleroy VS, Neumann MS, Crepaz N, et al. Estimating HIV prevalence and risk behaviors of transgender persons in the United States: a systematic review. AIDS Behav. 2008;12(1):1-17.] 


Due to the low percentage of those who self-identify as transgender in the United States, interventions focused on this population have historically been quite limited.[footnoteRef:110] However, the high HIV prevalence within this population indicates that reducing this disparity would have a far-reaching impact on HIV-related mortality and morbidity among this underserved community. [110:  Office of National AIDS Policy. National HIV/AIDS strategy: updated to 2020. July 2015. Available from https://www.whitehouse.gov/administration/eop/onap/] 
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To refine the end+disparities ECHO Collaborative framework, the NYSDOH released an online Needs Assessment Survey to RWHAP recipients and other HIV providers on November 22, 2017 and closed on December 1, 2017. In total, 259 respondents participated as of December 4, 2017. This survey was conducted to gauge the HIV community’s interest in the upcoming collaborative and to obtain important feedback on its structure and potential barriers to participation


A) Respondent background information

Q1 showed that survey participants came from a variety of programs, including all parts of  RWHAP and outside of RWHAP. Around 50% of respondants had either not taken part in a collaborative or were unsure of previous participation (Q2: Have you participated in any of the following past collaboratives? Please select all that apply). Approximately 70% of respondents indicated that they were already part of a regional group that focuses on quality improvement (Q4: Are you currently participating in a regional group of HIV recipients that focuses on quality improvement (e.g., Regional Group, statewide cross-Part quality improvement group, post-collaborative team)? Please select one).

In addition, most of the respondents (75%) replied to the optional question,“Q25 Please indicate whether we can contact you for further feedback in the planning of this collaborative,” and nearly 80% of those who responded selected “Yes,” indicating a high level of engagement and investment in the planning of this collaborative by the survey respondents.

B) Opinions/assumptions about the collaborative

When asked how imporant reducing disparities is to include as a focus in this inititative—primarily MSM of color, African-American and Latina women, youth, and transgender people—nearly all participants responded “Very Important” or “Important” (97%). This indicates that the focus of the collaborative is in line with the priorities of the survey respondents. The data are shown below.

[image: ][image: ]

When asked “How likely are you to join this national collaborative aiming to reduce HIV disparities in key subpopulations,” over 85% of respondents reported that they were “Very likely” or “Somewhat likely” to join. This predicts a strong interest in the collaborative. The survey responses are summarized below.  
[image: ]
When respondents were asked for potential barriers to joining the collaborative, the top response was “Competing priorities for my time” with nearly three-quarters of respondents selecting this option.  This was followed by “Competing priorities for my HIV program,” which was selected by 44% of respondents. The responses to this question indicate that the focus disparity subpopulations of the Collaborative are not a key barrier deterring participation.
[image: ][image: ]
Respondents showed relative interest in all potential enablers for particiaption, with each possible answer option recevining close to a 50% response rate. The data with the full options are shown below.
[image: ]
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Responses to “Q23: What suggestions do you have to encourage RWHAP recipients and subrecipients to participate in this national campaign? Where should we promote the participation? Please select all that may apply” indicated that a letter from HRSA/HAB and a HRSA/HAB project officer would be helpful in promoting participation—“Letter by the HRSA HIV/AIDS Bureau” had a 70% response rate and “HRSA HIV/AIDS Bureau Project Officer” had a 68% response rate. In the free response question, “Q24: Do you have any other suggestions to increase participation in this collaborative,” themes of financial support and HRSA/HAB support were prominent. One response “Provide funding to attend in person meeting. Clear support by HAB & involvement of Project Officer and routine discussions regarding this topic,” encapsulates these two themes and reflects many of the other responses. 

C) Feedback on tools and technologies

Over two-thirds of respondents (69%) reported that they will likely have consistent access to a webcam. The largest barrier to routine access to a webcam was reported as “Do not have a webcam.” The data for both questions is shown below.
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There was a strong response to confirm the benefits of an app for the participants in the collaborative, with 68% of respondents listing an app as “Very Beneficial” or “Somewhat Beneficial.” The data are shown below.

[image: ]
The top barriers listed for app use were “Internal policies restrict downloading and using apps on the work device,” “Firewall restrictions,” and “Concerns about phone or tablet use.” The responses are shown below.
[image: ][image: ]

In response to “Q9: What is your familiarity with Project ECHO? Please select one,” 72% of respondents answered, “Not familiar with Project ECHO,” while 21% indicated that they had heard of ECHO and 6% indicated that they were actively involved with project ECHO.
The majority of respondents had positive responses about their ability to complete all the pre-work assignments, with over 80% indicating that they were either “Very likely” or “Somewhat likely” to complete all pre-work (Q18: How likely will your organization complete all pre-work assignments listed above? Please select one). Responses to “Q18: How can we assist you in completing these pre-work assignments? Please select all that may apply,” indicated that providing them with templates of will be very important to respondents’ ability to complete pre-work. The full responses from this question are shown below. 
[image: ]
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D) Feedback on frequency and structure of events

Respondents primarily thought that regional improvement groups should meet every other month. The Other category was the next highest response. Of those who selected this option, three-quarters suggested quarterly meetings would be appropriate (Q5: How frequently should your regional improvement group meet to discuss the collaborative, provide feedback, prepare for learning sessions, and share lessons learned? Please select one.) For the subpopulation specific sessions, respondents expressed a strong preference for every other month (48%) or every month (31%) (Q15: How frequently should subpopulation-specific sessions with other agencies occur to learn from each other?).

After the initial face-to-face Learning Session, around one-quarter of respondents indicated that they would prefer one 4-hour session, another quarter of respondents indicated that they would prefer three 2-hour sessions over three consecutive days, and another quarter of respondents indicated that they needed more information to decide. The survey responses are shown below. 

[image: ]
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Over half of respondents indicated they would prefer to submit data every three months. The next most popular option selected was data submission every six months, with 20% of responses (Q16: What reporting frequency do you suggest for reporting viral suppression data? Please select one). Respondents also indicated that they were likely to be able to submit data every 3 months (Q17: If you are asked to report your improvement interventions data every three months, how likely would you routinely submit your interventions through a provided online submission tool? Please select one). Over 80% of participants answered, “Somewhat likely” or “Very likely” to this question. 

E) Subpopulation and regional group specific feedback

When asked what would prevent the agency from signing up as a regional improvement group, the respondents were relatively widespread in their responses, with the top 3 responses being “Divergent Priorities,” “Not Consistent Data Collection,” and “Other.” The primary preventative factor listed in the “Other” category was lack of time and available staff (30%) (e.g. “Availability of time and staffing with other competing assignments”). 
[image: ][image: ]
In general, respondents were roughly equally likely to choose youth, MSM of color, or African-American and Latina women as the subpopulation they would focus their improvement work on, and slightly less likely to choose transgender people. The data are shown below. 

[image: ]


Respondents displayed a depth of interest in the topics presented for the subpopulation-specific sessions, with the most interest focused on mental health. Additional suggestions included domestic violence and the disparity between rural and urban areas (Q14: What content areas or issues should be address during the subpopulation-specific sessions with other agencies with the same subpopulation? Please select all that may apply).



Survey tool: 
[double click to open]
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Features for App for end+disparities ECHO Collaborative




Splashscreen
NYSDOH Concept Paper: end+disparities ECHO Collaborative	February 12, 2018 | Page 2

A greeting page that welcomes the app user once the application is opened and describes the purpose of the Collaborative with a visual reference. 



Individual Profile Page

· Created by individual app user
· Name and Agency
· Contact information (Phone, Email, Address)
· Social Media Profile
· Individual Settings Feature
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Notifications


· Allows CQII coaches to send 
· Notifications to all collaborative participants
· Updates and important changes about meetings 
· Reminders about upcoming events 
· Event Specific Notification Feature that enables for only participants of attending an event to receive notifications on that meeting. 


[image: ]














First Tab: Overview

· 
· Information about the event (date, location, etc.)
· Description of the various meetings in the Collaborative
· Starting times
· Links to key documents feature 
[image: ]
















Second Tab: Chat
· Allows for communication between all collaborative participants
· Group based feature allows for Regional Group and Affinity Group specific chat rooms.



Third Tab: Agenda


· Agenda of all events of collaborative
· Individual event page feature 
· Related logistics, times
· Introduction to speakers
· Event Based Chat Feature 
· Event Based Links to Documents
· [image: ][image: ][image: ][image: ]Personalized agenda feature
Forth Tab: More
· Poll Feature
· Survey Feature 
· Access to documents 
· Information on the Attendees and Facilitator
· Photos of all participants [image: ][image: ]













[bookmark: _Toc500950564][bookmark: _Toc501122128]Appendix D. Cross-Walk: IHI, H4C, and end+disparities
Comparison of Collaborative Frameworks
	Category
	Specific Name/ Assignment/Evaluation
	H4C
	IHI
	end+disparities ECHO Collaborative

	Infrastructure 
	Planning Group for Collaborative
	
	
	

	
	Regional Team
	
	
	

	
	Regional Response Team for each Region
	
	
	

	
	Routine Content Webinars
	
	
	

	
	Affinity Groups Focusing on Key Populations 
	
	
	

	
	Consumer Engagement in Planning Group and Regional/State Teams
	
	
	

	Planning Survey
	Initial Needs Assessment 
	
	
	

	Pre-Work Assignments
	Technology/Data System Assessment
	
	
	

	
	Development of Regional Aim Statement
	
	
	

	
	Development of Agency Aim Statement 
	
	
	

	Meetings
	Vanguard Meeting
	
	
	

	
	Learning Session
	
	
	

	
	Routine Meetings of Regional Teams
	
	
	

	
	Routine Expert Webinars
	
	
	

	
	Affinity Sessions Focusing on Key Populations 
	
	
	

	Reports and Assignments
	Concept Paper
	
	
	

	
	Intervention Grid/Change Package
	
	
	

	
	Regional/State Response Team QI Reports
	
	
	

	
	Routine Data Reports based on reported data
	
	
	

	
	Routine QI Intervention Reporting
	
	
	

	
	Provider/Consumers QI Trainings
	
	
	

	
	Case Presentations by Participants
	
	
	

	
	Development of Regional QM Plan
	
	
	

	
	Development of Agency QI Projects 
	
	
	

	
	Development of Regional QI Project
	
	
	

	
	Development of Sustainability Plan 
	
	
	

	Resources
	Technical Assistance by QI Experts
	
	
	

	
	ECHO/Zoom Communication 
	
	
	

	
	Internal Platform to Share QI Resources
	
	
	

	
	Website
	
	
	

	
	Mobile Application
	
	
	



[bookmark: _Toc501122129]Appendix E. Key Terminologies and Definitions

	Term
	Definition

	Affinity Group
	Special interest groups formed with Community Partners (collaborative participants) who target the same subpopulation of focus (e.g., MSM of Color), assume similar roles on the Regional Response Team (e.g., Team Leader) or at the community level (e.g., consumer) 

	Affinity Group Faculty
	Each Subpopulation Affinity ECHO Session supported by a group of experts who are responsible for planning the content, review of case presentations, and facilitating their respective Affinity ECHO Sessions; membership of the Affinity Group Faculties is comprised of CQII staff and consultants, spokespersons, and HHIV/AIDS Bureau representatives

	Affinity Session
	Virtual Affinity Group meetings using the Zoom platform. Affinity Sessions refer to all topic/role specific meetings. Affinity Sessions for each of the subpopulations are referred to as Affinity ECHO Sessions as these meetings follow the teleECHO model to hear from content experts, discussing case presentations by fellow participants (Community Partners), and sharing improvement efforts (see Subpopulation Affinity ECHO Session)

	Case Presentation
	Presented by each Collaborative Partner during Affinity ECHO Sessions at least once throughout the Collaborative to promote peer sharing and build local improvement capacity; a standardized case presentation template, slide set, and completed sample are provided

	Community Partner
	Individual RWHAP recipients or subrecipients participating in the Collaborative; Community Partners include RWHAP-funded agencies that provide direct clinical care or support services or are regional HIV stakeholders

	Consumer
	People living with HIV who are participating in the various aspects of the Collaborative; consumers are engaged in the Planning Group, Regional Group Response Teams, and Affinity Group Faculty among others

	Content Expert
	Individuals with significant content expertise related to a specific monthly theme or disparity subpopulation who are part of the Affinity Group Faculty; individuals may include medical professionals, RWHAP providers, consumers, or quality improvement experts

	Facilitator
	Individual contracted by the CQII to facilitate Affinity or Learning Sessions

	Learning Session
	In-person or virtual meetings that bring Community Partners together with HIV/AIDS Bureau and CQII representatives, QI coaches, and Planning Group members, and other representatives to develop improvement efforts and promote peer exchange

	Planning Group
	A set of individuals who plan, develop, and implement the Collaborative; composed of HIV/AIDS Bureau representatives, spokespersons, content experts, QI coaches, ECHO representatives, and CQII staff

	QI Coach
	Quality Improvement (QI) expert contracted by the CQII to support Regional Groups and Regional Response Teams

	Regional Group
	Regionally-based improvement group composed of HIV providers (Community Partners) in a respective catchment area (i.e., state, regions within a state, or cross-state areas) who participate in the Collaborative

	Regional Group Meeting
	Meetings by Regional Response Team, Community Partners, and QI coach to discuss the Collaborative, including data submissions, QI interventions, case presentations, and training efforts

	Regional Response Team
	Cross-functional group of local quality leaders representing RWHAP recipients and subrecipients across the entire Regional Group; each Regional Group is led by this core leadership team, which assumes key roles and responsibilities of the Regional Group, and include at least one consumer

	Spokesperson
	Individual living with HIV who represents a subpopulation of focus for this Collaborative and actively participates in the Planning Group and Affinity Group Faculty

	Subpopulation Affinity ECHO Session
	Virtual meetings focused on one of the disparity subpopulations; Affinity ECHO Sessions are attended by individual participants focusing on the same subpopulation, facilitator, content expert(s), and two subpopulation-specific spokespersons; agenda includes didactic presentation from a content expert and case presentations by Collaborative participants

	Vanguard Meeting
	In-person meeting prior to Learning Session 1 to plan the upcoming Collaborative and gather further input from internal and external stakeholders; participants include diverse RWHAP recipients HIV/AIDS Bureau representatives, QI coaches, spokespersons, and Project ECHO
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This section includes the Affinity Case Presentation Timeline, Affinity Case Presentation Template and Sample, Affinity Case Presentation Slide Template, and Case-Presentation Follow Up Form. 

Affinity Case Presentation Timeline

	Timing
	Action

	Start of Collaborative: before or shortly after Learning Session 1; at least 4 weeks before presentation
	Presenter: Sign up for your Affinity Case Presentation by indicating the date of the case presentation 
Staff: Receive confirmation for the presentation date

	4 weeks before presentation
	Presenter: Send a draft of case presentation slides and completed Affinity Case Presentation Template to staff
Faculty/Staff: Review presented slides and template

	1 week before presentation
	Presenter: Receive comments from faculty/staff and make any adjustments if indicated

	1-3 days before presentation
	Faculty/Staff: Send out completed Affinity Case Presentation Template to Affinity Group members

	Day of presentation
	Presenter: Present Affinity Case presentation slides during Affinity ECHO Session meeting; take notes about recommendations and feedback by faculty and peer Affinity ECHO Session participants

	4 months after presentation
	Presenter: Complete the follow-up form, send out to Regional Group members
Presenter: Present follow-up activities in response to Affinity ECHO Session presentation at upcoming Regional Group meeting




Affinity Case Presentation (TEMPLATE)

Purpose: To promote peer sharing and capacity building within the end+disparities Collaborative through individual case presentations by participants. Each Community Partner is expected to present at least one case presentation (approximately 10-15min) during subpopulation-specific Affinity ECHO Sessions using this reporting template and follow-up in response to provided support. These presentations may focus on either a system-wide challenge, a quality improvement intervention/best practices, or a single patient experience with no patient identifiers to illustrate the effects of a systematic issue related to the identified end+disparities subpopulations. The presentation allows for feedback by peer participants and Collaborative faculty. A slide template is available to assist in creating your case presentation. You will be expected to follow-up within 4 months after your presentation and present your follow-up activities at an upcoming Regional Group meeting using the provided Affinity Case Presentation Follow-Up Form.

A) Presenter Information

Name of Presenter(s):      

Date of Presentation:          Is the date confirmed: Yes/No

Organization:      

Part Funding (Select all that apply): |_| Part A / |_| Part B / |_| Part C / |_| Part D / |_| Part F

Address of Organization:       City        State        Zip Code      

B) Background

HIV Caseload (number of unduplicated HIV-infected clients in past 12 months):      

Selected Affinity Group: 
|_| Transgender People / |_| Youth / |_| MSM of Color / |_| African American and Latina Women
Number of unduplicated HIV-infected clients in the selected subpopulation in past 12 months:      

Performance Data (please use the most recently available performance data):
Viral suppression rate for entire HIV caseload:      %
Viral suppression rate for subpopulation:      %
	
What was the rationale for choosing your subpopulation at the beginning of the collaborative? (please provide a brief summary)
     

What is your agency’s aim statement related to your subpopulation? (please identify your improvement goals for the identified subpopulation)
     

What category of improvement interventions have you used to reduce the disparities for your identified subpopulation? (please check all that apply)
|_| Transportation    |_| Cultural Competency    |_| Finding Patients in Public Data Sets      |_| Homelessness    |_| Housing    |_| Incarceration    |_| Literature Review    |_| Mental Illness    |_| Outreach and Social Media    |_| Poverty    |_| Stigma    |_| Substance Use      |_| Other     

C) Case Presentation

1. What are the most critical barriers preventing your agency from accomplishing the specified subpopulation goals and aims? Identify 1-3 concrete barriers used for choosing your agency’s improvement interventions.
     

2. What improvement interventions have your agency recently implemented to address these barriers and what have been their outcomes? 
     

Overall, how would you rank the effectiveness of these interventions so far?
|_| 1 (not effective) / |_| 2 / |_| 3 /  |_| 4 / |_| 5 (very effective)

3. Outline any lessons learned or recommendations you have for others based on your agency’s improvement experiences so far.
     

4. What are your agency’s ‘asks’ from other affinity participants and faculty to assist you in addressing these barriers and moving forward?
     

Please attach any optional appendices (data reports, diagrams, relevant descriptions or articles, storyboards, etc.).


Affinity Case Presentation (SAMPLE)

Purpose: To promote peer sharing and capacity building within the end+disparities Collaborative through individual case presentations by participants. Each community partner is expected to present at least one case presentation (approximately 10-15min) during subpopulation-specific Affinity ECHO Sessions using this reporting template and follow-up in response to provided support. These presentations may focus on either a system-wide challenge, a quality improvement intervention/best practices, or a single patient experience with no patient identifiers to illustrate the effects of a systematic issue related to the identified end+disparities subpopulations. The presentation allows for feedback by peer participants and Collaborative faculty. A slide template is available to assist in creating your case presentation. You will be expected to follow-up within 4 months after your presentation and present your follow-up activities at an upcoming Regional Group meeting using the provided Affinity Case Presentation Follow-Up Form.

A) Presenter Information

Name of Presenter(s): Zoe Osborne and Leah Hollander

Email of Presenter(s): zoe.osborne@health.ny.gov, leah.hollander@health.ny.gov

Date of Presentation: 11/10/17    Is the date confirmed: Yes/No

Organization: West County Health Services

Part Funding (Select all that apply): |_| Part A / |_| Part B / |_| Part C / |X| Part D / |_| Part F

Address of Organization: 32 Bow St / City: Weston / State: NY / Zip Code: 10047

B) Background

HIV Caseload (number of unduplicated HIV-infected clients in past 12 months): 522

Selected Affinity Group: 
|_| Transgender People / |X| Youth / |_| MSM of Color / |_| African-American and Latina Women
Number of unduplicated HIV-infected clients in the selected subpopulation in past 12 months: 63

Performance Data (please use the most recently available performance data):
Viral suppression rate for entire HIV caseload: 80%
Viral suppression rate for subpopulation: 66%
	
What was the rationale for choosing your subpopulation at the beginning of the collaborative? (please provide a brief summary)
Significantly lower viral suppression rate within this group (66%) than the clinic wide performance rate (80%) using last year’s data (2016). Based on feedback received in recent focus groups with young adult clients, it became apparent that our clinic does not have the necessary social media outreach strategies in reach young adult client and that several structural barriers are in place to fully engage these clients, such no designated peer counselor is assigned to youth patients. Additionally, results from a staff survey, conducted in early 2017, indicated qualitatively and quantitatively that staff are most concerned regarding this age group.

What is your agency’s aim statement related to your subpopulation? (please identify your improvement goals for the identified subpopulation)
By the end of 2018, increase the youth viral suppression rate from 66% to 80% 
By the end of 2018, increase the mental health screening rate by 20% for youth clients 

C) Case Presentation

1. What are the most critical barriers preventing your agency from accomplishing the specified subpopulation goals and aims? Identify 1-3 concrete barriers.
- A large number of our unsuppressed youth clients have mental health needs that are not being addressed because we do not have mental health services on site and providers are not trained in assessing mental health needs.
- No social media outreach strategies are in place for youth patients, such as text messaging, to remind them about upcoming appointment and stay connected between appointments.

2. What improvement interventions have your agency recently implemented to address these barriers and what have been their outcomes? 
- Training for staff on mental health screening.
- Partnering with nearby sites that specialize in adolescent mental health.
- Integrating a texting program that allows staff to reach youth clients and develop the necessary staff policies.

What category of improvement interventions have you used to reduce the disparities for your identified subpopulation? (please check all that apply)

|_| Transportation    |_| Cultural Competency    |_| Finding Patients in Public Data Sets    |_| Homelessness    |_| Housing    |_| Incarceration    |_| Literature Review    |X| Mental Illness    |X|  Outreach and Social Media    |_| Poverty    |_| Stigma    |_| Substance Use  |_| Other      

Overall, how would you rank the effectiveness of these interventions so far?
|_| 1 (not effective) / |X| 2 / |_| 3 /  |_| 4 / |_| 5 (very effective)

3. Outline any lessons learned or recommendations you have for others based on your agency’s improvement experiences so far.
- Identify one peer counselor who is designated to routinely communicate/text with youth patients and build rapport; use communication tools that youth clients are most familiar with.
- Can be difficult for adolescents to travel to more than one site for care, try to get co-located services or partner with a transportation company (like Lyft)
- Staff training should be specific to adolescent mental health needs

4. What are your agency’s 1-3 ‘asks’ from other affinity participants and faculty to assist you in addressing these barriers and moving your interventions forward? Please phrase those asks as questions and consider requests for specific tools to address a problem, specific advice, best practices.
- Does anyone know experts in the field of adolescent mental health who could do a webinar training with our providers?
- What are the experiences of others with using texting programs? Do you have examples of staff policies using social media?
- Are there barriers that we could be missing that are related to mental health in adolescents?

Please attach any optional appendices (data reports, diagrams, relevant descriptions or articles, storyboards, etc.).



Affinity Case Presentation (SLIDE TEMPLATE)
[double click to open]




Affinity Case Presentation Follow-Up Form (TEMPLATE)

Purpose: To follow-up on the recommendations and feedback in response to the case presentations during end+disparities ECHO Collaborative Affinity ECHO Sessions. In addition to the expectation to present at least one case presentation during subpopulation-specific Affinity ECHO Sessions, each participant is expected to submit a Case Presentation Follow-up Form within 4 months after initial presentation and present your follow-up activities at an upcoming Regional Group meeting. During this presentation, you can discuss the outcomes of the interventions your agency implemented and receive further feedback from other peer participants.

A) Presenter Information

Name of Presenter(s):      

Email of Presenter(s):      

Date of Initial Affinity Presentation:        

Organization:      

Selected Affinity Group: 
|_| Transgender People / |_| Youth / |_| MSM of Color / |_| Black and Latina Women


B) Follow-Up

1. After your Affinity ECHO Session presentation, what QI interventions did you implement? What were the outcomes and/or challenges?


2. What are 3 suggestions or take-away points that you have for the other participants based on your agency’s improvement experiences?




[bookmark: _Toc501122131]Appendix G. Cross-Part Assessment Tool

Name of Regional Group: _________________________________ 	


Date of Completion: ______________ 	

	Purpose of the Organizational Assessment 
Sustained improvement activities across a specific geographic area require attention to the regional HIV-specific quality management program, in which structures, processes, and functions support measurement and improvement activities. Development, implementation and spread of sustainable quality improvement (QI) throughout a geographic require an organizational commitment to quality management by all HIV providers. The Regional Cross-Part Collaboration Assessment Tool has been developed to assess the regional infrastructure for clinical quality management (CQM) and QI by examining several key domains, including: cross-Part infrastructure; communication strategies; cross-Part quality management plan; HIV performance measurement; QI projects; and training and technical assistance. Each domain is scored from 0 (no competency) to 5 (maximum competency) with a score of 3 representing an acceptable level of regional collaboration and alignment. The score 2 (with no written descriptions) should be used when the regional performance is between scores 1 and 3, and the score 4 when between scores 3 and 5. Because the intent is to identify and assess the range and sophistication of existing cross-Part efforts, all HIV agencies across the region should be invited to participate in the assessment process, including subcontractors. Those individuals who have access to region-wide information about these cross-Part efforts are in an ideal position to share their input. Results of the assessment should be communicated to agencies, key stakeholders, and consumers.




	Quality Management Infrastructure

	A.1.  Is there an HIV-specific quality management infrastructure in place to engage all Ryan White HIV/AIDS Program agencies within your region?

	Score 0
	Score 1
	Score 2
	Score 3
	Score 4
	Score 5

	
	
	
	
	
	

	Score 0
	No quality structure is in place to oversee planning, assessment and implementation of quality improvement activities across Parts.

	Score 1
	Only a loose quality structure is in place; a few agencies of different Parts are involved; knowledge of quality structure among agencies is limited.

	Score 2
	

	Score 3
	Strong representation of agencies in the cross-Part quality program; recipients across all Parts are represented in the HIV quality structure; findings and performance data results are shared; consumer voices are integrated.

	Score 4
	

	Score 5
	Senior leaders of all agencies across the region actively support the quality infrastructure and planned activities; key roles and responsibilities are clearly identified and individuals are assigned; adequate resources are available to initiate and sustain quality improvement activities across the region; members of the quality structure are routinely trained on quality improvement tools and methodologies; consumers are actively involved in quality improvement activities and are incorporated into the quality improvement infrastructure; the infrastructure is reviewed and updated periodically.

	Comment:

	A.2.  Are cross-Part communication strategies in place to solicit feedback from all Ryan White HIV/AIDS Program agencies and to promote quality improvement activities across the region?

	Score 0
	Score 1
	Score 2
	Score 3
	Score 4
	Score 5

	
	
	
	
	
	

	Score 0
	No communication strategies are in place to solicit feedback from all RWHAP agencies and to promote quality improvement activities across the region.

	Score 1
	Agencies are only informed about cross-Part activities on an as-needed basis.

	Score 2
	

	Score 3
	Communication strategies are in place to routinely inform agencies about quality improvement activities in the region; regular updates are sent out to agencies; agencies of all Parts are included; agencies are asked to provide feedback about upcoming cross-Part activities.

	Score 4
	

	Score 5
	A written communication plan is in place and updated routinely; quality improvement successes are routinely shared with all agencies in the region; all recipients in the region across all Parts are regularly informed about cross-Part quality activities; an individual or a team is assigned to regularly communicate with agencies; multiple communication channels (email, mail, internet, etc.) are identified to communicate with agencies and/or consumers; feedback of agencies is used to strengthen the cross-Part quality efforts; quality improvement successes of agencies are openly shared for peer learning.

	Comment:

	A.3.  Is a comprehensive quality management plan written to guide the cross-Part quality management activities?

	Score 0
	Score 1
	Score 2
	Score 3
	Score 4
	Score 5

	
	
	
	
	
	

	Score 0
	There is no or minimal written quality plan in place to envision and guide cross-Part collaborative activities; if any in existence, written plan does not reflect current day-to-day operations.

	Score 1
	There is only a loosely outlined written quality management plan to envision and guide cross-Part collaborative activities.

	Score 2
	

	Score 3
	A written cross-Part quality management plan is developed describing the quality infrastructure, performance measurement, indication of leadership and goals; the quality plan is shared with agencies across the region; the quality plan is reviewed and revised; some areas of detail and integration are not present.

	Score 4
	

	Score 5
	A comprehensive and detailed HIV-specific, region-wide cross-Part quality management plan is developed, with a clear indication of responsibilities and accountability across all RWHAP agencies within the region, committee infrastructure, outline of performance measurement strategies, and elaboration of processes for ongoing evaluation and assessment; engagement of key stakeholders is described; the quality plan is reviewed and revised at least annually; quality plan fits within the framework of other quality improvement activities; agencies and key consumer group(s) within the region are aware of the plan and are involved in reviewing and updating the plan; a work plan is in place to detail the implementation of the written plan.

	Comment:



	Performance Measurement

	B.1.  Are performance data collected to assess the quality of HIV care and services across all Parts across the region?

	Score 0
	Score 1
	Score 2
	Score 3
	Score 4
	Score 5

	
	
	
	
	
	

	Score 0
	No appropriate performance or outcome measures are selected to collect and analyze performance data across all Parts; no cross-Part performance data are collected across agencies to assess the quality of HIV care and services.

	Score 1
	Only those measures are selected that are minimally required by external parties; no process took place to annually review and update cross-Part measures and their definitions; methods to collect data are not described; basic cross-Part performance measurement systems are in place; some data are collected but not fully utilized; no process established to share data or only used for punitive purposes.

	Score 2
	

	Score 3
	Selection of measures is based on input from agencies across all Parts; measures include appropriate clinical measures to assess performance across all Parts; agencies have identified local HIV disparity subpopulations; measurement information is shared with agencies across the region; a system to measure key quality aspects among agencies of all Parts is established; data are collected, analyzed, and routinely disseminated to providers, including disparity data; data are collected from most agencies within the region; steps are taken to coordinate the data collection efforts across Parts.

	Score 4
	

	Score 5
	The quality is measured by clinical and system measures; performance data, including disparity data are included from all RWHAP agencies in the region; measures are annually reviewed, prioritized, and aligned with region-wide quality goals; all measures are operationally defined, and augmented with specific targets or target ranges; stratification of performance data is included in the analyses to detect disparities; results and findings are routinely shared with agencies and/or consumers to inform and foster quality improvement activities; data collection activities are streamlined to avoid duplicative efforts across Parts; a detailed data collection plan across agencies is developed and updated periodically.

	Comment:



	Quality Improvement Activities

	C.1.  Are region-wide quality improvement goals developed in collaboration with Ryan White HIV/AIDS Program agencies of all Parts?

	Score 0
	Score 1
	Score 2
	Score 3
	Score 4
	Score 5

	
	
	
	
	
	

	Score 0
	No regional improvement goals are established.

	Score 1
	Goals for the regional improvement efforts do not reflect current priorities; agencies are unaware of these goals; goals are selected without participation of agencies within the region; goals are only based on external requirements.

	Score 2
	

	Score 3
	Annual improvement goals are developed and prioritized based on the input of agencies within the region; goals are based on past performance and external requirements; some agencies are aware of quality goals; no process in place to routinely review and update goals.

	Score 4
	

	Score 5
	Relevant improvement goals are selected at least annually with the collaboration of all agencies within the region; goals are set for quality projects and performance measures, and actively communicated across all Parts in the region; goals are relevant to HIV care and include system’s measures; at minimum, annual review and update of goals; goals incorporate consumer feedback.

	Comment:

	C.2.  Are joint quality improvement project(s) conducted with the engagement of Ryan White HIV/AIDS Program agencies across Parts?

	Score 0
	Score 1
	Score 2
	Score 3
	Score 4
	Score 5

	
	
	
	
	
	

	Score 0
	Quality improvement projects are not conducted across agencies to improve key systems and/or quality of care issues.

	Score 1
	Quality improvement projects across agencies are used for inspection; selection of quality improvement activities is only done by a few agencies.

	Score 2
	

	Score 3
	Many agencies have selected their quality improvement projects; agencies have developed aim statements to focus their improvement efforts; a list of improvement projects by agencies are kept; local quality improvement activities are tracked.

	Score 4
	

	Score 5
	Structured process of selection and prioritization of quality improvement projects is in place; local improvement findings are routinely shared with all agencies and are presented to the cross-Part quality infrastructure; agencies of all Parts are involved in a cross-Part quality improvement project; the goals for reginal improvement projects are routinely reviewed to ensure relevancy.



	Comment:



	Capacity Building for Quality Improvement

	D.1.  Are quality improvement training and technical assistance on quality improvement offered to HIV providers and consumers across the region and across Parts?

	Score 0
	Score 1
	Score 2
	Score 3
	Score 4
	Score 5

	
	
	
	
	
	

	Score 0
	No quality improvement training and/or technical assistance on quality improvement are offered to provider agencies nor consumers across the region.

	Score 1
	Limited process in place to train providers or consumers on quality improvement; limited technical assistance is available to build capacity for quality improvement.

	Score 2
	

	Score 3
	Capacity to train agencies is available; opportunities routinely exist to train agencies across Parts; quality improvement trainings are offered to consumers; invitations to quality improvement trainings are shared across agencies; peer learning network opportunities exist.

	Score 4
	

	Score 5
	A formal, region-wide program is in place to train agencies of all Parts; a formal, region-wide consumer training program is in place; an annual training schedule is developed based on needs assessment findings including input by agencies and consumers; process in place to triage technical assistance requests from individual provider agencies; technical assistance on quality improvement is provided by quality improvement experts or peer providers; routine sharing of best practices across agencies.

	Comment:
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Regional Response Team: Membership & Responsibilities 

PURPOSE: 
The Regional Response Team (RRT) is a self-organizing, peer-driven group comprised of members representing different provider types, agencies, funding streams, and localities across the region. This team creates an opportunity for members to work formally together on specified Collaborative goals and to act as a liaison between Ryan White HIV/AIDS Program (RWHAP) recipients in the region, CQII staff, and other participating Collaborative Regional Response Teams. 

The objective is to establish a cross-Part quality management infrastructure with the aim to improve and streamline communication among participating agencies and to build a sustainable regional infrastructure going forward. 

EXPECTATIONS:
· The Regional Response Team has regularly scheduled team meetings (via teleconference, web conferencing, in person if possible) to jointly achieve the goals of the Collaborative.
· The Regional Response Team develops a routine process to update and share information with Collaborative participants in the region and with other Regional Response Teams.
· Regional Response Team members gather self-reported performance and quality improvement intervention data from participating agencies and share benchmark reports on the progress of the Collaborative work within their constituencies. 
· Regional Response Team members provide technical assistance to participating agencies in the region under the guidance of the assigned QI coach and refer them to identified quality champions in the region.

FUNCTIONS:
The Regional Response Team serves as the regional executive committee for the Collaborative. Below are some suggestions for lead functions on the Regional Response Team. The group should allow itself the flexibility to modify these roles or add new roles so that participants can contribute their expertise in a way that is beneficial but not overly burdensome. 

Additionally, the Regional Response Team composition should be reinforced with a variety of skills that contribute to a well-rounded, highly competent membership. These skills need to include clinical expertise, social service support experience, and consumer perspective. Technical writing skills, statistical expertise, fiscal experience, and administrative abilities will all contribute to a high functioning organization. Representation of all RWHAP Parts and geographic areas is crucial. Membership evolution over time should be anticipated, especially in the beginning.

Team Leader
Skill Set: This is an energetic, confident person who believes in the success of the Collaborative. This person can lead without leading. This person is the ultimate tireless cheerleader and is willing to provide ongoing support and encouragement to all participants. This is an open-minded person, sensitive to the needs of all Regional Response Team members and respectful of all viewpoints. The identification of a Co-Leader or Assistant Leader may be needed or desired.
Role:
· Plans and conducts RRT meetings, sets agendas, and guides discussion.
· Coordinates RRT activities and ensures that timelines are met.
· Maintains and updates the Collaborative’s calendar of activities.
· Monitors the virtual office repository (Glasscubes) and ensures that appropriate notices, reports, and events are posted.
· Works closely with RRT members by providing support and encouragement and linking them with any additional resources or experts that they may need to fulfill their roles.
· Provides a point of communication between RRT members and the Collaborative Planning Group.
· Speaks on behalf of the Collaborative and the RRT and broadcasts the team’s successes outside of the geographic catchment area.
Data Liaison
Skill Set: This person has a broad understanding of data, data management, and data analysis that extends beyond the use of one single database. This person understands universally how data are recorded and used, and how data can drive improvement. This person has a solid understanding of the HIV/AIDS Bureau measures – numerators, denominators, inclusions, and exclusions.
Role:
· Accepts and responds to questions agencies might have about how they are reporting data or how the data elements are defined.
· Helps to assure that all agencies are reporting data in a standard method so that aggregation of data across all databases and all agencies is meaningful.
· Helps assess the needs of the agencies regarding data collection and reporting, and recommends training topics.
· Collects data from recipients and subrecipients, aggregates the data, and with input from the RRT, routinely creates an update on team’s progress. This report can be forwarded to the RRT’s Communicator/Public Relations Manager/Alignment Officer for distribution.
· Works closely with the Quality Improvement Liaison, sharing information and recommendations for improvement.
Communicator (Public Relations Manager/Alignment Officer)
Skill Set: This person likes people. This person is tactful, diplomatic, non-judgmental, upbeat, and positive. This person is respectful of other people’s time and energy and can communicate effectively and efficiently. 
Role:
· Works with the Data Liaison to develop a database of contact information for all participating agencies.
· Develops positive working relationships with the persons responsible for participation at each agency.
· Develops or oversees the development of regional storyboards to be shown at upcoming collaborative meetings.
· Strives to ensure active and meaningful participation of agencies and provides “nudges” when data reports are due or late.
· Disseminates information, training aids, newsletters, project reports, and other relevant information to all agencies via email or Glasscubes.
· Has the potential to suggest partners, linking those agencies with a level of skill in a specific area with an agency that is struggling in that same area.
Trainer
Skill Set: This person is comfortable speaking to groups of people and is adept at assessing needs. This person is familiar with authorities/experts in the region and can engage them in training efforts when needs are identified. The person is familiar with quality improvement methodologies and tools and has prior training experience. 
Role: 
· Conducts electronic surveys to assess barriers and challenges that the participating agencies may face in meeting the Collaborative goals.
· Analyzes survey findings, share them with RRT members, and suggests topics for Collaborative-wide trainings. 
· Provides training resources, fact sheets, or other literature to the Communicator for Collaborative-wide distribution or posting on Glasscubes.
· Conducts trainings programs or organizes trainings and invites other authorities/experts to conduct them.
Secretary/Recorder
Skill Set: This person can capture the thoughts of participants and organize ideas in writing. This person is a good listener and assures that everyone’s ideas are heard and understood, and has sound writing skills.
Role:
· Records minutes at meetings and submits them to the Communicator for distribution or posting.
· Provides a technical review of all narrative reports submitted by the RRT.
· Serves as the lead for the creation of the regional Quality Management Plan, helping to organize its development and blend contributions from various RRT members. 
· Takes the organizational responsibility for the construction and dissemination of a potential regional newsletter to broadcast upcoming events, deadlines, highlights of accomplishments made so far, etc.
· Submits progress reports as needed.
Quality Improvement Liaison
Skill Set: This person has experience working with multidisciplinary teams. This person has skills in strategizing and evaluation, utilizes a creative/inventive thought process, and is non-judgmental and non-critical in nature. This person has a solid understanding of the HIV/AIDS Bureau measures –numerators, denominators, inclusions, and exclusions. This person is familiar with quality improvement methodologies and tools, and has prior training experience.
Role:
· Works closely with the Data Liaison. These two people will frequently exchange information and results.
· Is available to assist all participating agencies in the design of Plan-Do-Study-Act (PDSA) cycles that will contribute to the improvement of a regional quality improvement project.
· Champions the selection of a regional quality improvement project that is based on local priorities.
· Shares successful strategies with other interested members of the Collaborative. 
Consumer Liaison
Skill Set: This is a PLWH and is a recipient of HIV services in the respective region. Ideally, the individual already has experience participating on planning boards or other committees and communicating with or advocating for other HIV patients. This person is comfortable communicating with the provider community of medical care and social service support, and has at minimum a basic understanding of quality improvement concepts and Ryan White HIV/AIDS Program funding structures.
Role:
· Provides a personal perspective on the implementation of improvement strategies and the challenges and barriers that consumers face in obtaining high quality care.
· Serves as a liaison between the RRT members, peers, and other councils and boards, and shares information, concerns, and successes between these entities.
· Educates peers and other council and board members on the goals and progress of the Collaborative.
· Where needed, speaks to groups of peers or providers encompassing the entire Collaborative catchment area, or leads discussions during consumer tracts at Collaborative-wide meetings.
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	end+disparities ECHO Collaborative Planning Contact Information

	Organization
	Name
	Position
	Department
	Email Address
	Phone Number

	AIDS Institute
	Clemens Steinbock
	Director of NQC
	NQC
	clemens.steinbock@health.ny.gov
	212-417-4730

	
	Kehmisha Reid
	Project Administrator
	
	kehmisha.reid@health.ny.gov
	212-417-4554

	
	Kevin Garrett
	Senior Manager
	
	kevin.garrett@health.ny.gov
	212-417-4541

	
	Aniqa Hassan
	Public Health Specialist
	
	Aniqa.Hassan@health.ny.gov 
	212-417-4619

	
	Zoe Osborne
	Public Health Specialist
	
	Zoe.Osborne@health.ny.gov
	212-417-4561

	
	Barbara Boushon
	Consultant
	
	boush@frontier.com
	608-838-6259

	
	Jane Caruso
	Consultant
	
	janecaruso2@gmail.com
	215-860-5130

	
	Lori DeLorenzo
	Consultant
	
	loridelorenzo@comcast.net
	540-951-0576

	University of New Mexico
	Dr. Bruce Struminger
	Associate Director
	Project ECHO Leadership Team
	BStruminger@salud.unm.edu
	505-922-5659

	
	Dr. Michelle J Iandiorio
	Medical Director HIV ECHO
	Project ECHO Affiliated Faculty
	MIandiorio@salud.unm.edu
	505-272-4903

	
	Dr. Elizabeth R Clewett
	Strategic Support Manager
	Project ECHO Replication Team
	EClewett@salud.unm.edu
	505-272-6859

	
	Tracy Smith
	Program Specialist
	
	TracySmith@salud.unm.edu
	505-272-2824

	
	Kristina Kutemeyer
	Replication Partner Liaison
	
	KKutemeyer@salud.unm.edu
	505-272-8807

	University of Washington
	Dr. Brian R. Wood
	Medical Director and Principal Investigator
	NW AETC ECHO teleHealth Project
	bwood2@uw.edu
	206-520-5000
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end+disparities ECHO Collaborative Individual Agency Registration

Welcome to our Collaborative! This initiative is a community of learning designed to facilitate local and regional improvement efforts among Ryan White HIV/AIDS Program (RWHAP)-funded providers. This collaborative focuses on increasing viral suppression performance rates within specific subpopulations of people living with HIV/AIDS (PLWH) including Youth, Transgender People, MSM of Color, and African American and Latina women. 

Please understand that by signing up your agency is making a commitment to participate in the end+disparities ECHO Collaborative with the following expectations and that ample support will be provided to complete each of these expectations:
· Work with other HIV providers across the country
· Improving HIV care to increase viral suppression rates for identified subpopulations
· Development of an aim statement
· Completion of pre-work assignments
· Participating in monthly meetings with your regional improvement group 
· Reporting viral suppression data every other month
· Participating in virtual meetings with your subpopulation affinity groups 
· Participating in learning sessions with participants from all over the country

Only one registration is needed for each participating organization.

Please check the following statement to continue with the registration process.
· I agree to participate in the end+disparities ECHO Collaborative and understand the expectations for participation. [Yes/No]

[Next Page]

A) About Your Organization

Name of RWHAP recipient:

Name of organization if different from recipient name:

Address:
City:
State:
Zip:

What RWHAP Part funding does your agency receive? (Please check all that apply)
· Part A
· Part B
· Part C
· Part D
· Part F
· Not funded under RWHAP
· Other 

What is the number of unduplicated HIV clients served annually by your agency?

Pick one model of service that best describes your agency:
· State Department of Health
· County/City Department of Health
· Community-based Social Service Provider
· Community-based Outpatient Ambulatory Primary Medical Care Clinic/Freestanding Clinic
· Hospital/Medical Center/University
· Network of Providers
· Other, please specify:

To which group have you been assigned? [Check one]
· Sign Up with one of the following regional groups:
· [list all approved groups based on group enrollment]
· Sign Up as an individual participant not yet assigned to a regional group

Which subpopulation will your organization focus its improvement efforts on? (select one)
· Youth
· Transgender People
· MSM of Color
· African American and Latina Women 

[Next Page]

B) Previous Experiences

Not having previous collaborative or quality improvement experiences in any of the following fields will not prevent your organization from joining this collaborative. This information is used to create training webinars that can be utilized by participants.

How do you rate your agency’s level of experience in quality improvement?
· None
· Beginner 
· Intermediate
· Proficient
· Expert





How would you rate your agency’s level of experience with quality improvement efforts in the following subpopulations targeted in this collaborative? 

	
	None
	Beginner
	Intermediate
	Proficient
	Expert

	Youth
	
	
	
	
	

	Transgender
	
	
	
	
	

	MSM of Color
	
	
	
	
	

	African American and Latina Women
	
	
	
	
	



If your organization has participated in previous learning collaboratives, which collaborative(s) was it?
· Part B Collaborative
· Low Incidence Part B Collaborative
· TGA Initiative
· Cross-Part Collaborative
· D.C. Cross-Part Collaborative
· H4C Collaborative 
· Other, please specify
· We have not previously participated/Don’t know

How would you rate your agency’s level of understanding of the ECHO model?
· None
· Beginner
· Intermediate
· Proficient
· Expert
· Don’t know

 [Next Page]

C) Contact Information

Please list a primary contact from your organization who can act as a liaison between your agency and the Collaborative Planning Group during the initial phase of the collaboration. 

Prefix:
· Mr. Mrs. Dr. None

Name:

Contact Information:
· Email:
· Phone Number: 

Role within HIV program:
· Medical Director
· Program Administrator
· Quality Manager
· Clinical Provider (MD, NP, PA)
· Case Manager/Social Worker
· Nursing
· Other (Please specify)

It is expected that each participating organization routinely sends data reports of viral suppression rates and improvement updates. Please identify key contacts who can serve the various roles within your organization. 

	
	Name
	Organization
	Email
	Phone 

	Data Manager
	
	
	
	

	QI Lead
	
	
	
	

	Administrator
	
	
	
	



[Next Page]

D) Conclusion

Thank you for registering for the end+disparities ECHO Collaborative. Our team of coaches and experts are excited to embark on this 18-month national initiative with your organization. 

Your primary contact will receive information about the next steps for this collaborative through email in the coming days. 

If you have questions on any aspect of this Collaborative, please contact us at 212-417-4730 or info@enddisparities.org.


[bookmark: _Toc501122135]Appendix K. Community Partner Aim Statement Template and Sample

Community Partner Aim Statement (TEMPLATE)

An Aim Statement is an overarching document describing the current status quo and what you intend to accomplish at the end of your improvement work. It helps to clarify and focus the team’s direction and scope of work. The objectives should be smart (specific, measurable, assignable, realistic, time-related), and stretch your organizational performance. Each participant in the end+disparities ECHO Collaborative is asked to complete this Community Partner Aim Statement to establish your improvement goal and plan your improvement journey throughout the Collaborative. 

Name of Agency: ____________________________________

Community Partner Team Members: _______________________________________________________________

HIV Subpopulation: Youth / MSM of Color / African-American and Latina Women / Transgender People
 
Date: ______________________________

A) Problem Statement: [Briefly describe why this project is worth pursuing. Consider including qualitative and quantitative data to describe any disparities of your identified subpopulation, benchmarking findings, customer feedback results, etc. Be as concrete as possible.]

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

B) Goal Statement: [Identify 2-3 concrete smart objectives for your improvement work focusing on your subpopulation. Elements include: what will improve? when will it improve? how much will it improve? for whom will it improve?]

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

 When reviewing the draft Aim Statement, keep the following questions in mind: 
· Does the Aim Statement communicate the scope of your improvement goals?
· Is the Aim Statement concrete and detailed?
· Is the Aim Statement based on local priorities?
· Does the Aim Statement have specific smart objectives?
· Do the objectives in the Aim Statement stretch the agency’s performance level?

Community Partner Aim Statement (SAMPLE)

The following sample aim statements are to help you mull the possibilities ahead of you in the end+disparities ECHO Collaborative. 

++
[Community Partner] Team will improve its HIV care for our patients living with HIV. We will focus on improving viral suppression within our identified disparity subpopulation. This will be evidenced by:
· By Dec 2019, the identified disparity subpopulation has the same average viral suppression rate as the entire HIV caseload; no measurable disparities are detected for this subpopulation
· At least 95% of patients in the identified disparity subpopulation who are out of care in the past 6 months are reached out to by May 2019
· At least 85% of all HIV patients served by the agency are virally suppressed by Dec 2019 from baseline 74% in Sep 2018
· At least 80% of all patients served by the agency who are ART adherent but remain not virally suppressed are genotype or phenotype tested for drug resistance by Dec 2019
++
[Community Partner] Team will improve its HIV care for our patients living with HIV. We will focus initially on antiretroviral therapy for the identified disparity subpopulation to ultimately improve the agency viral suppression rate from currently 65% to 77% by Oct 2019:
· At least 95% of eligible disparity subpopulation patients have an active ART prescription by Jan 2019
· Follow-up with 100% of disparity subpopulation patients who have not filled ART prescriptions by Apr 2019
· At least 85% of disparity subpopulation patients are provided with consistent messaging on the importance of ART adherence
· At least 90% of opioid-dependent disparity subpopulation patients receiving methadone maintenance treatment receive Directly Administered Anti-Retroviral Therapy (DAART) simultaneously


[bookmark: _Toc501122136]Appendix L. Detailed Collaborative Timeline with Corresponding Assignments and Agenda Items


	Year
	Month
	Learning Session 
	Data Submission
	QI Intervention
	Learning Session Agenda Items
	Regional Group Meeting Agenda Items
	Affinity ECHO Session Monthly Focus
	Administrative/Other

	2017
	Nov
	

	

	

	
	

	

	· Survey finalized and sent out by Nov. 22
· Concept Paper Draft sent to consultants Nov. 24
· Survey Closed by Dec. 1

	
	Dec
	
	
	

	
	

	

	· Focus Group on Dec. 11
· Concept Paper Submission to HAB by Dec. 15
· Concept Paper Presentation to HAB on Dec. 20

	2018
2018
	Jan 
	
	
	
	
	
	
	· Approval by HAB

	
	Feb
	
	
	
	
	
	
	· Vanguard Meeting, Rockville, MD

	
	Mar
	
	
	
	
	
	
	· Group Enrollment Begins

	
	Apr
	
	
	
	
	
	
	· Review and Approval of Regional Groups
· Individual Community Partner Registration Begins

	
	May
	
	
	
	
	· Initial Meeting and Introductions
· Development of Contact List
· Identification of Regional Response Team Roles and Responsibilities
· Completion of Regional Group Pre-Work Assignments
· Technology Assessment
· Preparing for Learning Session 1
· Travel Logistics for LS1
	
	

	
	June
	Learning Session 1
	
	

	· [Suggested: QI 101 PM Training Session the night before LS1]
· Registration and Storyboard Setup
· Welcome, Opening Remarks, and Introductions
· Overview of end+disparities ECHO Collaborative
· Opportunities for Cross-Part Collaboration
· QI Game
· HIV Disparity Literature Review
· Quality Improvement Framework
· Introduction to ECHO
· Evaluation Framework
· Review of Regional Group Storyboards
· Collaborative Assessment
· Introduction to Collaborative Measures and Data Collection Expectations
· Submission of QI Interventions
· Group Breakouts
· Overview of Affinity Case Presentations and Mock Session
· Interactive QI Exercise
· Development of Regional Group Aim Statements
· Provider QI Training Resources and Opportunities
· Meetings with Regional Group Teams
· Offers and Requests
· Team Action Planning and Report Back
· AHA Moments, Evaluation, Next Steps 
	· Preparing for Learning Session 1, finalization of Regional Group storyboard
· Review Collaborative Assessment Tool
· Travel Logistics for LS1
· Development of Regional Group Aim Statement
· Data Reporting Assessment of Community Partners
· Prepare for upcoming data submission
	Regional Group Data Session
	





	
	July
	
	Data 
Submission 1
	

	
	· Review Post-LS1 Follow-up Activities
· Finalize Aim Statement
· Development of QM Plan
· Review Case Presentation Template and Completed From
· Schedule Affinity Sessions
	Literature Review Focusing on Each Subpopulation
(Review of Review, Introduction of Case Presentation Format and Tools, Mock Presentation)
Regional Response Team Leader Session 
Regional Group Data Session
	




	
	August
	

	
	
	
	· Prepare for upcoming data submission 
· Following-up with Low Performers and Non-Submitters
· QI Intervention Submission Expectations and Development
· Mock Case Presentation and Preparation for Affinity Presentations
	Finding Patients in Public Data Sets
(Overview, 2 Case Presentations, Discussion)
Regional Response Team Leader Session 
Regional Group Data Session
	




	
	September
	

	Data Submission 2
	QI Submission 1
	
	· Finalize QM Plan
· Submission of Performance Data
· Submission of QI Interventions by Community Partners
· Prepare for QI Training Providers
· Review of Case Presentations
	Access to Transportation
(Overview, 2 Case Presentations, Discussion)
Regional Response Team Leader Session 
	



	2018
	October
	

	
	

	
	· Review of Data Submissions 
· Following-up with Low Performers and Non-Submitters
· Review of QI Interventions by Community Partners
· Prepare for Collaborative Assessment
· QI Training for Providers
· Preparing for Learning Session 2
· Review Case Presentations
	Outreach and Social Media
(Overview, 2 Case Presentations, Discussion)
Regional Response Team Leader Session 
	





	
	November
	Learning Session 2
	Data Submission 3
	
	· [Suggested: QI Training Session the night before LS2]
· Registration and Storyboard Setup
· Welcome, Opening Remarks, and Introductions
· Update of end+disparities Collaborative (performance data and QI interventions)
· Regional Group Storyboard Presentations
· Collaborative Assessment
· QI Exercise
· Affinity Disparities Updates
· Introduction to Sustaining the Collaborative Efforts beyond the Collaborative
· Breakout Groups
· Consumer QI Training Resources 
· Panel Discussion: Consumer Engagement 
· New Technologies and QI Efforts
· Offers and Requests
· Team Action Planning and Report Back
· AHA Moments, Evaluation, Next Steps
	· Preparing for Learning Session 2, finalization of Regional Group storyboard
· Review Collaborative Assessment Tool
· Submission of Performance Data
· Prepare for QI Training Consumers 
· Prepare for QI Intervention Submission
	Regional Group Consumer Session
	





	
	December
	
	
	QI Submission 2
	
	· Review Post-LS2 Follow-up Activities 
· QI Training for Consumers
· Prepare for upcoming data submission 
· Following-up with Low Performers and Non-Submitters
· Review Case Presentations
	Poverty
(Overview, 2 Case Presentations, Discussion)
Regional Response Team Leader Session 
Regional Group Consumer Session
	




	2019
	January
	

	Data Submission 4
	

	
	· Submission of Performance Data
· Review and update of QM Plan
· Development of Annual Workplan
· Review Case Presentations
	Housing
(Overview, 2 Case Presentations, Discussion)
Regional Response Team Leader Session 
	


	2019
	February
	

	
	
	
	· Review of Data Submissions 
· Prepare for upcoming data submission
· Following-up with Low Performers and Non-Submitters
· Prepare for QI Intervention Submission
· Review Case Presentations
	Homelessness
(Overview, 2 Case Presentations, Discussion)
Regional Response Team Leader Session 
	


	
	March
	
	Data Submission 5
	QI Submission 3
	
	· Submission of Performance Data
· Submission of QI Interventions by Community Partners
· Review Case Presentations 
· Preparing for Learning Session 3
	Mental Illness
(Overview, 2 Case Presentations, Discussion)
Regional Response Team Leader Session 
	

	
	April
	Learning Session 3
	
	

	· [Suggested: QI Training Session the night before LS3]
· Registration and Storyboard Setup
· Welcome, Opening Remarks, and Introductions
· Update of end+disparities Collaborative
· Regional Group Storyboard Presentations
· Performance Measurement Updates
· QI Intervention Updates
· Collaborative Assessment
· Breakout Groups
· ShareFest
· Meetings with Regional Group Leaders
· Sustainability of Collaborative Efforts
· Clinical Presentation: New and Upcoming HIV treatments
· Offers and Requests
· Team Action Planning and Report Back
· AHA Moments, Evaluation, Next Steps
	· Preparing for Learning Session 3, finalization of Regional Group storyboard
· Review Collaborative Assessment Tool
· Review of Data Submissions 
· Prepare for upcoming data submission
· Following-up with Low Performers and Non-Submitters
	

	





	
	May
	
	Data Submission 6
	
	
	· Review Post-LS3 Follow-up Activities 
· Presentations of Regional Group Storyboard to Regional Stakeholders
· Submission of Performance Data
· Prepare for QI Intervention Submission
· Review Case Presentations 
· Planning for Consumer Attendance at June Regional Group Meeting
	Substance Use
(Overview, 2 Case Presentations, Discussion)
Regional Response Team Leader Session 
	




	2019
	June
	

	
	QI Submission 4
	
	· Prepare for upcoming data submission 
· Consumer Participation in Regional Group Session
· Outline Post-Collaborative Sustainability Plan
· Review of Data Submissions 
· Following-up with Low Performers and Non-Submitters
· Submission of QI Interventions by Community Partners
· Review Case Presentations
	Stigma
(Overview, 2 Case Presentations, Discussion)
Regional Response Team Leader Session 
	





	
	July
	

	Data Submission 7
	

	
	· Submission of Performance Data
· First Draft of Post-Collaborative Sustainability Plan
· Optional QI Training with Providers/Consumers
· Review Case Presentations
	Incarceration
(Overview, 2 Case Presentations, Discussion)
Regional Response Team Leader Session 
	



	
	August
	

	
	

	
	· Review of Data Submissions 
· Prepare for upcoming data submission 
· Following-up with Low Performers and Non-Submitters
· Prepare for QI Intervention Submission 
· Finalization of Sustainability Plan
· Review Case Presentations
· Preparing for Learning Session 4
	Cultural Competency
(Overview, 2 Case Presentations, Discussion)
Regional Response Team Leader Session 
	



	
	September
	Learning Session 4
	Data Submission 8 
	QI Submission 5
	· [Suggested: QI Training Session the night before LS4]
· Registration and Storyboard Setup
· Welcome, Opening Remarks, and Introductions
· Celebrating Your Success
· Collaborative Assessment
· Group Exercise: Mapping Collaborative Successes
· Plenary Sessions focusing on Sustainability, QI Activities, Consumer Involvement
· Breakout Groups
· Qualitative Evaluation Feedback
· Meetings with Regional Group Leaders
· Offers and Requests
· Team Action Planning and Report Back
· AHA Moments, Evaluation, Next Steps
	· Preparing for Learning Session 4, finalization of Regional Group Sustainability Storyboard
· Review Collaborative Assessment Tool
· Submission of Performance Data
· Submission of QI Interventions by Community Partners
	

	


	
	October
	
	
	
	
	· Review Post-LS4 Follow-up Activities 
· Review of Data Submissions 
· Following-up with Low Performers and Non-Submitters
· Implementation of Sustainability Plan
· Celebration of Achievements
	Regional Response Team Leader Session
	



	2020
	Jan
	
	
	
	
	
	
	· Drafting of Collaborative Write up

	
	Jun
	
	
	
	
	
	
	· Submission of Collaborative Report
· Submission of Collaborative Evaluation Report




[bookmark: _Toc501122137][bookmark: _Hlk506292610]Appendix M. Community Partner Reporting Form Template and Sample
Community Partner Reporting Form (TEMPLATE)

Guidance for completing this Community Partner Reporting Form:
· This reporting template should grow cumulatively over time; fill in as you go to chronicle your improvement journey
· Submit the form in the designated folder in Glasscubes
· Each cell does not need to be completed each period; only include activities/findings related to that reporting period

Agency Name: _________________________
Leader Name: _________________________
Leader Phone / Email: ___________________ / ___________________
Selected Subpopulation of Focus:
O Youth
O Transgender People
O MSM of Color
O African American and Latina Women 

Community Partner Aim Statement 
Please insert your Aim Statement here: 
<insert your aim statement>

Improvement Activities
What steps have you taken to plan and implement quality improvement activities? Please use data when possible.
	Month/Year
	 Describe your strategies 

	
	

	
	

	
	*Press tab for another row



Describe your major accomplishments this reporting period.
	Month/Year
	 Describe your strategies 

	
	

	
	

	
	*Press tab for another row



Describe your major challenges this reporting period.
	Month/Year
	 Describe your strategies 

	
	

	
	

	
	*Press tab for another row



What are your technical assistance needs, if any, to move your improvement efforts forward?
	Aim#
	Goal#
	Month/Year
	 Describe your strategies 

	
	
	
	

	
	
	
	

	
	
	
	*Press tab for another row



Community Partner Reporting Form (SAMPLE)

Guidance for completing this Community Partner Reporting Form:
· This reporting template should grow cumulatively over time; fill in as you go to chronicle your improvement journey
· Submit the form in the designated folder in Glasscubes
· Each cell does not need to be completed each period; only include activities/findings related to that reporting period

Agency Name: Best Care Ever
Leader Name: John Narratu
Leader Phone / Email: 123-456-7894 / jn@bestcareever.org
Selected Subpopulation of Focus:
X Youth
O Transgender People
O MSM of Color
O African American and Latina Women 

Community Partner Aim Statement 
Please insert your Aim Statement here: 
• By Dec 2019, our Youth (13-24) subpopulation will have the same average viral suppression rate as the entire HIV caseload; no measurable disparities are detected for our Youth patients at that time
• At least 95% of Youth patients who are out of care in the past 6 months are reached out to by May 2019
• At least 85% of all HIV patients served by the agency are virally suppressed by Dec 2019 from baseline 74% in June 2018
• At least 80% of all patients served by the agency who are ART adherent but remain not virally suppressed are genotype or phenotype tested for drug resistance by Dec 2019

Improvement Activities
What steps have you taken to plan and implement quality improvement activities? Please use data when possible.
	Month/Year
	 Describe your strategies 

	Sep 2018
	We set up an improvement team dedicated to this QI project

	Oct 2018
	Training for staff on mental health screening was conducted; policies for routine MH assessments were reviewed

	Nov 2018
	We partnered with nearby sites that specialize in adolescent mental health; an MOU was developed

	Dec 2018
	Integrating a texting program that allows staff to reach youth clients and develop the necessary staff policies

	
	

	
	*Press tab for another row



Describe your major accomplishments this reporting period.
	Month/Year
	 Describe your strategies 

	Oct 2018
	All staff were trained using our new MH assessment form; 90% of pts received a MH assessment using this form

	Nov 2018
	The partner MH site saw the first 2 Youth pts

	Dec 2018
	A texting program recommended by a fellow Collaborative participant was purchased

	
	

	
	*Press tab for another row



Describe your major challenges this reporting period.
	Month/Year
	 Describe your strategies 

	Sep 2018
	QI project team members are not fully trained to run the QI project

	
	No social media outreach strategies are in place for Youth patients, such as text messaging, to remind them about upcoming appointment and stay connected between appointments

	
	

	
	*Press tab for another row



What are your technical assistance needs, if any, to move your improvement efforts forward?
	Month/Year
	 Describe your strategies 

	Sep 2018
	QI training is needed by the QI coach on running a QI project

	
	

	
	*Press tab for another row





[bookmark: _Toc501122138][bookmark: _Toc499290306]Appendix N. Group Enrollment Form

end+disparities ECHO Collaborative Group Enrollment Form

Thank you for your interest in joining our Collaborative. This initiative is a community of learning designed to facilitate local, regional, and regional improvement efforts among Ryan White HIV/AIDS Program (RWHAP)-funded providers to focus on increasing viral suppression performance rates within specific subpopulations of people living with HIV/AIDS (PLWH) including youth, transgender people, MSM of color, and African American and Latina women. 

During the initial group enrollment process, we want to ascertain the interest of regional improvement groups. These groups play an important role in engaging local RWHAP recipients and subrecipients throughout this 18-month Collaborative; we are currently planning on having up to ten regional groups participating.

Please complete the following online form for your selected group. Regardless of the number of participants in the group, only one form needs to be completed per group. 

If you have any questions, please contact us at 212-417-4730 or info@enddisparities.org.

[Next Page]

A) About Your Group

Regional Group name:  

Your existing group name (if different from above): 

Is your group based on an existing or previous regional quality improvement team?
· Yes
· HIVQUAL Regional Group
· H4C Collaborative 
· D.C. Cross-Part Collaborative
· Cross-Part Collaborative
· TGA Initiative
· Low Incidence Part B Collaborative
· Part B Collaborative
· No
· Other, please specify
· Don’t know

Please list all potential RWHAP recipients in your group:
	
	Organization
	City
	State
	Contact Person
	Email 
	Phone
	RWHAP Part

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	



B) About the Individual Submitting the Group Enrollment Form

Your name: 

Name of RWHAP recipient:

Name of organization if different from recipient name:

Address:
City:
State:
Zip:
Email:
Phone:

If your group is already in existence, what is your current role on the team? (Check all that apply)
· Team leader
· Group member
· Data liaison
· Consumer representative
· Communication/documentation liaison
· Other, please specify
· Not applicable

[Next Page]

C) Previous Regional Group Experiences

How do you rate the Regional Group’s level of experience in quality improvement across team members?
· None
· Beginner 
· Intermediate
· Proficient
· Expert
· Don’t know

How would you rate your group’s level of experience working together?
· Very experienced
· Experienced
· Less experienced
· Not experienced
· Don’t know

How would you rate your group experience with meeting virtually to exchange quality improvement efforts (e.g. webinars, ECHO, virtual case presentations)?
· Very experienced
· Experienced
· Less experienced
· Not experienced
· Don’t know

Has the group used webcams for virtual communications? (Not having a webcam will not prevent your group’s participation in the collaborative.)
· All the time
· Frequent
· Sometimes
· Occasional
· Never

[Next Page]

D) Conclusion

Thank you for putting your group forward to be considered for the upcoming end+disparities ECHO Collaborative. We will contact you and your team in the comings weeks to follow-up and plan the next steps. 

If you have questions on any aspect of this Collaborative, please contact us at 212-417-4730 or info@enddisparities.org.



[bookmark: _Toc501122139]Appendix O. Regional Group Aim Statement Template and Sample

Regional Group Aim Statement (TEMPLATE)

An Aim Statement is an overarching document describing the current status quo and what you intend to accomplish at the end of your improvement work. It helps to clarify and focus the team’s direction and scope of work. The objectives should be smart (specific, measurable, assignable, realistic, time-related) and help improve your organizational performance. Each Regional Group in the end+disparities ECHO Collaborative is asked to complete this Regional Group Aim Statement to establish regional improvement goals and plan your local improvement journey throughout the Collaborative. 

Name of Regional Group: ____________________________________

Date: ______________________________

A) Problem Statement: [Briefly describe why your regional improvement work is worth pursuing. Consider including qualitative and quantitative data, benchmarking findings, cross-Part Collaboration Assessment results, etc. Be as concrete as possible.]

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

B) Goal Statement: [Identify 2-3 concrete smart objectives for your regional improvement work. Elements include: what will improve? When will it improve? How much will it improve? For whom will it improve?]

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

 When reviewing the draft Aim Statement, keep the following questions in mind: 
· Does the Aim Statement communicate the scope of your regional improvement goals?
· Is the Aim Statement concrete and detailed?
· Is the Aim Statement based on regional priorities?
· Does the Aim Statement have smart objectives?
· Do the objectives in the Aim Statement stretch the regional collaboration?



Regional Group Aim Statement (SAMPLE)

The following sample aim statements are provided to help you mull the possibilities ahead of you in the end+disparities ECHO Collaborative. 

++
[Regional Group] Team will improve the collaboration across all Ryan White HIV/AIDS Program-funded recipients across the region. We will focus on establishing a consistent and routine communication flow to share and exchange among all participating agencies: 
· By Nov 2018, a detailed written communication plan is in place to share local disparity improvement efforts by local agencies 
· 90% of regional agencies share their improvement updates with the Regional Group and are distributed back to all agencies by May 2019
· At least 50% of all regional agencies reach their individually identified improvement goals by Dec 2019
· By Dec 2019, the average regional viral suppression rate across all agencies increase from the current 73% to 80%

++
[Regional Group] Team will improve the regional viral suppression rate within our community by 10% point across all agencies from the onset of the Collaborative. 
· By Oct 2018, 100% of regional agencies have identified a disparity subpopulation and improvement plans are in place
· 100% of agencies report their viral suppression data on time and written feedback is provided to low performers by the Regional Response Team
· 90% of agencies with technical assistance needs receive a site visit by Regional Response Team members


[bookmark: _Toc501122140]Appendix P. Regional Response Team Reporting Form Template and Sample
Regional Response Team Reporting Form (TEMPLATE)

Guidance for completing this Response Team Reporting Form:
· This reporting template should grow cumulatively over time. Fill in as you go to chronicle your improvement journey. 
· An updated version of this form is submitted every other month.
· This form is completed by your assigned Coach in collaboration with the Response Team; the monthly Regional Group meetings provide a routine forum to discuss the content and to complete this form.
· After the Response Team reviews the form, the Coach submits the form to a designated folder in Glasscubes.
· Each data field does not need to be completed each period; only include activities/findings related to that reporting period.
· For each strategy, report the number of the Collaborative goal and/or letter of the Regional Group Aim (listed below) that corresponds. Not all strategies must be associated with a goal or aim.

Regional Group Name: _________________________
Regional Response Team (RRT) Leader Name: _________________________
RRT Leader Phone / Email: ___________________ / ___________________
Coach Name: _________________________

Collaborative Goals: 
When reporting your activities, specify towards which goal(s) the strategy works. 
#1 Impact: Increase viral suppression rates for people living with HIV (PLWH) by focusing on four disproportionately affected HIV subpopulations: MSM of Color, African and Latina Women, Transgender People, Youth (Ages 13-24)
#2 Impact: Increase the average viral suppression rate across all Collaborative participants from baseline reports at the onset of the Collaborative
#3 Quality Improvement: Implement and document effective improvement activities to reduce gaps in HIV care for disproportionately affected HIV subpopulations
#4 Sustainability: Sustain local regional quality management networks of cross-Part RWHAP recipients and subrecipients in regional improvement groups

Regional Group Aims: 
When reporting your activities, specify towards which aim(s) the strategy works. 
A) <insert your state aim statement>
B) <insert your state aim statement>
C) <insert your state aim statement>


A) Activities: 
Performance Measurement: How have you established and maintained the performance measurement structure to receive, analyze, and report Regional Group-wide data?
	Aim#
	Goal#
	Month/Year
	 Describe your strategies 

	
	
	
	

	
	
	
	

	
	
	
	*Press tab for another row




Quality Management Infrastructure: How have you strengthened and sustained your quality management infrastructure, including quality management plan, Regional Group meetings, roles?
	Aim#
	Goal#
	Month/Year
	 Describe your strategies 

	
	
	
	

	
	
	
	

	
	
	
	*Press tab for another row




Quality Improvement: What steps have you taken to plan and implement quality improvement activities? What are your major accomplishments, lessons learned, and/or challenges?
	Aim#
	Goal#
	Month/Year
	 Describe your strategies 

	
	
	
	

	
	
	
	

	
	
	
	*Press tab for another row




Capacity Building: What actions have you taken to build capacity for both providers and consumers?
	Aim#
	Goal#
	Month/Year
	 Describe your strategies 

	
	
	
	

	
	
	
	

	
	
	
	*Press tab for another row



B) Accomplishments and Challenges: 
Describe your major accomplishments this reporting period.
	Aim#
	Goal#
	Month/Year
	 Describe your accomplishments

	
	
	
	

	
	
	
	

	
	
	
	*Press tab for another row



Describe your major challenges this reporting period.
	Aim#
	Goal#
	Month/Year
	 Describe your challenges

	
	
	
	

	
	
	
	

	
	
	
	*Press tab for another row



How can the Collaborative Planning Group help you with your technical assistance needs?
	Aim#
	Goal#
	Month/Year
	 Describe your needs

	
	
	
	

	
	
	
	

	
	
	
	*Press tab for another row




Regional Response Team Reporting Form (SAMPLE)

Guidance for completing this Response Team Reporting Form:
· This reporting template should grow cumulatively over time. Fill in as you go to chronicle your improvement journey. 
· An updated version of this form is submitted every other month.
· This form is completed by your assigned Coach in collaboration with the Response Team; the monthly Regional Group meetings provide a routine forum to discuss the content and to complete this form.
· After the Response Team reviews the form, the Coach submits the form to a designated folder in Glasscubes.
· Each data field does not need to be completed each period; only include activities/findings related to that reporting period.
· For each strategy, report the number of the Collaborative goal and/or letter of the Regional Group Aim (listed below) that corresponds. Not all strategies must be associated with a goal or aim.

Regional Group Name: The Quality Champions
Regional Response Team Leader Name: John Smith, Alejandra Hassan, Zoe Osmar
RRT Leader Phone / Email: js@qualitychampions.org; 123-234-4567
Coach Name: Kevin Knows

Collaborative Goals: 
When reporting your activities, specify towards which goal(s) the strategy works. 
#1 Impact: Increase viral suppression rates for people living with HIV (PLWH) by focusing on four disproportionately affected HIV subpopulations: MSM of Color, African and Latina Women, Transgender People, Youth (Ages 13-24)
#2 Impact: Increase the average viral suppression rate across all Collaborative participants from baseline reports at the onset of the Collaborative
#3 Quality Improvement: Implement and document effective improvement activities to reduce gaps in HIV care for disproportionately affected HIV subpopulations
#4 Sustainability: Sustain local regional quality management networks of cross-Part RWHAP recipients and subrecipients in regional improvement groups

Regional Group Aims: 
When reporting your activities, specify towards which aim(s) the strategy works. 
A) Engage all HIV agencies to actively participate in the collaborative
B) Engage all RWHAP-funded HIV medical providers in submitting data every 2 months
C) Create a written QM plan for the region across all RWHAP Parts
D) Increase alignment of RWHAP providers across the region
E) Conduct a consumer QI training

A) Activities: 
Performance Measurement: How have you established and maintained the performance measurement structure to receive, analyze, and report Regional Group-wide data?
	Aim#
	Goal#
	Month/Year
	 Describe your strategies 

	B
	2
	Aug 2018
	Reached out to all RW-funded HIV medical providers in submitting data every 2 months

	B
	2
	Sep 2018
	Collected the contact information from one data liaison per RW-funded HIV medical provider across the region

	B
	2
	Oct 2018
	Established a Data Team Sub Committee to review, analyze and communicate results of statewide data

	
	
	
	Provided CAREWare training to provider that had staff turn over

	D
	1,2,3
	Nov 2018
	Generated a benchmark report across the four subpopulations

	
	
	
	

	
	
	
	*Press tab for another row




Quality Management Infrastructure: How have you strengthened and sustained your quality management infrastructure, including quality management plan, Regional Group meetings, roles?
	Aim#
	Goal#
	Month/Year
	 Describe your strategies 

	A, B
	3, 4
	Aug 2018
	As pre-work for the Learning Sessions, completed an assessment tool to evaluate the regional alignment and opportunities to improve

	
	
	
	Shared results with all participants

	C, D
	3, 4
	Sep 2018
	Drafted the first QM plan for review by Response Team

	
	
	
	Received feedback from regional provider participants

	C, D
	3, 4
	Oct 2018
	Presented the updated QM plan at a regional quality meeting for further feedback

	
	
	
	

	
	
	
	*Press tab for another row




Quality Improvement: What steps have you taken to plan and implement quality improvement activities? What are your major accomplishments, lessons learned, and/or challenges?
	Aim#
	Goal#
	Month/Year
	 Describe your strategies 

	A, D
	1, 2
	Sep 2018
	Conducted a survey to evaluate potential ideas for a regional improvement project

	
	
	
	Shared findings with Response Team

	A, D
	1, 2
	Nov 2018
	Held case follow-up presentations by 2 participants – important milestone

	
	
	
	Lessons Learned: it is important to allow more time for Q&A

	
	
	
	

	
	
	
	*Press tab for another row




Capacity Building: What actions have you taken to build capacity for both providers and consumers?
	Aim#
	Goal#
	Month/Year
	 Describe your strategies 

	A, E
	1,2,3
	Aug 2018
	Scheduled upcoming QI trainings for providers and consumers; utilized CQII QI Coach as a facilitator and trainer

	
	
	
	Secured meeting locations for the first two trainings

	A, E
	1,2,3
	Sep 2018
	Held one in person consumer training with over 15 participants; general feedback was good and suggestions for further refinements were presented

	A, E
	1,2,3
	Oct 2018
	Held first regional QI training for providers across the region

	
	
	
	Two Response Team members attended CQII TOT training

	
	
	
	

	
	
	
	*Press tab for another row



B) Accomplishments and Challenges: 
Describe your major accomplishments this reporting period.
	Aim#
	Goal#
	Month/Year
	 Describe your accomplishments

	B
	2
	Sep 2018
	Collected the contact information from one data liaison per RW-funded HIV medical provider across the region

	C, D
	3, 4
	Sep 2018
	Drafted the first ever QM plan

	A, E
	1,2,3
	Sep 2018
	Held first consumer training with over 15 participants

	
	
	
	

	
	
	
	

	
	
	
	*Press tab for another row



Describe your major challenges this reporting period.
	Aim#
	Goal#
	Month/Year
	 Describe your challenges

	
	
	Sep 2018
	Challenges with the exclusions and the reporting burden the exclusions create; Response Team will directly follow-up with HRSA

	
	
	
	Experiencing some resistance from leadership about the importance of doing quality work. HAB talked with the Part A project officer and reached out to the Ryan White Director to relay support. This was very helpful. 

	
	
	Oct 2018
	There is a leadership change. This may result in the need for more support/development of this new staff person.

	
	
	
	*Press tab for another row



How can the Collaborative Planning Group help you with your technical assistance needs?
	Aim#
	Goal#
	Month/Year
	 Describe your needs

	
	
	Sep 2018
	Please negotiate with HRSA to bring back CAREWare trainings through CAREWare not consultants

	
	
	
	If CAREWare and participation at Learning Sessions are priorities we could use assistance from HRSA and CQII in making that happen

	
	
	
	*Press tab for another row




F) 
[bookmark: _Toc501122141]Appendix Q: Intervention Grid

[double click to open]



[bookmark: _Toc501122142]Appendix R. Disparity Calculator
[double click to open]


 


[bookmark: _Toc501122143][bookmark: _Hlk501116235]Appendix S. end+disparities ECHO Collaborative Implementation Plan – December 15, 2017

	Month/Year
	Activity
	Strategy/Description 
	Lead
	To Be Completed By
	Timeframe for HAB Review 
	Completed

	Planning Phase 


	October 2017
	Internal Planning Meetings
	· Internal planning meeting to begin Collaborative design process, starting Sep 29, 2017
· Discussion with representatives from Project ECHO (leadership team, HIV ECHO session team, replication team) to plan our Collaborative
· Weekly planning calls with extended planning group membership, including coaches and HAB, to guide the development and implementation of the Collaborative; agenda items and relevant documents before the call
· Routine sharing of collaborative concepts with QI coaches
· Engagement of key QI coaches and conduct routine calls
	Clemens
Aniqa
Planning Group
	Weekly
Ongoing
	NA
	Completed

	November 2017
	Initial Needs Survey
	· The initial survey provides the planning group feedback on the Collaborative design; sent to HAB for approval
· Finalized survey to be programmed into SurveyMonkey
· Sent out to RWHAP responders via announcement
· Share with QI coaches for further dissemination
	Clemens
Aniqa
HAB
QI Coaches
	Nov 2 
Nov 22
	Review of needs assessment questions and announcement Nov 16
	Completed

	
	Literature Review
	· Update HIV disparity lit review and share with planning group
· Incorporate key findings in Concept Paper and attach the entire write up
· Utilize key findings in early communications about initiative (pre-webinars, pre-work, etc.)
	Clemens
Zoe
	Nov 24
	NA
	Completed

	
	Drafting of Key Tools to Be Used by Collaborative Participants
	· Development of a list of key tools to be developed for this Collaborative
· Drafting of key tools and review by Planning Group
· Setting up preliminary technologies (collaborative app, domain name, etc.)
	Clemens
Aniqa 
Planning Group
	Nov 24
	NA
	Completed

	
	Development of Concept Paper 
	· Development of goals and objectives for this collaborative
· Prepare draft of the concept paper with necessary attachments for review by the planning group 
· QI coaches are asked to provide feedback by December 1
	Clemens
Aniqa
	Dec 1
	NA
	Completed

	December 2017
	Summary of Needs Assessment Findings
	· Summarize needs assessment findings
· Review results with planning group and HAB
· Incorporate in concept paper
	Clemens
Zoe
HAB 
	Dec 15
	Discussion at Monitoring Calls
	

	
	Focus Group with Recipients/Subrecipients
	· A focus group that follows up on the findings of the Needs Assessment survey to finalize key terminology and frequency of meetings
· Zoom platform will be used for communication
	Clemens
Aniqa

	Dec 11
	NA
	Completed

	
	Approval of Concept Paper
	· After incorporating the feedback from QI coaches, planning group, and needs assessment survey, finalize concept paper and send to HAB for approval
· After submitting the concept paper, planning group presents the structure and components of the Collaborative to HAB and answer any questions
	Clemens
Aniqa
HAB 
	Dec 15
	Review of Concept Paper Jan 2018
	

	
	Work Plan
	· Development of collaborative timeline and work plan
· Review work plan with planning group
· Share with HAB and approval by HAB
	Aniqa
Planning Group
HAB 
	Dec 15
	Review of Work Plan
Jan 2018
	

	January 2018
	Development of Key Collaborative Participant Tools
	· Further development of key collaborative tools and review by planning group
· Field testing with potential participants
· Submit to HAB for review and approval
	Aniqa
Planning Group
HAB 
	Jan 31
	Review of Key Tools
Feb 2018
	

	
	Spokesperson Engagement

	· Identification of proposed Spokespersons for the collaborative; two for each subpopulation; review of list with HAB
· Engagement of Spokespersons - introduce concept of collaborative during orientation calls and outline expectations for participating as Spokesperson
· Gather short bios and pictures from each Spokesperson for website and newsletters; request to complete release form 
	Clemens
Aniqa 
HAB
	Jan 8
	Review of Spokesperson
Feb 2018 
	

	
	Setting up Zoom
	· Set up and test Zoom for use in collaborative
· Bring all planning group members and QI coaches up to speed in terms of using Zoom
· Develop written outline to use Zoom
· Outline best practices using virtual communication platforms
· Conduct mock sessions with planning group, QI coaches, affinity faculty
	Clemens
Aniqa 
	Jan 31
	NA
	

	
	Introduction of Collaborative to QI Coaches
	· Introduce QI coaches to the concepts and tools of collaborative
· Outline expectations for coaches and participants
· Establish clear outline for affinity faculty members and expectations
· Share upcoming schedule and milestones
	Clemens
Aniqa 
	Jan 31
	NA
	

	February 2018
	Preparing for Vanguard Meeting 
	· Development of meeting objectives and agenda and proposal for meeting participants
· Approval by HAB 
· Planning meeting logistics
	Clemens
Aniqa
Planning Group
HAB 
	Feb 7
	Feb 28
	

	
	Development of Technologies
	· Development of collaborative website and presence on Target Center
· Development of Collaborative App for use by participants
· Update Disparity Calculator and documentation 
· Development of online performance database
· Development of registration pages (group and individual)
· Development of other technologies, such as Glasscube, scheduling software
	Kevin
Aniqa
Zoe
	Feb 28
	NA
	

	
	Development of Marketing Plan and Tools
	· Draft a marketing plan:
· Collaborative design (logo, look/feel)
· Collaborative marketing materials (website, email blast in Constant Contact, toolkit, video)
· Development of key messages
· Alignment with HAB, federal programs
· Present to HAB for approval
	Sarah
Clemens
HAB
	Feb 1
	Review Marketing Items
Feb 28
	

	
	Coordinate with other HAB Activities
	· Decide on role/involvement of Project Officers in collaborative 
· Coordinate with HAB to further increase awareness about the collaborative, including HAB information email newsletter, Project Officers
· Outline a list of stakeholders and reach out to or hold introductory calls with other entities (AETCs, Target Center, SPNS, other cooperative agreements)
	Sarah
CQII
HAB
	Feb 28
	Review of Stakeholders 
Discussion at Monitoring Calls 
Mar 2018
	

	
	Development of Evaluation Framework
	· Draft of evaluation plan by Abt 
· Review by planning group and HAB
· Development of collection tools
	Abt
HAB
	Feb 28 
	Discussion at Monitoring Calls
	

	Introductory and Enrollment Phase


	March 2018
	Extend Planning Group Membership
	· Extend membership of weekly planning group to further guide the development and implementation of the Collaborative
· Agenda items and relevant documents sent before the call
	Planning Group
	Mar 7
Mar 14
Mar 21
Mar 28
	NA
	

	
	Finalize Affinity Faculty 
	· Determine affinity faculty and support system
· Introduce affinity faculty to affinity group/session concepts
· Conduct mock sessions and provide individual feedback
	Clemens
HAB
	Mar 15
	Review of Membership
Mar 31
	

	
	Vanguard Meeting 
	· Face-to-face meeting in Rockville, MD
· Write up of meeting notes
· Adjustments to Concept Paper, key tools, etc.
	Clemens
Aniqa
Planning Group
HAB 
	Mar 1
	Review of Vanguard Materials, Discussion at Monitoring Calls
Mar 22
	

	
	Finalization of Collaborative Tools




	· Finalization of Campaign Website and presence on Target Center
· Finalization of Campaign Video
· Finalization of Intervention Grid
· Finalization of Toolkit
· Finalization of Disparity Calculator and documentation
· Finalization of Reporting Tools, including database, Glasscube, etc.
· Finalization of App
· Finalization of registration pages (group and individual)
· Finalization of scheduling software for Office Hours
	Clemens
HAB
	Mar 7
	Review of Tools
Mar 31
	

	
	Collaborative Announcements
	· Drafting of language for a HAB letter to announce initiative and finalizing letter on HRSA stationary and signatures 
· Draft email newsletter announcement and share with HAB for approval
· Inform RWHAP recipients about the collaborative and invite them to sign-up
· Work with Constant Contact to share routine email announcements
	Clemens
Aniqa
HAB
	Mar 1
	Review of Letter and Announcement
Mar 22
	

	
	Kick-off Sessions to Introduce Collaborative
	· Inform potential participants, stakeholders about the collaborative via kick-off sessions with senior HAB representatives
· Ensure participation by existing regional improvement groups, such as past collaborative teams, regional teams, etc. are aware of these sessions
· Scheduling of sneak previews 
· Conduct 2-4 previews with senior HAB involvement
	Clemens
HAB
Planning Group
	Mar 10
	Review of slides
Mar 31
	

	
	Group Enrollment
	· Initiation of group enrollment via online registration link
· Review of incoming group requests by planning group and HAB
· Solicit suggestions from HAB about potential groups to participate
· Outreach to existing regional improvement groups for their participation
	Clemens
Aniqa
Zoe
HAB
	Mar 31
	Review of Enrollment Page, 
Discussion at Monitoring Calls
Mar 31
	

	
	Creation of Regional Groups
	· Review of group nominations by planning group and HAB
· Decide which groups are invited to join
· Formally invite the group to join
· Participants are notified about the decision
	Aniqa
Planning Group
HAB
	Mar 31
	Review of Groups
Mar 31
	

	April 2018
	Individual Registration of Participants into Regional Groups as Community Partners 
	· Send out notification to allow for individual registration 
· Invite participants belonging to a Regional group to individually register using the individual registration page
· Track registration
	Aniqa
Planning Group
	Apr 15
	NA
	

	
	Weekly Planning Calls with Extended Planning Group Membership
	· Planning Calls guide the development and implementation of the Collaborative
· Agenda items and relevant documents sent before the call
	Planning Group
	Apr 4
Apr 11
Apr 18
Apr 25
	NA
	

	
	Monthly Email Blast 
	· Email blast informing participants of upcoming events in the following month with focus on:
· Introduction to collaborative email blasts
· Announcement of participating Regional Groups
· Outline of upcoming activities and deadlines for Regional Groups and Community Partners, including pre-work assignments
· Highlight collaborative resources 
	Staff
	April 30 
	April 30 for May Blast 
	

	May 2018
	Introductory Sessions
	· Inform participants about upcoming collaborative, including outline of expectations
· Test Zoom with participants
· Outline pre-work assignments for Regional Group and participating Community Partners 
	Planning Group
	May 10
	Review of Slides
May 31
	

	
	Initial Regional Group Meeting 
	· Initial Meeting and Introductions
· Development of local Contact List
· Identification of Regional Response Team Roles and Responsibilities
· Completion of Regional Group Pre-Work Assignments
· Technology Assessment
· Preparing for Learning Session 1
· Travel Logistics for LS1
	Regional Group
	May 31
	NA
	

	
	Weekly Planning Calls with Extended Planning Group Membership
	· Planning Calls guide the development and implementation of the Collaborative
· Agenda items and relevant documents sent before the call
	Planning Group
	May 2
May 9
May 16
May 23
May 30
	NA
	

	
	Monthly Email Blast 
	· Email blast informing participants of upcoming events in the following month with focus on:
· Announcement of upcoming learning session
· Introduce the concept of subpopulation-specific Affinity ECHO Sessions 
· Invite data liaisons to data affinity session
· Introduce monthly Office Hour concept and scheduling software 
· Outline of upcoming activities and deadlines for Regional Group and Community Partners, including pre-work assignments for learning session and collaborative assessment
· Highlight collaborative resources
	Staff
	May 31 
	May 31 
	

	Collaborative Phase
 

	June 2018
	Weekly Planning Calls with Extended Planning Group Membership
	· Planning Calls guide the development and implementation of the Collaborative
· Agenda items and relevant documents sent before the call
	Planning Group
	June 2
June 9
June 16
June 23
June 30
	NA
	

	
	Learning Session 1
	· Develop LS1 agenda
· Inform participants about upcoming meeting and meeting expectations
· Set up travel logistics
· Develop LS1 meeting content
· Identify speakers
	Planning Group
HAB
	Jun 30
	Review of Meeting Materials
Jun 30
	

	
	Regional Group Meeting
	· Preparing for Learning Session 1, finalization of Regional Group storyboard
· Review Collaborative Assessment Tool
· Travel Logistics for LS1
· Development of Regional Group Aim Statement
· Data Reporting Assessment of Community Partners
· Prepare for upcoming data submission
	Regional Group
QI Coach
	Jun 30
	NA
	

	
	Affinity ECHO Session
	· Data Session with Regional Group data liaisons (data collection needs and expectations; Q&A)
	Affinity Faculty
	Jun 30
	Discussion at Monitoring Calls
Jun 30
	

	
	Monthly Office Hour
	· Offering to respond to questions by participants; open to all participants
· Set up via scheduling program
	Staff
QI Coaches
	Jun 30
	NA
	

	
	Monthly Email Blast 
	· Email blast informing participants of upcoming events in the following month with focus on:
· Summary of past learning session
· Prepare for data submission cycle
· Invite participants to subpopulation-specific Affinity ECHO Sessions 
· Invite data liaisons to data affinity session
· Invite Regional Response Team leaders to affinity session
· Reminder about monthly Office Hour
· Outline of upcoming activities and deadlines
· Highlight collaborative faculty
	Staff
	Jun 30
	Jun 30
	

	July 2018
	Weekly Planning Calls with Extended Planning Group Membership
	· Planning Calls guide the development and implementation of the Collaborative
· Agenda items and relevant documents sent before the call
	Planning Group
	July 11
July 18
July 25
	NA
	

	
	Regional Group Meeting
	· Review Post-LS1 Follow-up Activities
· Finalize Aim Statement
· Development of QM Plan
· Review Case Presentation Template and Completed From
· Schedule Affinity Sessions
	Regional Group
QI Coach
	Jul 31
	NA
	

	
	Affinity ECHO Session
	· Subpopulation Sessions (lit review focusing on each subpopulation; review of Case Presentation, mock presentation)
· Regional Response Team Leader Session (share individual experiences and learn from each other)
· Regional Group Data Session (data collection needs and expectations; Q&A)
	Affinity Faculty
	Jul 31
	Discussion at Monitoring Calls
Jul 31
	

	
	Data Submission 1
	· Submission of performance data by Community Partners to Regional Groups
· Reporting of Regional Group data to planning group
· Development of benchmarking report
· Review by planning group
	Participants
Regional Group
Zoe
Planning Group 
	Jul 31
	Review of Data Reports
Jul 31
	

	
	Monthly Office Hour
	· Offering to respond to questions by participants; open to all participants
· Set up via scheduling program
	Staff
QI Coaches
	Jul 31
	NA
	

	
	Monthly Email Blast 
	· Email blast informing participants of upcoming events in the following month with focus on:
· Summary of past learning session and pictures
· Introduce case presentation concept for Affinity ECHO Sessions
· Invite participants to subpopulation-specific Affinity ECHO Sessions (Finding Patients in Public Data Sets)
· Invite data liaisons to data affinity session
· Invite Regional Response Team leaders to Regional Response Team Leaders affinity session
· Reminder about monthly Office Hour
· Outline of upcoming activities and deadlines, including aim statement, QM plan
· Highlight collaborative faculty
	Staff
	Jul 31
	Jul 31
	

	August 2018
	Weekly Planning Calls with Extended Planning Group Membership
	· Planning Calls guide the development and implementation of the Collaborative
· Agenda items and relevant documents sent before the call
	Planning Group
	Aug. 1
Aug. 8
Aug. 15
Aug. 22
Aug. 29
	NA
	

	
	Regional Group Meeting
	· Review Post-LS1 Follow-up Activities
· Finalize Aim Statement
· Development of QM Plan
· Prepare for upcoming data submission 
· Prepare for upcoming QI interventions
· Review Case Presentation Template and Completed From
· Schedule Affinity ECHO Sessions
	Regional Group
QI Coach
	Aug 31
	NA
	

	
	Affinity ECHO Session - Finding Patients in Public Data Sets
	· Subpopulation Sessions (2 Case Presentations, Discussion)
· Regional Response Team Leader Session (share individual experiences and learn from each other)
· Regional Group Data Session (data collection needs and expectations; Q&A)
	Affinity Faculty
	Aug 31
	Discussion at Monitoring Calls
Aug 31
	

	
	Monthly Office Hour
	· Offering to respond to questions by participants; open to all participants
· Set up via scheduling program
	Staff
QI Coaches
	Aug 31
	NA
	

	
	Monthly Email Blast 
	· Email blast informing participants of upcoming events in the following month with a focus on:
· Introducing the Affinity ECHO Session topic for the following month – Access to Transportation
· Informing participants of additional affinity sessions that will be held this month – Regional Response Team Leader Session, Regional Group Data Session, and Regional Group Consumer Session
· Prepare for Data Submission 2
· Prepare for QI Submission 1
· Reminder about monthly Office Hours with link for sign up
· Recognizing any outstanding QI work
· 
	Staff
	Aug 31
	Aug 31
	

	September 2018
	Weekly Planning Calls with Extended Planning Group Membership
	· Planning Calls guide the development and implementation of the Collaborative
· Agenda items and relevant documents sent before the call
	Planning Group
	Sep. 5
Sep. 12
Sep. 19
Sep. 26
	NA
	

	
	Data Submission 2
	· Submission of performance data by Community Partners to Regional Groups
· Reporting of Regional Group data to planning group
· Development of benchmarking report
· Review by planning group
	Participants
Regional Group
Intern
Planning Group 
	Sep 30
	Review of Data Reports
Sep 30
	

	
	QI Submission 1
	· Submission of QI interventions by Community Partners to Regional Groups
· Reporting of Regional Group to planning group
· Review by planning group
	Participants
Regional Group
Zoe
	Sep 30
	Review of Reports
Sep 30
	

	
	Regional Group Meeting
	· Finalize QM Plan
· Prepare for QI Training Providers
· Review of Case Presentations
	Regional Group
QI Coach
	Sep 30
	NA
	

	
	Affinity ECHO Session - Access to Transportation
	· Subpopulation Sessions (2 Case Presentations, Discussion)
· Regional Response Team Leader Session (to share individual experiences and learn from each other)
· Regional Group Data Session (about data collection needs and Q&A)
· Regional Group consumer session (to build QI capacity and increase consumer involvement)
	Affinity Faculty
	Sep 30
	Discussion at Monitoring Calls
Sep 30
	

	
	Monthly Office Hour
	· Offering to respond to questions by participants; open to all participants
· Set up via scheduling program
	Staff
QI Coaches
	Sep 30
	NA
	

	
	Monthly Email Blast 
	· Email blast informing participants of upcoming events in the following month with a focus on:
· Introducing the Affinity ECHO Session topic for the following month – Outreach and Social Media
· Informing participants of additional affinity sessions that will be held this month – Regional Response Team Leader Session and Regional Group consumer session
· Reminding participants about monthly Office Hours with a link for sign up
· Recognizing any outstanding QI successes
· 
	Staff
	Sep 30
	Sep 30
	

	October 2018
	Weekly Planning Calls with Extended Planning Group Membership
	· Planning Calls guide the development and implementation of the Collaborative
· Agenda items and relevant documents sent before the call
	Planning Group
	Oct 3
Oct 10
Oct 17
Oct 24
Oct 31
	NA
	

	
	Regional Group Meeting
	· Prepare for upcoming data submission 
· Following-up with Low Performers and Non-Submitters
· Review of QI Interventions by Community Partners
· Prepare for Collaborative Assessment
· QI Training for Providers
· Preparing for Learning Session 2
· Review Case Presentations
	Regional Group
QI Coach
	Oct 31
	NA
	

	
	Affinity ECHO Session - Outreach and Social Media
	· Subpopulation Sessions (2 Case Presentations, Discussion)
· Regional Response Team Leader Session (to share individual experiences and learn from each other)
· Regional Group consumer session (to build QI capacity and increase consumer involvement)
	Affinity Faculty
	Oct 31
	Discussion at Monitoring Calls
Oct 31
	

	
	Monthly Office Hour
	· Offering to respond to questions by participants; open to all participants
· Set up via scheduling program
	Staff
QI Coaches
	Oct 31
	NA
	

	
	Monthly Email Blast 
	· Email blast informing participants of upcoming events in the following month with a focus on:
· Introducing the Affinity ECHO Session topic for the following month – Regional Group consumer session
· Preparing for Data Submission 3
· Preparing for Learning Session 2
· Reminding participants about monthly Office Hours with link for sign up
· Recognizing any outstanding QI successes
	Staff
	Oct 31
	Oct 31
	

	November 2018
	Weekly Planning Calls with Extended Planning Group Membership
	· Planning Calls guide the development and implementation of the Collaborative
· Agenda items and relevant documents sent before the call
	Planning Group
	Nov 7
Nov 14
Nov 21
Nov 28
	NA
	

	
	Learning Session 2
	· Develop LS2 agenda
· Inform participants about upcoming meeting and meeting expectations
· Set up virtual communication logistics 
· Develop LS2 meeting content
· Identify speakers for panel discussion on Consumer Engagement 
· Preparation of QI training session to be held night before LS2
	Planning Group
	Oct 31
	Review of Meeting Materials 
Oct 31
	

	
	Regional Group Meeting
	· Preparing for Learning Session 2, finalization of Regional Group storyboard
· Review Collaborative Assessment Tool
· Travel Logistics for LS2
· Prepare for QI Training Consumers 
· Prepare for QI Intervention Submission
	Regional Group
QI Coach
	Nov 30
	NA
	

	
	Affinity ECHO Session
	· Regional Group consumer session (to build QI capacity and increase consumer involvement)
	Affinity Faculty
	Nov 30
	Discussion at Monitoring calls Nov 30
	

	
	Data Submission 3
	· Submission of performance data by Community Partners to Regional Groups
· Reporting of Regional Group data to planning group
· Development of benchmarking report
· Review by planning group
	Participants
Regional Group
Intern
Planning Group
	Nov 30 
	Review of Reports Nov 30
	

	
	Monthly Office Hour 
	· Offering to respond to questions by participants; open to all participants
Set up via scheduling program
	Staff
QI Coaches
	Nov 30
	NA
	

	
	Monthly Email Blast 
	· Email blast informing participants of upcoming events in the following month with a focus on:
· Introducing Affinity ECHO Session topic for the following month – Poverty
· Informing participants of additional affinity sessions that will be held this month – Regional Response Team Leader Session, Regional Group Data Session, and Regional Group consumer session
· Preparing for QI Submission 2
· Reminding participants about monthly Office Hours with link for sign up
· Recognizing any outstanding QI successes
	Staff
	Nov 30
	Nov 30
	

	December 2018
	Weekly Planning Calls with Extended Planning Group Membership
	· Planning Calls guide the development and implementation of the Collaborative
· Agenda items and relevant documents sent before the call
	Planning Group
	Dec 5
Dec 12
Dec 19
Dec 26
	
	

	
	Regional Group Meeting
	· Review Post-LS2 Follow-up Activities 
· QI Training for Consumers
· Review of Data Submissions 
· Following-up with Low Performers and Non-Submitters
· Submission of QI Interventions by Community Partners
· Review Case Presentations
	Regional Group
QI Coach
	Dec 31
	NA
	

	
	Affinity ECHO Session: Poverty 
	· Subpopulation Sessions (2 Case Presentations, Discussion)
· Regional Response Team Leader Session (share individual experiences and learn from each other)
· Regional Group Data Session (data collection needs and expectations; Q&A)
· Regional Group consumer session (to build QI capacity and increase consumer involvement)
	Affinity Faculty
	Dec 31
	Discussion at Monitoring Calls Dec 31
	

	
	QI Submission 2
	· Submission of QI interventions by Community Partners to Regional Groups
· Reporting of Regional Group to planning group
· Review by planning group
	Participants
Regional Group
Intern
	Dec 31
	Review of Reports Dec 31
	

	
	Monthly Office Hour 
	· Offering to respond to questions by participants; open to all participants
· Set up via scheduling program
	Staff
QI Coaches
	Dec 31
	NA
	

	
	Monthly Email Blast 
	· Email blast informing participants of upcoming events in the following month with a focus on:
· Introducing the Affinity ECHO Session topic for the following month – Housing
· Informing participants of additional affinity sessions that will be held this month – Regional Response Team Leader Session
· Preparing for Data Submission 4
· Reminding participants about monthly Office Hours with a link for sign up
· Recognizing any outstanding QI successes
	Staff
	Dec 31
	Dec 31
	

	January 2019
	Weekly Planning Calls with Extended Planning Group Membership
	· Planning Calls guide the development and implementation of the Collaborative
· Agenda items and relevant documents sent before the call
	Planning Group
	Jan 2
Jan 9
Jan 16
Jan 23
Jan 30
	NA
	

	
	Data Submission 4
	· Submission of performance data by Community Partners to Regional Groups
· Reporting of Regional Group data to planning group
· Development of benchmarking report
· Review by planning group
	Participants
Regional Group
Intern
Planning Group
	Jan 31
	Review of Reports Jan 31
	

	
	Regional Group Meeting
	· Prepare for upcoming data submission 
· Review and update of QM Plan
· Development of Annual Workplan
· Review Case Presentations
	Regional Group
QI Coach
	Jan 31
	NA
	

	
	Affinity ECHO Session -Housing 
	· Subpopulation Sessions (2 Case Presentations, Discussion)
· Regional Response Team Leader Session (to share individual experiences and learn from each other)
	Affinity Faculty
	Jan 31
	Discussion at Monitoring Calls 
Jan 31
	

	
	Monthly Office Hour
	· Offering to respond to questions by participants; open to all participants
· Set up via scheduling program
	Staff
QI Coaches
	Jan 31
	NA
	

	
	Monthly Email Blast 
	· Email blast informing participants of upcoming events in the following month with a focus on:
· Introducing the Affinity ECHO Session topic for the month – Homelessness
· Informing participants of additional affinity sessions that will be held this month – Regional Response Team Leader Session and Regional Group consumer session
· Reminding participants about Office Hours with a link for sign up
· Recognizing any outstanding QI successes
	Staff
	Jan 31
	Jan 31
	

	February 2019
	Weekly Planning Calls with Extended Planning Group Membership
	· Planning Calls guide the development and implementation of the Collaborative
· Agenda items and relevant documents sent before the call
	Planning Group
	Feb. 6
Feb. 13
Feb. 20
Feb. 27
	NA
	

	
	Regional Group Meeting
	· Prepare for upcoming data submission 
· Following-up with Low Performers and Non-Submitters
· Prepare for QI Intervention Submission
· Review Case Presentations
	Regional Group 
QI Coach
	Feb 28
	NA
	

	
	Affinity ECHO Session Homelessness
	· Subpopulation Sessions (2 Case Presentations, Discussion)
· Regional Response Team Leader Session (to share individual experiences and learn from each other)
· Regional Group consumer session (to build QI capacity and increase consumer involvement)

	Affinity Faculty
	Feb. 28
	Discussion at Monitoring Calls Feb 28
	

	
	Monthly Office Hour
	· Offering to respond to questions by participants; open to all participants
· Set up via scheduling program
	Staff
QI Coaches
	Feb. 28
	NA
	

	
	Monthly Email Blast 
	· Email blast informing participants of upcoming events in the following month with a focus on:
· Introducing the Affinity ECHO Session topic for the month – Mental Illness
· Informing participants of additional affinity sessions that will be held this month – Regional Response Team Leader Session and Regional Group consumer session
· Preparing for Data Submission 5
· Preparing for QI Submission 3
· Reminding participants about Office Hours with a link for sign up
· Recognizing any outstanding QI successes 
	Staff
	Feb. 28
	Feb. 28
	

	March 2019
	Weekly Planning Calls with Extended Planning Group Membership
	· Planning Calls guide the development and implementation of the Collaborative
· Agenda items and relevant documents sent before the call
	Planning Group
	Mar 6
Mar 13
Mar 20
Mar 27
	Create as we go to ensure flexibility
	

	
	Data Submission 5
	· Submission of performance data by Community Partners to Regional Groups
· Reporting of Regional Group data to planning group
· Development of benchmarking report
· Review by planning group
	Participants
Regional Group
Intern 
Planning Group
	March 31
	Review of Data Reports
March 31
	

	
	QI Submission 3
	· Submission of QI interventions by Community Partners to Regional Groups
· Reporting of Regional Group to planning group
· Review by planning group
	Participants
Regional Group
Intern
	March 31
	Review of Reports
March 31
	

	
	Regional Group Meeting
	· Review Case Presentations 
· Preparing for Learning Session 3
	Regional Group
QI Coach
	March 31
	NA 
	

	
	Affinity ECHO Session - Mental Illness
	· Subpopulation Sessions (2 Case Presentations, Discussion)
· Regional Response Team Leader Session (to share individual experiences and learn from each other)
· Regional Group consumer session (to build QI capacity and increase consumer involvement)
	Affinity Faculty
	March 31
	Discussion at Monitoring Calls March 31
	

	
	Monthly Office Hour
	· Offering to respond to questions by participants; open to all participants
· Set up via scheduling program
	Staff
QI Coaches
	March 31
	NA
	

	
	Monthly Email Blast 
	· Email blast informing participants of upcoming events in the following month with a focus on:
· Informing participants that there are no affinity sessions for the month
· Preparing for Learning Session 3
· Reminding participants about monthly Office Hours
· Recognizing any outstanding QI successes
	Staff
	March 31
	March 31 (for April Blast)
	

	April 2019
	Weekly Planning Calls with Extended Planning Group Membership
	· Planning Calls guide the development and implementation of the Collaborative
· Agenda items and relevant documents sent before the call
	Planning Group
	Apr 3
Apr 10
Apr 17
Apr 24
	
	

	
	Learning Session 3
	· Develop LS1 agenda
· Inform participants about upcoming meeting and meeting expectations
· Set up travel logistics
· Develop LS1 meeting content
· Identify speakers
	Planning Group
HAB 
	April 30
	Review of Meeting Materials April 30 
	

	
	Regional Group Meeting
	· Preparing for Learning Session 3, finalization of Regional Group storyboard
· Review Collaborative Assessment Tool
· Prepare for upcoming data submission 
· Following-up with Low Performers and Non-Submitters
	Regional Group
QI Coach
	April 30
	NA
	

	
	Monthly Office Hour
	· Offering to respond to questions by participants; open to all participants
· Set up via scheduling program
	Staff
QI Coaches
	April 30
	NA
	

	
	Monthly Email Blast 
	· Email blast informing participants of upcoming events in the following month with a focus on:
· Introducing the Affinity ECHO Session topic for the month – Substance Use
· Informing participants of additional affinity sessions that will be held this month – Regional Response Team Leader Session and Regional Group consumer session
· Preparing for Data Submission 6
· Reminding participants about monthly Office Hours with a link for sign up
· Recognizing any outstanding QI successes
	Staff
	April 30 
	April 30 
	

	May 2019
	Weekly Planning Calls with Extended Planning Group Membership
	· Planning Calls guide the development and implementation of the Collaborative
· Agenda items and relevant documents sent before the call
	Planning Group
	May 1
May 8
May 15
May 22
May 29
	
	

	
	Data Submission 6
	· Submission of performance data by Community Partners to Regional Groups
· Reporting of Regional Group data to planning group
· Development of benchmarking report
· Review by planning group
	Participants
Regional Group
Intern 
Planning group
	May 31
	Review of Data Reports
May 31
	

	
	Affinity ECHO Session – Substance Use 
	· Subpopulation Sessions (2 Case Presentations, Discussion)
· Regional Response Team Leader Session (share individual experiences and learn from each other)
· Regional Group consumer session (to build QI capacity and increase consumer involvement)
	Affinity Faculty 
	May 31
	Discussion at Monitoring Calls May 31
	

	
	Regional Group Meeting
	· Review Post-LS3 Follow-up Activities 
· Presentations of Regional Group storyboard to Regional Stakeholders
· Prepare for QI Intervention Submission
· Review Case Presentations 
· Planning for Consumer Attendance at June Regional Group
	Regional Group
QI Coach
	May 31
	NA
	

	
	Monthly Office Hour
	· Offering to respond to questions by participants; open to all participants
· Set up via scheduling program
	Staff
QI Coaches
	May 31
	NA
	

	
	Monthly Email Blast 
	· Email blast informing participants of upcoming events in the following month with a focus on:
· Introducing the Affinity ECHO Session topic for the month – Stigma
· Informing participants of additional affinity sessions being held this month – Regional Response Team Leader Session
· Preparing for QI Submission 4
· Reminding participants about monthly Office Hours with a link for sign up
· Recognizing any outstanding QI successes  
	Staff
	May 31 
	May 31
	

	June 2019
	Weekly Planning Calls with Extended Planning Group Membership
	· Planning Calls guide the development and implementation of the Collaborative
· Agenda items and relevant documents sent before the call
	Planning Group
	June 5
June 12
June 19
June 26
	NA
	

	
	QI Submission 4
	· Submission of QI interventions by Community Partners to Regional Groups
· Reporting of Regional Group to planning group
· Review by planning group
	Participants
Regional Group
Intern
	June 30
	Review of Reports
June 30
	

	
	Regional Group Meeting
	· Consumer Participation in Regional Group meeting
· Outline Post-Collaborative Sustainability Plan
· Prepare for upcoming data submission 
· Following-up with Low Performers and Non-Submitters
· Review Case Presentations
	Hub 
QI Coach 
	June 30
	NA
	

	
	Affinity ECHO Session – Stigma
	· Subpopulation Sessions (2 Case Presentations, Discussion)
· Regional Response Team Leader Session (to share individual experiences and learn from each other)

	Affinity Faculty
	June 30
	Discussion at Monitoring Calls June 30 
	

	
	Monthly Office Hour
	· Offering to respond to questions by participants; open to all participants
· Set up via scheduling program
	Staff
QI Coaches
	June 30
	
	

	
	Monthly Email Blast 
	· Email blast informing participants of upcoming events in the following month with a focus on:
· Introducing the Affinity ECHO Session topic for the month – Incarceration
· Informing participants of additional affinity sessions being held this month – Regional Response Team Leader Session and Regional Group consumer session
· Preparing for Data Submission 7
· Reminding participants about monthly Office Hours with a link for sign up
· Recognizing any outstanding QI successes
	Staff
	June 30
	
	

	July 2019
	Weekly Planning Calls with Extended Planning Group Membership
	· Planning Calls guide the development and implementation of the Collaborative
· Agenda items and relevant documents sent before the call
	Planning Group
	July 3
July 10
July 17
July 24
	
	

	
	Data Submission 7
	· Submission of performance data by Community Partners to Regional Groups
· Reporting of Regional Group data to planning group
· Development of benchmarking report
· Review by planning group
	Participants
Regional Group
Intern 
Planning group
	July 31
	Review of Data Reports
July 31
	

	
	Regional Group Meeting
	· First Draft of Post-Collaborative Sustainability Plan
· Optional QI Training with Providers/Consumers
· Review Case Presentations
	Regional Group
QI Coach
	July 31
	NA
	

	
	Affinity ECHO Session – Incarceration
	· Subpopulation Sessions (2 Case Presentations, Discussion)
· Regional Response Team Leader Session (share individual experiences and learn from each other)
· Regional Group consumer session (to build QI capacity and increase consumer involvement)
	Affinity Faculty 
	July 31
	Discussion at Monitoring Calls July 31
	

	
	Monthly Office Hour
	· Offering to respond to questions by participants; open to all participants
· Set up via scheduling program
	Staff
QI Coaches
	July 31
	NA
	

	
	Monthly Email Blast 
	· Email blast informing participants of upcoming events in the following month with a focus on:
· Introducing the Affinity ECHO Session topic for the month – Cultural Competency
· Informing participants of additional affinity sessions being held this month – Regional Response Team Leader Session and Regional Group consumer session
· Reminding participants about monthly Office Hours with link to sign up
· Recognizing any outstanding QI successes
	Staff
	July 31
	July 31
	

	August 2019
	Weekly Planning Calls with Extended Planning Group Membership
	· Planning Calls guide the development and implementation of the Collaborative
· Agenda items and relevant documents sent before the call
	Planning Group
	Aug 7
Aug 14
Aug 21
Aug 28
	
	

	
	Regional Group Meeting
	· Prepare for upcoming data submission 
· Following-up with Low Performers and Non-Submitters
· Prepare for QI Intervention Submission 
· Finalization of Sustainability Plan
· Review Case Presentations
· Preparing for Learning Session 4
	Regional Group
QI Coach
	Aug 31
	NA
	

	
	Affinity ECHO Session – Cultural Competency
	· Subpopulation Sessions (2 Case Presentations, Discussion)
· Regional Response Team Leader Session (share individual experiences and learn from each other)
· Regional Group consumer session (to build QI capacity and increase consumer involvement)
	Affinity Faculty 
	Aug 31
	Discussion at Monitoring Calls July 31
	

	
	Monthly Office Hour
	· Offering to respond to questions by participants; open to all participants
· Set up via scheduling program
	Staff
QI Coaches
	Aug 31
	NA
	

	
	Monthly Email Blast 
	· Email blast informing participants of upcoming events in the following month with a focus on:
· Informing participants that there are no affinity sessions this month
· Preparing for Learning Session 4
· Preparing for Data Submission 8 
· Preparing for QI Submission 5
· Reminding participants about monthly Office Hours with link to sign up
· Recognizing any outstanding QI successes 
	Staff
	Aug 31
	July 31
	

	Sep 2019
	Weekly Planning Calls with Extended Planning Group Membership
	· Planning Calls guide the development and implementation of the Collaborative
· Agenda items and relevant documents sent before the call
	Planning Group
	Sep 4
Sep 11
Sep 18
Sep 25
	
	

	
	Learning Session 4
	· Develop LS4 agenda
· Inform participants about upcoming meeting and meeting expectations
· Develop LS4 meeting content
· Identify speakers
	Planning Group
HAB 
	Sep 30
	Review of Meeting Materials April 30 
	

	
	Data Submission 8
	· Submission of performance data by Community Partners to Regional Groups
· Reporting of Regional Group data to planning group
· Development of benchmarking report
· Review by planning group
	Participants
Regional Group
Intern
Planning Group 
	Sep 30
	Review of Data Reports
Sep 30
	

	
	QI Submission 5
	· Submission of QI interventions by Community Partners to Regional Groups
· Reporting of Regional Group to planning group
· Review by planning group
	Participants
Regional Group
Intern
	Sep 30
	Review of Reports
Sep 30
	

	
	Regional Group Meeting
	· Preparing for Learning Session 4, finalization of Regional Group Sustainability Storyboard
· Review Collaborative Assessment Tool
· Plan for sustainability 
	Regional Group
QI Coach 
	Sep 30
	NA
	

	
	Monthly Office Hour
	· Offering to respond to questions by participants; open to all participants
· Set up via scheduling program
	Staff
QI Coaches
	Sep 30
	
	

	
	Monthly Email Blast 
	· Email blast informing participants of upcoming events in the following month with a focus on:
· Introducing the Affinity ECHO Session topic for the month – Regional Response Team Leader Session
· Reminding participants about monthly Office Hours with link to sign up
· Preparing for sustainability
· Acknowledging planning group, faculty, QI coaches, Spokesperson
· Recognizing any outstanding QI successes
	Staff
	Sep 30
	Sep 30
	

	October 2019
	Weekly Planning Calls with Extended Planning Group Membership
	· Planning Calls guide the development and implementation of the Collaborative
· Agenda items and relevant documents sent before the call
	Planning Group
	Oct 2
Oct 9
Oct 16
Oct 23
Oct 30
	
	

	
	Affinity ECHO Session
	· Regional Response Team Leader Session (share individual experiences and learn from each other)
· Regional Group consumer session (to build QI capacity and increase consumer involvement)
	Affinity Faculty 
	Oct 31
	Discussion at Monitoring Calls Oct 31
	

	
	Regional Group Meeting
	· Review Post-LS4 Follow-up Activities 
· Review of Data Submissions 
· Following-up with Low Performers and Non-Submitters
· Implementation of Sustainability Plan
· Celebration of Achievements
	Regional Group
QI Coach
	Oct 31
	NA
	

	
	Monthly Office Hour
	· Offering to respond to questions by participants; open to all participants
· Set up via scheduling program
	Staff
QI Coaches
	Oct 31
	NA
	

	
	Monthly Email Blast 
	· Email blast informing participants of upcoming events in the following month with a focus on:
· Concluding the Collaborative
· Celebrating the success and highlight key achievements
· Sustainability going forward
· Recognizing each team
	Staff
	Oct 31
	Oct 31
	

	Post-Collaborative Phase
 

	January 2020
	Drafting of Collaborative Write Up
	· Conduct informant interviews
· Draft collaborative activities in a report
· Highlight best practices
· Submit to HAB for review and approval
	CQII 
	Jan 31
	Discussion at Monitoring Call
Feb 28
	

	March 2020
	Webinar Open to all RWHAP Recipients
	· Conduct national webinar to share collaborative findings and activities
· Highlight best practices and tools and resources ready for adoption by non-collaborative participants 
· Celebrate the journey of the collaborative
· Peer presentations to reduce HIV disparities for each of the four sub-populations
	CQII 
	Mar 31
	Review of Slides
Mar 31
	

	
	Finalization of Collaborative Report 
	· Summarize collaborative activities in a report
· Share with HAB for their review
· File report on website
	CQII 
	Mar 31
	Review of Report
Mar 31
	

	April 2020
	Share Report with Stakeholders
	· Share report with stakeholders
· Submit abstract and/or posters to conferences
	CQII 
	Apr 30
	Review of Abstracts
Apr 30
	

	May 2020
	Drafting of Evaluation Report 
	· Draft of findings reported to HAB 
· Update plan in response to feedback
	CQII
Abt
	May 31
	Discussion at Monitoring Call
May 30
	

	June 2020
	Outreach to Regional Groups
	· Conduct last outreach
· Ensure sustainability overtime
· Provide technical assistance if needed
	CQII 
	Jun 30
	NA
	

	
	Submission of Evaluation Report 
	· Submission of updated Evaluation Plan to HAB for review
· Finalization of Evaluation Plan
	CQII 
Abt
	Jun 30
	Review of Report
May 30
	



Appendix T: Pre-Work Technology Assessment
[bookmark: _Toc498090818]
end+disparities ECHO Collaborative: Pre-work Technology Assessment 

Thanks for joining the end+disparities ECHO Collaborative. This online survey will assist the planning group to better understand your individual and agency needs. The results will be summarized and shared with Collaborative participants.

Name:

Agency:

Regional Group: (pre-populate and list approved regional groups)

Webcam and Videoconferencing
The upcoming Collaborative utilizes virtual communication strategies to increase the levels of direct communication between participants, exchanges among regional groups, and access to quality improvement and content experts.

· How likely will you be able to consistently use a webcam for this Collaborative?
· Very likely 
· Somewhat likely
· Somewhat unlikely
· [If respondent chooses this answer, they will be directed to a sub-question before proceeding to the next question] What barriers would prevent you from routinely accessing a webcam? (Please select all that apply)
· Internal policies and procedures
· Firewall restrictions
· Don’t have a webcam
· Don’t know how to use or set up my webcam
· Privacy concerns
· Other: (Please Specify)
· Not at all likely
· [If respondent chooses this answer, they will be directed to a sub-question before proceeding to the next question] What barriers would prevent you from routinely accessing a webcam? (Please select all that apply)
· Internal policies and procedures
· Firewall restrictions
· Don’t have a webcam
· Don’t know how to use or set up my webcam
· Privacy concerns
· Other: (Please Specify)
· What is your level of comfort with using an online videoconferencing platform (such as WebEx, Go to Meeting, Zoom) to interact with peers and content experts? (Please select one)
· Highly Comfortable
· Comfortable
· Uncomfortable
· Highly Uncomfortable
· Never Used Before
· What is your level of comfort with using the Zoom platform for videoconferencing? (Please select one)
· Highly Comfortable
· Comfortable
· Uncomfortable
· Highly Uncomfortable
· Never Used Zoom
· What is your familiarity with Project ECHO? (Please select one)
· Currently use or involved with Project ECHO
· Familiar with Project ECHO
· Not familiar with ECHO

[Next page]

Health Information Systems
Having an understanding of the mix of health information systems in use across Collaborative participants assists HIV providers within the regional group to work collectively toward simplifying and standardizing existing data collection systems. 

· Does your agency utilize any of the following electronic health record systems?
· All Scripts
· Aviga
· Centricity
· eClinicalWorks
· Epic
· LabTracker
· SuccessEHS
· My agency uses another electronic medical record – please specify: 
· My agency does not have an electronic health record system
· Do you feel your agency (or someone at your agency) is knowledgeable about your health record system and has the ability to assist other agencies in using it for the purpose of the Collaborative?
· Yes
· No
· Does your agency enter data into any of the following data reporting systems?
· AIRS
· ARIES
· CAREWare
· MAVEN
· WITS
· We enter our data into another system for reporting – please specify:
· We do not enter data into any of these systems
· How do you rate your proficiency in the following areas?
	
	Not Proficient at All (Novice)
	Somewhat
Proficient (Intermediate)
	Completely Proficient (Expert)

	Data Extraction/Synthesis/Reporting
	
	
	

	Use of Data to Identify Disparities
	
	
	

	Use of Data to Develop QI Projects
	
	
	

	Use of Data to Evaluate QI Projects
	
	
	



· Have you stratified your performance measurement data in any of the following ways in the last year? (Please check all that apply)
· We have never stratified our quality data in any way 
· Age 
· Ethnicity 
· Gender 
· Geographic Location (distance to clinic) 
· Housing Status 
· Income Level 
· Insurance Status 
· Mental Health Assessment (completion) 
· Mode of Exposure to HIV 
· Race 
· Stage of HIV Disease (CDC defined) 
· Substance Use Assessment (completion) 
· How often do you synthesize and review performance measurement data to guide HIV-related quality improvement activities? 
· Never 
· Once per year 
· Twice per year 
· Quarterly 
· Monthly
· Other: (Please specify)

[Next Page]

Phone/Tablet Application

The Collaborative will develop a digital app for your smart phones or tablets, which can also be accessible through a website on computers. This app is a key communication tool for the Collaborative to send meeting reminders, create personalized meeting schedules, share documents from the collaborative, and directly communicate with other collaborative participants. 

· How likely would you download and use this application on your smart phone device or tablet? (Please select one)
· Very likely 
· Somewhat likely
· Somewhat unlikely
· Not at all likely
· Unsure at this point/Need more information
· Which device would be your preferred mode of accessing this application? (Please select all that apply)
· Smart Phone
· Tablet Device
· Computer or Laptop
· Other: (Please Specify)
· What are potential barriers to utilizing this application throughout the Collaborative? (Please select all that apply)
· Do not have a smartphone, tablet, or access to a computer
· Concerns about phone data use
· Internal policies to download and use apps
· Discomfort with using smartphone/tablet/computer devices
· Privacy concerns
· Other: (Please Specify)

[Next Page]

Support/Training
· Training on the following topics would be beneficial to my participation in the Collaborative (Please select all that apply):
· Using and setting up a webcam
· Using Zoom
· Using the App on Smart Phone and Tablet
· Accessing the App on the Computer
· Project ECHO
· Other: (Please Specify)
· Which methods of training and support would be most beneficial to your participation in the Collaborative? (Please select all that apply)
· Webinar sessions held before the commencement of the Collaborative
· Short online instructional videos
· Office Hours with Collaborative staff to trouble shoot issues
· Other: (Please Specify)
· Do you have any additional questions or comments on your use of technology in this Collaborative? [Open ended question - optional]. 

[Next Page]

Thank you for taking the time to complete this survey. 


Regional Group


Community Partners


Regional Response Team


Regional Response Team Leader



Initial Kick-off Sessions
March


Phase 1: Group Enrollment
March


Individual participants are given time to connect with other participants and find a group to indicate their interest to participate. These group nominations form the basis of Regional Groups. 


Groups are expected to have at least five recipients/subrecipients.


Review of Regional Group Nominations
April


The Planning Group reviews the group nominations and makes appropriate changes or redistributions.


Phase 2: Individual Registration
April


After accepting their placement into a Regional Group, individual recipients and subrecipients register their agency as Community Partners.


They submit information online, such as their subpopulation of focus, which will determine their Affinity Group membership, detailed contact information, etc.


This will be the first advertisement of this collaborative designed to introduce RWHAP recipients to the structure, purpose, and benefits of the collaborative.


It will explain the two-phased enrollment process.


The final list of Regional Groups are announced.
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Developing regional infrastructure


Regional


Affinity ECHO Session


QI Intervention Application


National


Capacity Building





Regional Group Meeting


Focus


QI Training


Improving care provided to subpopulations


Learning Sessions


Collaborative Updates and Peer Learning


Enabling Collaborative Participation


National
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Q3 The focus of our collaborative is to reduce HIV disparities in viral suppression rates in the
following four subpopulations: youth, transgender people, MSM of color, and African
American and Latina women. How important is the topic of reducing disparities for this
upcoming collaborative?
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Quality Improvement Collaborative Needs Assessment

Q20 How likely are you to join this national collaborative aiming to reduce
HIV disparities in key subpopulations? Please select one.
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Quality Improvement Collaborative Needs Assessment

Q21 Please indicate potential barriers that might prohibit you or your
agency from fully participating in the collaborative. Please select all that
may apply.
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Quality Improvement Collaborative Needs Assessment

Q22 Please indicate potential enablers that would encourage you to
participate. Please select all that may apply.
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Q7 How likely will you be able to consistently use a webcam for this
collaborative?
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Q8 What barriers might prevent you from routinely accessing a webcam?

Please select all that apply.

Answered: 67  Skipped: 192
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Q10 In your opinion, how beneficial would this app be for participants in
this collaborative?
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Q11 What are potential barriers to utilizing this app throughout the

Collaborative? Please select all that may apply.
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Quality Improvement Collaborative Needs Assessment

Q19 How can we assist you in completing these pre-work assignments?
Please select all that may apply.

Answered: 201 Skipped: 58
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Quality Improvement Collaborative Needs Assessment

Q12 After the first face-to-face Learning Session, how would you prefer
subsequent virtual learning sessions to be structured?
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Q6 What might prevent you from signing up as a regional improvement

group? Please select all that may apply.
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Q13 On which subpopulation would you focus your improvement work
during the collaborative?
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Q1 Name of your Ryan White HIV/AIDS Program recipient or
organization name if not a RWHAP recipient:


Answered: 208 Skipped: 51


1 / 28


Quality Improvement Collaborative Needs Assessment







16.33% 40


2.45% 6


6.53% 16


22.04% 54


13.06% 32


29.39% 72


21.63% 53


11.84% 29


Q2 Have you participated in any of the following past collaboratives?
Please select all that apply.


Answered: 245 Skipped: 14


Total Respondents: 245  
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83.78% 217


13.13% 34


1.93% 5


0.00% 0


1.16% 3


Q3 The focus of our collaborative is to reduce HIV disparities in viral
suppression rates in the following four subpopulations: youth, transgender


people, MSM of color, and African American and Latina women. How
important is the topic of reducing disparities for this upcoming


collaborative?
Answered: 259 Skipped: 0
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69.79% 164


22.55% 53


7.66% 18


Q4 Are you currently participating in a regional group of HIV recipients
that focuses on quality improvement (e.g., Regional Group, statewide


cross-Part quality improvement group, post-collaborative team)? Please
select one.


Answered: 235 Skipped: 24


TOTAL 235
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Do not know
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0.85% 2


24.26% 57


42.55% 100


32.34% 76


Q5 How frequently should your regional improvement group meet to
discuss the collaborative, provide feedback, prepare for learning


sessions, and share lessons learned? Please select one.
Answered: 235 Skipped: 24
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13.24% 27


21.08% 43


30.39% 62


24.02% 49


32.35% 66


34.80% 71


Q6 What might prevent you from signing up as a regional improvement
group? Please select all that may apply.


Answered: 204 Skipped: 55


Total Respondents: 204  
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41.88% 98


28.63% 67
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Q7 How likely will you be able to consistently use a webcam for this
collaborative?


Answered: 234 Skipped: 25


TOTAL 234
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13.43% 9


17.91% 12


62.69% 42


14.93% 10


23.88% 16


23.88% 16


Q8 What barriers might prevent you from routinely accessing a webcam?
Please select all that apply.


Answered: 67 Skipped: 192


Total Respondents: 67  
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6.06% 14


21.21% 49


72.73% 168


Q9 What is your familiarity with Project ECHO? Please select one.
Answered: 231 Skipped: 28
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Q10 In your opinion, how beneficial would this app be for participants in
this collaborative?


Answered: 227 Skipped: 32
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23.18% 51


12.27% 27


31.36% 69


43.64% 96
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Q11 What are potential barriers to utilizing this app throughout the
Collaborative? Please select all that may apply.


Answered: 220 Skipped: 39


Total Respondents: 220  
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9.48% 20
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Q12 After the first face-to-face Learning Session, how would you prefer
subsequent virtual learning sessions to be structured?


Answered: 211 Skipped: 48
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Q13 On which subpopulation would you focus your improvement work
during the collaborative?


Answered: 211 Skipped: 48
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86.41% 178


76.21% 157


61.65% 127
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70.39% 145


58.25% 120


29.13% 60


43.20% 89


Q14 What content areas or issues should be address during the
subpopulation-specific sessions with other agencies with the same


subpopulation? Please select all that may apply.
Answered: 206 Skipped: 53
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35.92% 74


53.88% 111


10.68% 22


Total Respondents: 206  
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0.00% 0


1.90% 4


31.28% 66


47.87% 101
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9.48% 20


Q15 How frequently should subpopulation-specific sessions with other
agencies occur to learn from each other? Please select one.


Answered: 211 Skipped: 48


TOTAL 211
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5.69% 12


9.48% 20


53.08% 112
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20.38% 43
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Q16 What reporting frequency do you suggest for reporting viral
suppression data? Please select one.
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49.76% 105


32.70% 69


6.16% 13


2.37% 5


9.00% 19


Q17 If you are asked to report your improvement interventions data every
three months, how likely would you routinely submit your interventions


through a provided online submission tool? Please select one.
Answered: 211 Skipped: 48


TOTAL 211


Very likely


Somewhat likely


Somewhat
unlikely


Not at all
likely


Unsure at this
point/Need m...


0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%


ANSWER CHOICES RESPONSES


Very likely


Somewhat likely


Somewhat unlikely


Not at all likely


Unsure at this point/Need more information


19 / 28


Quality Improvement Collaborative Needs Assessment







46.08% 94


34.31% 70


4.90% 10
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Q18 How likely will your organization complete all pre-work assignments
listed above? Please select one.


Answered: 204 Skipped: 55
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42.79% 86


49.25% 99


44.78% 90
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77.11% 155
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8.96% 18


Q19 How can we assist you in completing these pre-work assignments?
Please select all that may apply.


Answered: 201 Skipped: 58


Total Respondents: 201  


Webinar on
quality...


Webinar on
data systems...


Office hours
with staff t...


Short
instructiona...


Guiding
templates


Frequently
asked questi...


Other (please
specify)


0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%


ANSWER CHOICES RESPONSES


Webinar on quality improvement


Webinar on data systems and data collection


Office hours with staff to answer questions


Short instructional videos


Guiding templates


Frequently asked questions (FAQ)


Other (please specify)


21 / 28


Quality Improvement Collaborative Needs Assessment







47.96% 94


37.24% 73
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2.04% 4


8.67% 17


Q20 How likely are you to join this national collaborative aiming to reduce
HIV disparities in key subpopulations? Please select one.


Answered: 196 Skipped: 63
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74.09% 143
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2.07% 4


19.69% 38


Q21 Please indicate potential barriers that might prohibit you or your
agency from fully participating in the collaborative. Please select all that


may apply.
Answered: 193 Skipped: 66


Total Respondents: 193  
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43.62% 82


52.13% 98


48.40% 91


54.79% 103


43.09% 81
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52.66% 99


5.85% 11


Q22 Please indicate potential enablers that would encourage you to
participate. Please select all that may apply.


Answered: 188 Skipped: 71
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70.21% 132


36.17% 68


45.21% 85


68.09% 128


6.91% 13


Q23 What suggestions do you have to encourage RWHAP recipients and
subrecipients to participate in this national campaign? Where should we


promote the participation? Please select all that may apply.
Answered: 188 Skipped: 71


Total Respondents: 188  
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Q24 Do you have any other suggestions to increase participation in this
collaborative?


Answered: 57 Skipped: 202
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78.31% 148


21.69% 41


Q25 Please indicate whether we can contact you for further feedback in
the planning of this collaborative.


Answered: 189 Skipped: 70


TOTAL 189
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Yes
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100.00% 143


100.00% 143


Q26 Please provide the following information:
Answered: 143 Skipped: 116
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Your Name:


Your Email Address:
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		Q1 Name of your Ryan White HIV/AIDS Program recipient or organization name if not a RWHAP recipient:

		Q2 Have you participated in any of the following past collaboratives? Please select all that apply.

		Q3 The focus of our collaborative is to reduce HIV disparities in viral suppression rates in the following four subpopulations: youth, transgender people, MSM of color, and African American and Latina women. How important is the topic of reducing disparities for this upcoming collaborative?

		Q4 Are you currently participating in a regional group of HIV recipients that focuses on quality improvement (e.g., Regional Group, statewide cross-Part quality improvement group, post-collaborative team)? Please select one.

		Q5 How frequently should your regional improvement group meet to discuss the collaborative, provide feedback, prepare for learning sessions, and share lessons learned? Please select one.

		Q6 What might prevent you from signing up as a regional improvement group? Please select all that may apply.

		Q7 How likely will you be able to consistently use a webcam for this collaborative?

		Q8 What barriers might prevent you from routinely accessing a webcam? Please select all that apply.

		Q9 What is your familiarity with Project ECHO? Please select one.

		Q10 In your opinion, how beneficial would this app be for participants in this collaborative?

		Q11 What are potential barriers to utilizing this app throughout the Collaborative? Please select all that may apply.

		Q12 After the first face-to-face Learning Session, how would you prefer subsequent virtual learning sessions to be structured?

		Q13 On which subpopulation would you focus your improvement work during the collaborative?

		Q14 What content areas or issues should be address during the subpopulation-specific sessions with other agencies with the same subpopulation? Please select all that may apply.

		Q15 How frequently should subpopulation-specific sessions with other agencies occur to learn from each other? Please select one.

		Q16 What reporting frequency do you suggest for reporting viral suppression data? Please select one.

		Q17 If you are asked to report your improvement interventions data every three months, how likely would you routinely submit your interventions through a provided online submission tool? Please select one.

		Q18 How likely will your organization complete all pre-work assignments listed above? Please select one.

		Q19 How can we assist you in completing these pre-work assignments? Please select all that may apply.

		Q20 How likely are you to join this national collaborative aiming to reduce HIV disparities in key subpopulations? Please select one.

		Q21 Please indicate potential barriers that might prohibit you or your agency from fully participating in the collaborative. Please select all that may apply.

		Q22 Please indicate potential enablers that would encourage you to participate. Please select all that may apply.

		Q23 What suggestions do you have to encourage RWHAP recipients and subrecipients to participate in this national campaign? Where should we promote the participation? Please select all that may apply.

		Q24 Do you have any other suggestions to increase participation in this collaborative?

		Q25 Please indicate whether we can contact you for further feedback in the planning of this collaborative.

		Q26 Please provide the following information:
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Affinity Case Presentation 

Template

Presented By: [insert name here]

Organization: [insert agency here]

Affinity Group: [insert subpopulation here]

Date: [insert date here]


Microsoft_PowerPoint_Presentation.pptx
Affinity Case Presentation Template

Presented By: [insert name here]

Organization: [insert agency here]

Affinity Group: [insert subpopulation here]

Date: [insert date here]









Background



HIV Caseload (number of unduplicated HIV-infected clients in past 12 months):

[Insert number here]

Affinity Group (number of unduplicated HIV-infected clients in the selected subpopulation in past 12 months: [Insert number here]



Performance Data (please use the most recently available performance data):

Viral suppression rate for entire HIV caseload: [Insert number here]

Viral suppression rate for subpopulation: 	[Insert number here]



What was the rationale for choosing your subpopulation at the beginning of the collaborative? 

[Insert 1-2 bullets here]

What is your agency’s aim statement related to your subpopulation? :

[Insert aim statement]







Barriers

What are the most critical barriers preventing your agency from accomplishing the specified subpopulation goals and aims? 

[Insert 1-3 concrete barriers in short bullet form]



What category of improvement interventions have you used to reduce the disparities for your identified subpopulation? 

[Insert the selected category/categories from your Affinity Case Presentation Template Form]











Improvement Implementations

Interventions

[Insert description of intervention in 1-3 sentences]

[List additional interventions if necessary in 1-3 sentences each]

Outcomes

[Insert outcome of Intervention 1 in 1-3 sentences]

[Insert outcome of additional interventions in 1-3 sentences]







Lessons Learned and Recommendations

Outline any lessons learned or recommendations you have for others based on your agency’s improvement experiences so far.

[Insert from the Affinity Case Presentation Template Form in bullet form. Does not have to be complete sentences]









Asks

What are your agency’s 1-3 ‘asks’ from other affinity participants and faculty to assist you in addressing your barriers and moving your interventions forward? Please phrase those asks as questions and consider requests for specific tools to address a problem, specific advice, best practices.

[Insert your agency’s asks here. Use as much detail as required]





image1.png

end
+disparities








end
+kparties
Affinity Case Presentation
Template
[ ——
Orprnsdn et sy
Ay o e o]
e e el





image1.emf

image43.emf
Transgender

Youth  (<25 yo)

MSM of Color

AA/Lat Women

Retention

Viral SuppressionCapacity Building

Case Mgmt

Experience Evals

Health Systems

Info Systems

Outreach

Patient Focused

# Name of Intevention Costs

SPNS

IAPAC

ShareLab

Other Lit

X X X X X X X 1 SAMHSA YMSM Training $ X

X X X X X X 2 Practice-based Evidence Seminars $$ X

X X X X 3 Brothers Saving Brothers (based on CDC EBI Many Men Many Voices) $ X

X X X X 4 New Horizons (based on CDC EBI Horizons) for young women $ X

X X X X X X X 5 Navigation Services Coupled with Client Ed and Stigma Reduction $ X

X X X X 6 Kids Xmas Project - for kids who otherwise would not have one $ X

X X X X 7 Baby Shower - for poor women who otherwise would not have one $ X X

X X X X 8 Co-located Behavioral Health, Housing, and Treatment Services $ X

X X X X X 9 Transgender Linkage to Care Program $ X

X X X X X X 10Systematic Monitoring of Retention $ X

X X X X X X 11Brief, Strengths Based Case Management $$ X

X X X X X X 12Intensive Outreach for Those Out of Care $ X X

X X X X X X 13Peer or Paraprofessional Navigators $ X

X X X X X X 14Self-reported Adherence Assessment by Patients $ X

X X X X X X 15Pharmacy Refill Data Review by Providers $ X

X X X X X X 16Switching to Once Daily Regimens $ X

X X X X X X 17Pill Reminder Devices $$ X

X X X X X X 18Specific Adherence Discussion Tools $ X

X X X X X X 19Group Education and Adherence Counsel $ X

X X X X X 20Offering Peer Support Services $$ X X

X X X X X X 21DAART for Patients with substance use disorders $$ X

X X X X X 22Screening/Mgmt for MH/SU Disorders $ X

X X X X 23Peer-driven Out of Care Reach $$ X

X X X X X X X 24Exit Surveys and Interviews for Patients Transferring Out $ X

X X X X X 25Corrections Initiattive $$ X

X X X 26Mpowerment YMSM Project $ X

X X X X 27Social Networks Strategy (Social Networks Testing) $ X

X X X 28Motivational Interviewing for YMSM $ X

X X X X X 29LaPHIE $ X

X X X X X X 30Virginia DPH Active Referral $ X

X X X X X 31Louisiana Video Conferencing $$ X

X X X X 32Homeless Youth Support $$$ X

Populations Focus Categories

end+disparities Intervention Grid

Source Intervention


image2.png
end
+disparities




Microsoft_Excel_Worksheet.xlsx
Intervention Grid

		Populations								Domain				Categories																Intervention Details												Type								HYPERLINKS

		Transgender		Youth  (<25 yo)		MSM of Color		AA/Lat Women		RET		VLS		Capacity Building		Case Mgmt		Experience Evals		Health Systems		Info Systems		Outreach		Patient Focused		Reminder Systems		Intervention Name		Intervention Description		Duration of Intervention		Costs		Inputs		Outputs		SPNS		IAPAC		ShareLab		Other Lit		Link 1		Link2		Link 3		Link 4		Link 5		Link 6		Link 7		Link 8		Link 9		Link 10

				X		X				X		X				X		X								X				SAMHSA YMSM Training		Stigma reduction, making services fun/engaging for kids, strategies for behavioral change leading to patient engagement		1 day, FU based on links back to resources for further education		$		F2F training including support (online version coming eventually), website resources too		trained professionals								X		http://www.samhsa.gov/behavioral-health-equity/lgbt/curricula 

				X						X		X		X				X								X				Practice-based Evidence Seminars		Call for applications across the US based on innovative YMSM activities. Focus groups were formed to discuss and describe what work is occuring in the field. By service, how are patients brought in and retained? How are the service needs of a population different from the needs of other populations.		2 day summit and lots of followup		$$		SMEs and indivduals interested in making a difference. Need to have strong recording 		white paper to categorize and rate the various methods to engage YMSM LGBT pops in BH services								X		https://pbrn.ahrq.gov/ 

						X				X		X		X																Brothers Saving Brothers (based on CDC EBI Many Men Many Voices)		Didactic series - 6 subcomponents to each section/group (ie. Comfort with my sexuality). Highly interactive. Video (10min) to seed more discussion. Standardized curriculum, but advise more listening than talking for the person delivering. Outreach via facebook, palm cards, condom drops at bars, peer-led (recruit from friend/network bases). Try to keep to 10 clients		5 session intervention over 2 days (was been dropped to 3 sessions over 2 days. Now its one 5 hour intervention on 1 day). A Booster session is available for folks who have done the original more than 6 months back.		$		Staff and training materials		Trained and empowered men								X		https://careacttarget.org/sites/default/files/rw2010/papers/A-23A.pdf 

								X		X		X		X																New Horizons (based on CDC EBI Horizons) for young women		Run onsite at the host organization. A booklet is provided for the girls to follow along and keep (summary of activities). Recruit from testing sites, county jail, halfway houses, health fair. Try to keep session to 10 participants		4 hours (can be 5 hours)		$		Transportation, Staff, trainng materials, $50 incentive for completing the group, food provided		Trained and empowered women. Training handouts								X		http://www.peds.med.wayne.edu/horizons/about.php 

		X		X		X		X		X		X										X								HITEC Activities using EMR capabilities		EMR-level activity to help improve care continuum performance (surveillance analysis, e-prescribing and e-labs values, referrals coordination, patient portals)		1 year				too long for our campaign										X		https://careacttarget.org/sites/default/files/rw2012/D32.pptx

		X		X		X		X		X		X				X														Navigation Services Coupled with Client Ed and Stigma Reduction		Stigma reduction, client education, navigation and referral services bundled into one!		6 months to 1 year		$		EMR, navigator		healthier clients								X		http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2821857/ 		https://www.engenderhealth.org/pubs/hiv-aids-sti/reducing-stigma.php		http://www.catie.ca/en/pif/fall-2014/health-navigation-review-evidence

				X						X		X														X				Kids Xmas Project - for kids who otherwise would not have one		Kids enrolled in case management with good retention are added to the roster to receive a gift		annual for 1 month		$		EMR, case manager, toys/clothes/gifts		Happy kids and parents, fulfilled staff, rapid word of mouth leading to greater engagement								X		https://www.m2m.org/m2m-presents-on-retention-in-care-at-the-global-maternal-newborn-health-conference/ 

								X		X		X														X				Baby Shower - for poor women who otherwise would not have one		Women who are pregnant (or who they find out are pregnant) are invited to have a baby shower at the clinic if they have had good retention in care		second trimester of preg		$		EMR, case manager, toys/clothes/gifts		Happy moms, better retention, MTCT prevention improved						X		X		http://www.nqcsharelab.org/topic/18/17-mcgregor-clinic 		http://www.thelancet.com/pdfs/journals/langlo/PIIS2214-109X(15)00188-6.pdf

		X		X		X		X		X		X														X				Holiday Dinner - interactive and free for participants		Interactive, free dinner events to engage community members		2-3 weekends per year				no link with additional information										X		No links could be identified

				X						X		X								X										Co-located Behavioral Health, Housing, and Treatment Services		Engagement site has intensive colocated BH and CM servcies. Transition to other transitional living programs on graduation		6 months		$		EMR, case manager, counselors, housing/beds		Happier kids, more stable kids								X		http://www.integration.samhsa.gov/STIRR_IT_Abstract_-_FINAL.pdf 		http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2231631/		http://bmchealthservres.biomedcentral.com/articles/10.1186/1472-6963-10-246

		X								X				X				X								X				Transgender Linkage to Care Program		gender affirming care had association w/better outcomes (hormone therapy, provider competencies, perceived support)		Ongoing		$		Gender-affirming care (hormone therapity, compentency training										X		http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3925767/		http://www.fhi360.org/projects/linkages-across-continuum-hiv-services-key-populations-affected-hiv-linkages		http://www.cdc.gov/hiv/group/gender/transgender/

				X						X										X						X				Youth Transition Planning to Adult Care		Housing program for youth that focus on problem solving and healthy living instead of preparing for death. Linkage and referral specialists are on hand to asssit with transitions. 		2 years				too long for our campaing								X		X		http://www.nqcsharelab.org/topic/178/136-nema-njcri		http://www.hivguidelines.org/clinical-guidelines/adolescents/transitioning-hiv-infected-adolescents-into-adult-care/

		X		X		X		X		X												X								Systematic Monitoring of Retention		Entry into care after HIV diagnosis, defined as a visit with an HIV care provider authorized to prescribe ART, has been associated with improved survival. Within a given jurisdiction or service area, providers of testing services, local public health institutions, and medical clinics have a shared responsibility to monitor entry into HIV care. Roles and accountability should be clearly established on a local level. Integration of multiple data sources, including surveillance data, administrative databases, and medical clinic records, may enhance monitoring of initial entry into HIV care.		Ongoing		$		EMR Capability, staff trained on EMR data entry, staff trained on EMR data extraction, synthesis, and analysis						X						http://www.ncbi.nlm.nih.gov/pubmed/21142607 		http://www.ncbi.nlm.nih.gov/pubmed/19144168

		X		X		X		X		X						X														Brief, Strengths Based Case Management		The Antiretroviral Treatment and Access Study evaluated entry into and retention in care as part of a multisite RCT in several U.S. care sites comparing strengths-based case management sessions (up to 5 in a 90-day period) with passive referrals for local care among patients with recently diagnosed HIV infection. Trained social workers helped clients to identify their internal strengths and assets to facilitate successful linkage to HIV medical care. A significantly higher proportion of the case-managed participants visited an HIV clinician at least once within 6 months (78% vs. 60%) and at least twice within 12 months (64% vs. 49%). However, availability of resources may impede implementation in a given jurisdiction or service area.		90 days		$$		Case managers trained in ARTAS						X						http://annals.org/article.aspx?articleid=1170890#r24-9 

		X		X		X		X		X														X						Intensive Outreach for Those Out of Care		In a sample of 104 individuals in whom HIV was diagnosed within 6 months before enrolling in the U.S. Special Projects of National Significance Outreach Initiative, 92% attended medical appointments within 6 months of enrollment. At study baseline, 14% of individuals had undetectable HIV-1 RNA, which increased to 45% after 12 months of follow-up. This observational demonstration project used a variety of approaches, focusing on individuals considered underserved by the health care system (such as women, youth, and people with a history of substance use or mental illness).		6-12 months		$		case managers and other providers are trained in early intensive outreach and stigma management. Case managers and other providers trained in barriers and facilitators cataloguing						X		X				http://annals.org/article.aspx?articleid=1170890#r25-9 

		X		X		X		X		X																X				Peer or Paraprofessional Navigators		Patient navigation has been described as a model of care coordination and is largely based on peer-based programs established for patients with cancer. Patient navigators are trained to help HIV-infected patients facilitate interactions with health care. In an analysis of 4 patient-navigation interventions from the U.S. Special Projects of National Significance Outreach Initiative, involving more than 1100 patients who were inconsistently engaged in care, the proportion with at least 2 visits in the previous 6 months increased from 64% at baseline to 87% at 6 months and 79% at 12 months in the intervention group (26). In addition, the proportion of patients with undetectable HIV-1 RNA was 50% greater at 12 months than at baseline.		6-12 months		$		Patient Navigators trained to assess and address patient barriers to care. Patient Navigators trained to 						X						http://annals.org/article.aspx?articleid=1170890#r26-9 

		X		X		X		X				X				X														Self-reported Adherence Assessment by Patients		Self-reported ART adherence has consistently been associated with HIV-1 RNA levels. Although it commonly overestimates adherence, self-reported nonadherence has a high predictive value. Self-report is less strongly associated with treatment response than are EDM- or pharmacy-based measures, but relative ease of implementation further supports its use in clinical care. Careful attention must be paid to collecting self-report data in a manner that makes reasonable demands on memory. Therefore, questionnaires should inquire only about specific doses taken over a short time interval (for example, in the previous week or less) and about global measures of adherence over a somewhat longer time (for example, in the previous month).		Ongoing		$		Providers trained in patient self-reporting: Visual Analogue Scale (VAS) and Swiss HIV Cohort Study Adherence Questionnaire (SHCS-AQ). 						X						http://www.ncbi.nlm.nih.gov/pubmed/18754705 		http://www.ncbi.nlm.nih.gov/pubmed/15528063

		X		X		X		X				X								X										Pharmacy Refill Data Review by Providers		Many observational studies across the globe have demonstrated the validity of pharmacy refill data as an ART adherence measure, including medical records, claims data, and ad hoc pharmacy contact. Pharmacy measures are useful for as long a period as the refill records are maintained. The interval over which refill records can be used depends on the days' supply (that is, the length of time the medication dispensed is intended to last).		3-6 months		$		Train providers, pharmacists, and quality managers / data specialists in pharmacy-based measures for adherence (time to refill defined adherence)						X						http://www.ncbi.nlm.nih.gov/pubmed/15528063 		http://www.ncbi.nlm.nih.gov/pubmed/18667926		http://www.ncbi.nlm.nih.gov/pubmed/16878045		http://www.ncbi.nlm.nih.gov/pubmed/17053858

		X		X		X		X				X														X				Switching to Once Daily Regimens		Several studies have demonstrated successful switching to once-daily dosing for patients with suppressed virus on a multiply-dosed regimen. Often, studies are limited by small sample size, short follow-up, or changes in ART regimens accompanying the switch to a once-daily regimen, so factors including toxicity, tolerability, and related considerations may contribute to observed findings. Treatment history and prior ART resistance are particularly important considerations when switching regimens for treatment-experienced patients.		Ongoing		$		Training for providers on the importance of prescribing the easiest regimens to take (one pill once daily)						X						http://www.ncbi.nlm.nih.gov/pubmed/18547903		http://www.ncbi.nlm.nih.gov/pubmed/19357529		http://www.ncbi.nlm.nih.gov/pubmed/18631255		http://www.ncbi.nlm.nih.gov/pubmed/15876285				http://www.ncbi.nlm.nih.gov/pubmed/18090049

		X		X		X		X				X														X				Pill Reminder Devices		An adherence benefit of dose-time reminder alarms has been reported. Strategies using cellular technology (short message service communication) have demonstrated improvement in adherence and HIV-1 RNA. Methods ranged from texting dosing reminders with or without requesting a response to texting weekly check-ins from the clinic with telephone follow-up for those requesting it. One study found better ART adherence was achieved with use of texting with expected reply (interactive) than simple 1-way reminders.		20 weeks		$$		Train providers and patients on the use of reminder devices. Train providers to identify patient barriers to adherence for discussion and work around.						X						http://www.ncbi.nlm.nih.gov/pubmed/15659884 		http://www.ncbi.nlm.nih.gov/pubmed/14617500		http://www.ncbi.nlm.nih.gov/pubmed/21252632		http://www.ncbi.nlm.nih.gov/pubmed/21071074

		X		X		X		X				X		X																Specific Adherence Discussion Tools		The available literature suggests that some tools may be more beneficial to patient adherence when combined with education or counseling. Seven studies (Appendix Table 2) evaluated a particular adherence tool (pill organizer, dose planner, reminder alarm device, or EDM) as distinguished from general one-on-one education and counseling. All but 1 demonstrated an effect on adherence, and 3 of the 6 that investigated effects on biological markers found significant positive effects. Three studies from the Netherlands and China that used EDMs with counseling about missed doses showed improvement in adherence, and 2 showed improvement in biological markers. A factorial-design RCT and an RCT from Kenya showed the inferiority of using a reminder device without counseling and suggested that tools may be most successful when offered as part of a comprehensive support package.		5 months		$		Weekly pill counting and counseling for patients on the importance of adherence. Medical information from other providers and external hospitals for comparison.						X						http://www.ncbi.nlm.nih.gov/pubmed/11091772 		http://www.ncbi.nlm.nih.gov/pubmed/16249712		http://www.ncbi.nlm.nih.gov/pubmed/17091022		http://www.ncbi.nlm.nih.gov/pubmed/20957423		http://www.ncbi.nlm.nih.gov/pubmed/15989434		http://www.ncbi.nlm.nih.gov/pubmed/20658830		http://www.ncbi.nlm.nih.gov/pubmed/19771504

		X		X		X		X				X		X																Group Education and Adherence Counsel		The evidence base included 7 studies of group-based education and counseling programs targeting general clinic populations (Appendix Table 2). Although some studies have demonstrated significant improvements in ART adherence, HIV-1 RNA, or CD4 cell counts and 1 study demonstrated effects in specific subsets of participants, other studies showed no significant improvements in adherence. Notably, studies targeted diverse patient groups and used a wide range of interventions, so the evidence does not clearly converge to support one particular approach to offering group education and counseling. Characterizing these interventions as “group” interventions designates their main modality, but several interventions also used an individual component or support for group members.		1 month		$		Training of providers in provision of group adherence counsiling and peer support. Weekly sympton management groups for patients, Continuity and telephone counselnig picks up when the weekly groups end						X						http://www.ncbi.nlm.nih.gov/pubmed/16866809		http://www.ncbi.nlm.nih.gov/pubmed/21233431		http://www.ncbi.nlm.nih.gov/pubmed/16283835		http://www.ncbi.nlm.nih.gov/pubmed/16449425		http://www.ncbi.nlm.nih.gov/pubmed/18512141		http://www.ncbi.nlm.nih.gov/pubmed/16839250

		X		X		X		X						X																Multidisciplinary Education		Use of multidisciplinary teams is distinct from multiple team members duplicating efforts or content addressing adherence; multidisciplinary team members have clearly delineated roles and cover content specific to their particular area of expertise. A health-team approach in which 109 ART-naive patients met with a pharmacist, dietitian, and social worker for targeted education and counseling before ART initiation did not produce significant effects on pharmacy refill–based adherence at 12 months but did significantly affect HIV-1 RNA outcomes. Another intervention using nurses and pharmacists targeted multiple factors (such as diet, work, social support, tools, and skills-building); significant effects on adherence were reported, but HIV-1 RNA and CD4 cell count did not change significantly.		20 weeks		$		SAME AS ROW 23 ABOVE						X						http://www.ncbi.nlm.nih.gov/pubmed/15659884 		http://www.ncbi.nlm.nih.gov/pubmed/16839250

		X		X		X		X																		X				Offering Peer Support Services		Nine studies were reviewed and showed mixed outcomes (119–127). One reported null findings from a peer-based psychoeducational group (120), and 8 studies examining interventions involving treatment partners or peers, or both, demonstrated some success. The evidence base exhibits diverse results for use of peers. Several interventions, including treatment partners to supervise or directly administer ART (121–123, 127) and peers to provide social support (119, 124–126), showed improvement in adherence or biological markers or both. Combination of use of peers and intervention in these studies limits the ability to draw conclusion on the specific effect of peers versus the interventions they delivered.		Ongoing		$$		Weekly team meetings to discuss patients who are non-adherent to appointments or treatment regimens. Collaboration with hospitals and housing programs in the area. Funds for gift card incentives to reward those who are successful in te rpgoram.						X		X				http://www.nqcsharelab.org/topic/130/183-jcmc-center-for-comprehensive-care 

		X		X		X		X												X										Interventions to Improve Food/Housing		Research with U.S. homeless populations have shown mixed results, but HIV-1 RNA levels improved in an as-treated analysis of a housing provision intervention. Case management is discussed in Recommendation 32. Cohort studies from Nigeria and Zambia with comparator groups evaluated outcomes of interventions for food-insecure patients and showed that ART adherence, retention in care, and clinical outcomes can be enhanced with food supplementation programs. Addressing transportation issues in the context of case management and a home visit also may decrease missed appointments, especially among women with mental health or substance use disorders.		1 year				too long for our campaign						X						http://www.ncbi.nlm.nih.gov/pubmed/19949848 		http://www.ncbi.nlm.nih.gov/pubmed/18769349		http://www.ncbi.nlm.nih.gov/pubmed/20199989		http://www.ncbi.nlm.nih.gov/pubmed/17570298

		X		X		X		X				X								X										Integration of Med Manage into Pharmacy		Pilot pharmacies in California offered services to manage adverse drug effects, evaluate patient adherence in consultation with physicians and case managers, and tailor drug regimens to accommodate specific patient needs. Analysis of claims data for pilot pharmacies found that a larger percentage of pilot pharmacy patients were classified as adherent to ART on the basis of pharmacy refill data, used fewer contraindicated regimens, and had fewer excess medication fills than those with standard pharmacy care.		1 year				too long for our campaign						X						http://annals.org/article.aspx?articleid=1170890#r135-9 

		X		X		X		X												X										Offering Buprenorphine to patients with substance use disorders		Among patients with opioid dependence, both methadone and buprenorphine maintenance treatments improve medication adherence , ART uptake, and biomarkers. Integration of buprenorphine into HIV clinical care settings increased retention in care and ART prescription in 1 RCT, but ART adherence was unchanged because most patients were already adherent to ART at baseline.		1 year				too long for our campaign						X						http://www.ncbi.nlm.nih.gov/pubmed/21317590 		http://www.ncbi.nlm.nih.gov/pubmed/12683743		http://www.ncbi.nlm.nih.gov/pubmed/16542797		http://www.ncbi.nlm.nih.gov/pubmed/20331553		http://www.ncbi.nlm.nih.gov/pubmed/18778390		http://www.ncbi.nlm.nih.gov/pubmed/20177974		http://www.ncbi.nlm.nih.gov/pubmed/20513828

		X		X		X		X				X				X														DAART for Patients with substance use disorders		Four RCTs and 3 prospective cohort studies of DAART showed significant HIV-1 RNA or CD4 cell count improvements compared with self-administered therapy. Follow-up data from 1 trial, however, failed to demonstrate persistent effects on biological outcomes after DAART was discontinued.		6 months		$$		Providers trained to provide DAART to non-suppressed patients 5 days a week. Mobile clinics are helpful, but not required. 						X						http://www.ncbi.nlm.nih.gov/pubmed/17712763 		http://www.ncbi.nlm.nih.gov/pubmed/17589194		http://www.ncbi.nlm.nih.gov/pubmed/19131891		http://www.ncbi.nlm.nih.gov/pubmed/10889588		http://www.ncbi.nlm.nih.gov/pubmed/15156431		http://www.ncbi.nlm.nih.gov/pubmed/16044005

		X		X		X		X																		X				Screening/Mgmt for MH/SU Disorders		Randomized, controlled trials indicate that cognitive–behavioral therapy for depression and psychosocial stress improves ART adherence when conducted in tandem with ART adherence counseling. Combined mental health and ART adherence counseling interventions have shown significant reductions in depressive symptoms, improved ART adherence, and improved treatment outcomes in RCTs. In contrast, an RCT of a stress management intervention with no ART adherence counseling reduced psychological distress but did not improve ART adherence or treatment outcomes. Evidence further indicates that pharmacologic treatment of depression is beneficial for ART adherence and treatment outcomes.		10 weeks		$		Train clinical pharmacists to provide cognitive behavioral stress management intervention in combination with antiretroviral medical adherence counseling.						X						http://www.ncbi.nlm.nih.gov/pubmed/16449425 		http://www.ncbi.nlm.nih.gov/pubmed/18356607		http://www.ncbi.nlm.nih.gov/pubmed/19210012		http://www.ncbi.nlm.nih.gov/pubmed/21445376		http://www.ncbi.nlm.nih.gov/pubmed/18091609		http://www.ncbi.nlm.nih.gov/pubmed/21135328		http://www.ncbi.nlm.nih.gov/pubmed/15764960

						X				X								X						X						Peer-driven Out of Care Reach		•We have an Peer Outreach Coordinator, and there are three more waiting to start soon. One will work with our partners to tackle MSM, the other will work as a bilingual Case Manager and also target the Hispanic population. The third will go out into the areas covered under our grant. 

•Patients who have been gone for years, and reconnected to care by their primary care providers when they come into the Health Center for primary care needs. 

•We are providing transportation via bus passes to make sure that those in care are able to come for appointments. We have been averaging two no shows a month for HIV clinic appointments. 
		6 months		$$		Peer outreach workers are avaialble and trained to provide field outreach, cultural competency, and field safety. Outreach workers are trained to distribute and track transportation vouchers for individuals coming back into the program.								X				http://www.nqcsharelab.org/topic/146/188-c-w-williams-community-health-center-inc 

		X		X		X		X		X								X								X				Exit Surveys and Interviews for Patients Transferring Out		We have created “exit surveys” for Matthew 25 to get a better grasp on why the patients that are leaving care with M25 are leaving. We are hoping this will give us the data we need to make possible improvements in patient care.

M25 also conducts client satisfaction surveys to help identify any concerns clients may have. The results are given to staff, M25’s Board of Directors, and consumers involved in the CQI client group. 

Now, with electronic medical records and eClinical Works, our schedulers have been keeping track of missed appointments electronically. We are currently trying to find a way to measure the effectiveness of this change. 

We are re-evaluating our scheduling policy and procedures based on what to do if a client no-shows (call client the same day to try to schedule another appt, etc.). 		Ongoing		$		Training for front end staff on interveiwing patients who are exiting. Data collection tool and electornic analysis capacity needed.								X				http://www.nqcsharelab.org/topic/87/89-matthew-25-aids-services-inc 

		X		X		X		X						X																Transitional Care Coordination: From Jail Intake to Community HIV Primary Care 

Sarah Cook-Raymond: Sarah Cook-Raymond:
So the intervention focused on really anyone with HIV of which several of the populations were included in the study. Impact is wrapping up a case study intervention how-to now (that should be available come late May) specific to AA women in jail.

Multiple resources currently available about jail at large:

Training manual, curriculum, pocket guide, and webinar series all found here: https://careacttarget.org/ihip/jails

Enhancing Linkages: Opening Doors for Jail Inmates. What’s Going on @ SPNS: www.hab.hrsa.gov/abouthab/files/cyberspns_enhancing_linkages_may_2008.pdf

 HRSA Consultation Meeting. Enhancing Linkages to HIV Primary Care in Jail Settings: www.hab.hrsa.gov/abouthab/files/enhancinglinkages.pdf

Enhancing Linkages to HIV Primary Care and Services in Jail Settings implementation guide and evaluation instruments www.enhancelink.org 

Jail: Time for Testing: www.enhancelink.org/EnhanceLink/documents/Jail%20-%20Time%20for%20Testing.pdf

Alison Jordan is a great contact as it's her SPNS model that's being replicated in this most recent SPNS replication go around on jails: ajordan@nychhc.org

Relevant and useful peer-reviewed journal articles on this intervention include the following:
 
Adherence to HIV Treatment and Care among Previously Homeless Jail Detainees. www.ncbi.nlm.nih.gov/pmc/articles/PMC3325326/

Contribution of Substance Use Disorders on HIV Treatment Outcomes and Antiretroviral Medication Adherence Among HIV-Infected Persons Entering Jail. www.ncbi.nlm.nih.gov/pmc/articles/PMC3818019/
￼
Correlates of Retention in HIV Care after Release from Jail: Results from a Multi-site Study. www.ncbi.nlm.nih.gov/pmc/articles/PMC3714328/

An Exploration of Community Reentry Needs and Services for Prisoners: A Focus on Care to Limit Return to High Risk Behavior. www.ncbi.nlm.nih.gov/pubmed/21663540

 Gender Disparities in HIV Treatment Outcomes Following Release From Jail: Results From a Multicenter Study. www.ncbi.nlm.nih.gov/pmc/articles/PMC3953795/

Gender Differences in Baseline Health, Needs at Release, and Predictors of Care Engagement Among HIV-positive Clients Leaving Jail. www.ncbi.nlm.nih.gov/pmc/articles/PMC3758427/

Health outcomes for HIV-infected persons released from the New York City jail system with a transitional care- coordination plan. www.ncbi.nlm.nih.gov/pubmed/25521890
u Jail: Time for Testing. Yale University School of Medicine www.enhancelink.org/EnhanceLink/documents/Jail%20-%20Time%20for%20Testing.pdf

Linking HIV-positive Jail Inmates to Treatment, Care, and Social Services After Release: Results from a Qualitative Assessment of the COMPASS Program. www.ncbi.nlm.nih.gov/pmc/articles/PMC3005089/

Post-Release Substance Abuse Outcomes among HIV-infected Jail Detainees: Results from a Multisite Study. www.ncbi.nlm.nih.gov/pmc/articles/PMC3600070/

Rapid HIV Testing in Rapidly Released Detainees: Next Steps. http://journals.lww.com/stdjournal/ Fulltext/2009/02001/Rapid_HIV_Testing_In_Rapidly_Released_Detainees_.9.aspx#

Transitional Care Coordination in New York City Jails: Facilitating Linkages to Care for People with HIV Returning Home from Rikers Island. www.ncbi.nlm.nih.gov/pubmed/23128979

Understanding the Revolving Door: Individual and Structural-level Predictors of Recidivism Among Individuals with HIV Leaving Jail. www.ncbi.nlm.nih.gov/pmc/articles/PMC4049299/		This intervention focuses on any individuals who are HIV+ in jail settings. The primary focus is the creation of a discharge plan while they are being detained and then a "warm transition" and active followup post-release to a Ryan White case manager as well as social support ervices. The intervention style has been shown to improve linkage to care and subsequent retention.		6 months		$				too little infomration available on actual interventions		X								http://hab.hrsa.gov/abouthab/special/carejail.html 

		X		X		X		X																X		X				Integration of Buprenorphine into HIV Primary Care

Sarah Cook-Raymond: Sarah Cook-Raymond:
Question: currently youth are experiencing high rates of opioid abuse, though other populations listed experience higher rates than the general public. The intervention wasn't specific to just one group though. Given the plethora of attention from the President and HHS about addressing the opioid epidemic in America, it seems likek this should be included but how do you think it shoudl be treated (ie. should all boxes be checked)?		Intervention focuses on treatment of opioid abuse with buprenorphine and includes prescribing, monitoring for withdrawal symptoms, and integration of this treatment into the broader HIV primary care setting. Emphasis is on the "care coordinator" (also called the "glue person") who is a consistent figure, typically a nurse, who serves as the point person for patients. Addressing opioid abuse leads to improved health outcomes and more consistent engagement into HIV primary care. 		Ongoing - requires certifiation				too long for our campaign				X								https://careacttarget.org/ihip/buprenorphine 

		X						X																X						Peer Linkage and Re-Engagement		Focuses on re-entry best practices from prison to better link, engage, and retain HIV+ persons transitioning back to the community.		1 month						could not find resources online. Link to right is broken		X								http://www.hgwg.org/prep 

								X								X														Targeted HIV Outreach & Enhanced Patient Navigation

Sarah Cook-Raymond: Sarah Cook-Raymond:
Multiple related web links: 
HAB working group document: www.hab.hrsa.gov/abouthab/files/outreachstrategiesmar10.pdf 

HAB consultation summary document: www.hab.hrsa.gov/abouthab/files/hivoutreachaug06.pdf

Making the Connection: Promoting Engagement and Retention in HIV Medical Care Among Hard to Reach Populations: https://careacttarget.org/library/making-connection-promoting-engagement-and- retention-hiv-medical-care-among-hard-reach

Related documents that include this intervention and also go beyond it to summarize synergistic SPNS interventions that also include outreach and navigation for hard to reach populations: 

Training Manual: https://careacttarget.org/library/innovative-approaches-engaging-hard-reach-
populations-living-hivaids-care-training-manual.

 Curriculum:https://careacttarget.org/library/innovative-approaches-engaging-hard-reach-
populations-living-hivaids-care-curriculum
		A community-level intervention focused on addressing needs among young gay and bisexual men. Emphasis on connecting youth online to foster sense of community, answer questions, provide health and HIV education, and offer a safe place to ask questions with a medical provider.		2 years						too long for our campaign		X								http://hab.hrsa.gov/abouthab/special/outreachandintervention.html 

		X		X		X		X								X														Corrections Initiattive		Focuses on re-entry best practices from prison to better link, engage, and retain HIV+ persons transitioning back to the community.		Ongoing		$$		Enhance existing linkage/referral programs between criminal justice and health institutions. Develop new programs in crimimal justice institutions where they don't already exist. Develop new community-based networks of HIV providers and criminal justice institutions				X								http://www.hab.hrsa.gov/abouthab/files/openingdoors.pdf 

				X		X																		X						Mpowerment YMSM Project

Sarah Cook-Raymond: Sarah Cook-Raymond:
Michael, the website for Mpowerment is mpowerment.org but the modules are private for use only by the YMSM enrolled into the intervention. 

There is, however, a description of it on the CDC Effective Interventions site so I included that hyperlink here but wanted you to know where the project site was too.

Future FYI, Impact is developing a patient self management module series for black YMSM right now called "Bijou." It's rolling out in the next month+ to the first group of cohort participants and the research won't conclude until end of August. At that point though, Lisa Hightow-Weidman shoudl have some findings and other info to share.		Intervention focuses on providing motivational interviewing to move young MSM towards healtier behaviors and improved engagement in care.		Ongoing		$		Peer outreach training for staff involved in the intervention. Formation of small groups of participants. Pubilcity campaign for the intervention. Access to the Mpowerment.org website contains instructions and the list of materials needed				X								https://effectiveinterventions.cdc.gov/en/highimpactprevention/Interventions/MPowerment.aspx 

				X		X										X										X				Social Networks Strategy (Social Networks Testing)

Sarah Cook-Raymond: Sarah Cook-Raymond:
Michael, Wisconsin used this strategy first for a CDC-funded smaller-scale project and then for the SPNS System Linkages work. They focused both interventions on MSM of color, particularly YBMSM. The intervention itself, however, can be used for ANY group of high-risk individuals. As such, should it be identified as Wisconsin and SPNS for MSM of color or since the strategies can be used for all high-risk populations and it's more readily known as a CDC effective intervention, should it be marked as "other"?

Contact person for this is James M. Vergeront. He worked on both the CDC and SPNS adaptations: vergejm@dhfs.state.wi.us		The Social Network Strategy (SNS) for Counseling, Testing, and Referral (CTR) is an evidence supported approach to recruiting high-risk people. SNS is based on the underlying principles that people in the same social network share the same risks and risk behaviors for HIV. In addition, people in the same social network know and trust each other and can exert influence on each other		2 days		$		Gain a thorough understanding of SNS;
Gain the skills and knowledge necessary to implement SNS; and 
Provide an overview of programmatic considerations to direct and plan a SNS program		By the end of the course, participants will be able to:
Describe the Social Network Strategy
Describe the four phases of the Social Network Strategy
Draw a Social Network diagram
Demonstrate the use of program data for program monitoring
Describe steps to develop a plan for integrating Social Networking Strategy into an existing program. 		X								https://effectiveinterventions.cdc.gov/en/highimpactprevention/publichealthstrategies/SocialNetworkStrategy.aspx 

				X		X																X								Motivational Interviewing for YMSM

Sarah Cook-Raymond: Sarah Cook-Raymond:
Michael, Dr. Nikki Cockern and Dr. Angulique Outlaw both from Wayne State University discuss the MI components for reaching YMSM here: 
https://careacttarget.org/library/engaging-hard-reach-populations-empowering-patient

They also recommend providers check out motivationalinterviewing.org

Monique Green is also at Wayne State. 

This was used for SPNS YMSM Initiative		The addition of motivational interviewing to traditional field outreach as a way to increase patient retention and viral suppression		90 days		$		Training on motivational interviewing for field outreach workers				X								http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2837438/ 

		X		X		X		X																X						LaPHIE

Sarah Cook-Raymond: Sarah Cook-Raymond:
Contacs includes:
DeAnn Gruber (Louisiana) at Dean.gruber@la.gov

A fairly detailed how-to case study on this will be coming out towards late May that Impact is working on

Links include:
https://effectiveinterventions.cdc.gov/docs/default-source/data-to-care-d2c/LaPHIE_Program_Description_12_10_13.pdf?sfvrsn=0

http://www.ncbi.nlm.nih.gov/pubmed/22037891

https://careacttarget.org/sites/default/files/rw2010/papers/I-21A.pdf

https://www.health.ny.gov/diseases/aids/ending_the_epidemic/docs/key_resources/data_committee_resources/louisiana_guide.pdf

http://hab.hrsa.gov/abouthab/files/cyberspns_ihip_2013.pdf

http://hab.hrsa.gov/abouthab/files/cyberspnstechnology.pdf

http://hab.hrsa.gov/abouthab/files/cyberspnssustainability.pdf		LaPHIE is a secure, bi-directional exchange of public health information between the Louisiana Department of Health and Hospital’s Office of Public Health (OPH) and eight medical centers across Louisiana. The exchange uses OPH’s surveillance data to alert clinicians of the LaPHIE participating facilities that a patient with HIV may be unaware of their HIV status or out of care.		Ongoing		$		How it works:
1) When any patient registers at a participating medical center, his or her identifying information is added to the medical center’s electronic registration system.
2) The facility electronically notifies OPH (via LaPHIE) that the patient has arrived. It sends the patient’s demographic information to a secure, designated LaPHIE server housed at OPH.
3) When OPH receives an alert from the facility, the LaPHIE logic checks the out of care patient database to determine if the patient has not been receiving care.
4) If OPH finds a match in it’s out of care database, it automatically sends a standard, disease-specific electronic alert to the facility’s electronic medical record (EMR) system.
5) The EMR system receives and stores the alert from OPH. Then it displays the alert as a pop up alert for authorized clinicians who open the patient’s EMR. When clinicians click on the alert, they see a list of suggested actions which can be checked off on the screen.
6) After a patient meets with a clinician, the EMR system automatically returns a message to OPH, reporting how doctors and nurses responded to the alert.
7) OPH adds this information to its databases, which are automatically updated nightly to determine which individuals should be included in the out of care dataset.				X								https://effectiveinterventions.cdc.gov/docs/default-source/data-to-care-d2c/LaPHIE_Program_Description_12_10_13.pdf?sfvrsn=0 		https://careacttarget.org/sites/default/files/rw2010/papers/I-21A.pdf

		X		X		X		X								X				X										Virginia DPH Active Referral

Sarah Cook-Raymond: Sarah Cook-Raymond:
Contact on this is: Diana Jordan (Virginia) at Diana.jordan@vdh.virginia.gov

Around late May we'll have  detailed how-to case study on this. VA does have a training manual style final report but it's not pubicly available. They don't have other resources online		The overarching purpose of the Active Referral (AR) process is to increase the percentage of
newly identified HIV‐positive persons who are linked to care within 90 days of diagnosis.		90 days		$		Implementation of a standardized active referral protocol to allow Disease
Intervention Specialists (DIS) to ensure patients are rapidly linked to HIV medical
care upon a positive HIV diagnosis; and
 Implementation of a process that allows DIS to more efficiently and consistently
receive confirmation of patient linkage to HIV medical care.
 In the near future the AR process will also be used to link Hepatitis C (HCV) patients
to care, based on testing conducted in participating opioid treatment centers.
Existing data collection tools have already been modified to include HCV.		Improved linkage to care		X								https://www.vdh.virginia.gov/epidemiology/DiseasePrevention/HCS/documents/pdf/Final%20SPNS%20VA%20Intervention%20Protocol%20for%20Active%20Referral%2010.7.2014.pdf 

		X		X		X		X								X				X										Virginia DPH Care Coordination

Sarah Cook-Raymond: Sarah Cook-Raymond:
Contact on this is: Diana Jordan (Virginia) at Diana.jordan@vdh.virginia.gov

We'll have a detailed how-to case study on this intervention around late May. Virginia has a training manual style final SPNS report but it's not available publicly and they don't have other information online.		The Care Coordination program assists persons living with HIV/AIDS who have been released from correctional facilities within the past 6 months by providing immediate access to medications and linkage to medical care and support services. The Care Coordination program:
•Provides access to a 30-day supply of medications to all referred clients, regardless of insurance status or enrollment in government assistance programs
•Assists clients with enrolling into the Expedited Enrollment Program (EEP).
•Assists clients with fully enrolling into ADAP or another benefits assistance program based on the client’s eligibility.

In addition, the Care Coordination program monitors client access to medication and medical care for 12 months and assists clients by addressing barriers to care by linking them to community services. The success of the Care Coordination program is the result of a collaborative effort based on well-established relationships among the Virginia Department of Corrections (VADOC), Virginia Regional and Local Jails (VRLJs),Local Health Departments (LHDs), statewide ADAP coordinators, ADAP program technicians, case managers,and other statewide community partners.		1 year		$$$		too long for our campaign				X								http://www.vdh.state.va.us/epidemiology/DiseasePrevention/Programs/ADAP/CareCoordinationServices.htm

		X		X		X		X																		X				Louisiana Video Conferencing

Sarah Cook-Raymond: Sarah Cook-Raymond:
Contact for this is: DeAnn Gruber (Louisiana) at Dean.gruber@la.gov

We'll have a fairly detailed how-to style case study on this come late May. Louisiana has a decent length/detailed SPNS final report but it’s not available publicly and there aren't other online resources.		Video conferencing is designed to improve linkage to, and retention in care and services for people living with HIV who are being released from a correctional setting.  Improving access to Ryan White-funded community-based case management services and enhancing the success rate of referrals to medical care and HIV medication, higher rates of viral suppression are sought.

By providing an effective interaction between the client and case management agency via at least one videoconference, client’s potential fears, anxieties or intimidation of seeking services upon release from a correctional facility should be diminished.		3 months		$$		Video conference capability, case managers, assessment		linkage to care within 90 days of release from incarceration		X								http://hivlinkage.ucsf.edu/demonstration-states/louisiana 

				X						X						X										X				Homeless Youth Support

Sarah Cook-Raymond: Sarah Cook-Raymond:
Suggest you contact Linda Walubengo from Larkin Street Youth Services as they specifically work with homeless youth (many HIV+) and so help fill an additional and much needed niche pertaining to youth (especially given the rates of minority youth who are kicked out of their homes for self disclosing sexual orientation and/or HIV status); Linda works with the youth but may connect you with other folks within the clinic too as they really offer wraparound services: LWalubengo@larkinstreetyouth.org. They do a whole myriad of interventions and activities so I don’t have just one link to provide.		Larkin Street’s Engagement Programs provide homeless and runaway youth with a refuge from the streets. These programs serve a young person’s basic needs for food, shelter, and medical care. Larkin Street provides safety and encourages youth to move off the streets and indoors, where they can begin the transition from crisis to stability.
•Street Outreach: Trained workers provide hygiene kits, referral cards, and counseling in San Francisco’s neighborhoods where homeless youth are most likely to gather.
•Engagement & Community Center: Located in the Tenderloin, this drop-in center provides meals, showers, laundry, and counseling five days a week.
•Haight Street Referral Center: Located in the Haight neighborhood near Golden Gate Park, this drop-in center provides counseling, snacks, and referrals five days a week.
•The Michael Baxter Larkin Street Youth Clinic: Co-located with the Engagement & Community Center and run in partnership with the San Francisco Department of Public Health, the clinic provides primary health care, confidential STI testing, and benefits enrollment five days a week.
•Diamond Youth Shelter: One of only two emergency shelters in San Francisco for runaway youth ages 17 and under, Diamond Youth Shelter provides up to 21 days of safe shelter and critical support to reunify youth with family or find alternative housing.
•Lark-Inn for Youth Shelter: San Francisco’s first and only shelter for transitional age youth between 18 – 24, the Lark-Inn provides 40 beds of short-term housing and support services to keep youth safe as they make a plan for the future.		Ongoing		$$$		Outreach workers, drop in spaces, outreach vans, patient navigators, cultural competency training, enhanced medication access		Healthier, more stable youth		X								http://larkinstreetyouth.org/hiv-prevention/ 

								X								X								X		X				SPNS Latino Initiative

Sarah Cook-Raymond: Sarah Cook-Raymond:
The only link at this point is the general summary of the initiative on the SPNS page: http://www.hab.hrsa.gov/abouthab/special/latino.html#11

I believe Janet Myers is the PI for this: Janet.Myers@ucsf.edu 		Use of a nurse navigator to engage women of color living in the rural south and improve patient care and autonomy. The intervention is grounded in self-determination theory, a framework to study human motivation and personality, as well as cognitive and social development.						NOT A MODEL - it's a program				X								http://hab.hrsa.gov/abouthab/special/latinoinitiative.pdf 

		X		X		X		X								X								X						Medical Home-HIV Evaluation & Resource Team (Med-Heart)

Sarah Cook-Raymond: Sarah Cook-Raymond:

Would recommend you talk to Jane Fox about this intervention: jfox@bu.edu

Another good housing and homelessness resource (though didn't work on this specific SPNS initiative is John Rojas at NYC: jrojas@health.nyc.gov 
		These are some of the questions the initiative Building Medical Homes for Multiply Diagnosed HIV Homeless Populations is designed to answer. This five-year initiative is funded through the U.S. Department of Health and Human Services (HHS) under the Health Resources and Services Administration (HRSA) Division of HIV/AIDS Bureau Special Projects of National Significance (SPNS).

The Health & Disability Working Group(link is external) at Boston University School of Public Health and Boston Health Care for the Homeless Program(link is external)  have partnered to establish the Med-HEART (Medical Home-HIV Evaluation & Resource Team) project that serves as evaluation and technical assistance center for the initiative.

Med-HEART will collaborate with nine demonstration sites to evaluate models of care that link HIV-positive homeless individuals with needed services and resources.  We will share resources on this site as they become available to help organizations address the needs of this population.		Ongoing				NOT A MODEL - it's a program				X								http://medheart.hdwg.org 

								X								X								X		X		X		Guide to Healing: Enhancing Access for HIV+ Women in the Rural South		The Guide to Healing (G2H) project seeks to enhance the entry, retention, and re-entry of HIV-positive women of color into care in the University of North Carolina Infectious Diseases Clinic. The grant represents a partnership between the Duke University and the UNC Chapel Hill Infectious Diseases (UNC-CH ID) Clinic. Guide to Healing provides HIV-positive women of color in the UNC-CH ID Clinic a Nurse Guide for ongoing support and access to rapid appointments, a women's support group to increase social support and health literacy, and instrumental support through gas cards, cell phone access and other services.		1 year				too long for our campaign				X								https://globalhealth.duke.edu/projects/guide-healing-enhancing-access-hiv-women-rural-south

				X		X				X		X														X				Center for Engaging Black MSM Across the Care Continuum

Sarah Cook-Raymond: Sarah Cook-Raymond:
This is funded through Part B as a cooperative agreement so it isn't SPNS and the site will hav about 20 interventions when it goes live in June		The goal of the Center for Engaging Black MSM Across the Care Continuum (CEBACC) is to identify, compile, and disseminate best practices and effective models for HIV clinical care and treatment across the HIV care continuum in order to increase the capacity, quality, and effectiveness of healthcare providers to screen, diagnose, link, and retain Black men who have sex with men (BMSM) in HIV clinical care.		Ongoing				NOT A MODEL - it's a program										X		https://careacttarget.org/cebacc

																														3 lgbt things from Judy's article
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		end+disparities Intervention Grid



		Populations								Focus				Categories														Intervention						Source

		Transgender		Youth  (<25 yo)		MSM of Color		AA/Lat Women		Retention		Viral Suppression		Capacity Building		Case Mgmt		Experience Evals		Health Systems		Info Systems		Outreach		Patient Focused		#		Name of Intevention		Costs		SPNS		IAPAC		ShareLab		Other Lit

				X		X				X		X				X		X								X		1		SAMHSA YMSM Training		$								X

				X						X		X		X				X								X		2		Practice-based Evidence Seminars		$$								X

						X				X		X		X														3		Brothers Saving Brothers (based on CDC EBI Many Men Many Voices)		$								X

								X		X		X		X														4		New Horizons (based on CDC EBI Horizons) for young women		$								X

		X		X		X		X		X		X				X												5		Navigation Services Coupled with Client Ed and Stigma Reduction		$								X

				X						X		X														X		6		Kids Xmas Project - for kids who otherwise would not have one		$								X

								X		X		X														X		7		Baby Shower - for poor women who otherwise would not have one		$						X		X

				X						X		X								X								8		Co-located Behavioral Health, Housing, and Treatment Services		$								X

		X								X				X				X								X		9		Transgender Linkage to Care Program		$								X

		X		X		X		X		X												X						10		Systematic Monitoring of Retention		$				X

		X		X		X		X		X						X												11		Brief, Strengths Based Case Management		$$				X

		X		X		X		X		X														X				12		Intensive Outreach for Those Out of Care		$				X		X

		X		X		X		X		X																X		13		Peer or Paraprofessional Navigators		$				X

		X		X		X		X				X				X												14		Self-reported Adherence Assessment by Patients		$				X

		X		X		X		X				X								X								15		Pharmacy Refill Data Review by Providers		$				X

		X		X		X		X				X														X		16		Switching to Once Daily Regimens		$				X

		X		X		X		X				X														X		17		Pill Reminder Devices		$$				X

		X		X		X		X				X		X														18		Specific Adherence Discussion Tools		$				X

		X		X		X		X				X		X														19		Group Education and Adherence Counsel		$				X

		X		X		X		X																		X		20		Offering Peer Support Services		$$				X		X

		X		X		X		X				X				X												21		DAART for Patients with substance use disorders		$$				X

		X		X		X		X																		X		22		Screening/Mgmt for MH/SU Disorders		$				X

						X				X								X						X				23		Peer-driven Out of Care Reach		$$						X

		X		X		X		X		X								X								X		24		Exit Surveys and Interviews for Patients Transferring Out		$						X

		X		X		X		X								X												25		Corrections Initiattive		$$		X

				X		X																		X				26		Mpowerment YMSM Project		$		X

				X		X										X										X		27		Social Networks Strategy (Social Networks Testing)		$		X

				X		X																X						28		Motivational Interviewing for YMSM		$		X

		X		X		X		X																X				29		LaPHIE		$		X

		X		X		X		X								X				X								30		Virginia DPH Active Referral		$		X

		X		X		X		X																		X		31		Louisiana Video Conferencing		$$		X

				X						X						X										X		32		Homeless Youth Support		$$$		X






image44.emf
Transgender People MSM of Color

African American 

and Latina Women

Youth (aged 13-24)

Population Sample 5 40 50 12

Pop Performance 80.00% 87.50% 82.00% 66.67%

Absolute Disparity YES DISPARITY NO DISPARITY YES DISPARITY YES DISPARITY

Relative Risk UNDEFINED RESULT UNDEFINED RESULT UNDEFINED RESULT UNDEFINED RESULT

Comparative Disparity UNDEFINED RESULT UNDEFINED RESULT UNDEFINED RESULT UNDEFINED RESULT

Odds Ratio NO DISPARITY NO DISPARITY YES DISPARITY YES DISPARITY

Absolute Impact 1 2 8 3

Interpretation:

     Refer to Stats Basics tab or to the NQC Guide on Qualifying Disparities for more detailed informaton on interpreration.

     Refer to Analysis tab to view statistical calculations and their results with confidence intervals where appropriate.

     Identify targets for QI Projects based on highest impact (number of lives) and highest probability (number of YES DISPARITY findings).

          In the figure to the right, probability is represented above in rows 5-8 for each population.

          In the figure to the right, impact is represented above in row 9.

          This tool is for use in decision making on how to best utilize QI resources.

          There are no "right" answers in how to best utilize your QI resources.

          Review scientific literature and www.nqcsharelab for QI project intervention ideas.

          Continue to update data entered in the DATA ENTRY sheet to test if disparities change.

     Explore the reasons why disparities could exist using Fishbone Root Cause Analysis.

     Visit www.NQCShareLab.org for appropriate QI strategies to implement.

Limitations:

     Calculations are based on self-reported data.

     While based on statistical sciences and proven methods, this tool provides best estimates of disparity and is not fully precise.

     This calculator is intended for quality management purposes only. It is not intended for monitoring and evaluation or research.

Questions:

     For questions related to this workbook or calculating disparities contact Michael Hager - Michael@NationalQualityCenter.org.

     For more information on disparities analysis resources, visit http://enddisparitiesexchange.org/portfolio_item/resource-one/.
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Instructions







				Welcome to the NQC Disparities Calculator, developed in collaboration with New Solutions, Inc!

				1.		This workbook contains sample data to demonstrate the disparity calculations

				2.		Stats Basics tab includes a refresher on the statistics and terminology used in this calculator

				3.		Data ENTRY tab contains the data entry sheet and the walk through on the next page of this tab

				4.		Viral Suppression Analysis and Engagement Analysis tabs walk through each probability and impact model

				5.		Viral Suppression Summary and Engagement Summary tabs distill calculations from Analysis tabs into dashboards





				Recommended Next Steps:

				1.		Review the NQC Guide: Qualifying Disparities in HIV Care and the overview slides parts I-V

				2.		Familiarize yourself with basic statistics involved with this disparities calculator

				3.		Review the instructions below to learn about what data you need to use this disparities calculator (1-5 below)

				4.		Review the example and understand how data entry flows through the calculator

				5.		Practice entering your own data and seeing where you have disparities in your populations (see below)

				6.		Use the summary dashboards to infer your most statistically significant disparities

						a. 		The population with the most significant findings AND the greatest impact to improve

						b.		Continue entering data over time to see if the disparity you select improves

				7.		Share the tool with others in your team and in your community



				Questions:

				1.		For more information on calcutating disparities:

						a. 		Visit http://enddisparitiesexchange.org/portfolio_item/resource-one/

				2.		For questions related to this workbook or calculating disparate impact:

						a. 		Contact Michael Hager - Michael@NationalQualityCenter.org













				Disparities Calculator Data Entry Walk Through



























						1. Update the Contact and Agency Name, the Measurement Period, The Reporting Date, and the Data Source

						2. Provide the number of HIV provider organizations contained in the report

						    a. Tell us how many providers you have within your network (if you are reporting all together as a network)

						3. Provide the HIV Viral Suppression numerator and denominator for the Total (all patients) and each sub-

						    population group that you are assessing

						NOTE: the values for the target populations are independent of each other and don't add up to the total.

						4. Provide the Medical Visit Frequency numerator and denominator for the Total (all patients) and each sub-

						    population group that you are assessing

						5. Provide data limitation and other comments as context regarding the quality and your confidence in the 

						    data you are submitting to NQC













						INDIVIDUAL ORGANIZATION DISPARITIES CALCULATION AND ANALYSIS FLOW



								Clean active patient lists and  demograpics						Produce overall clinic numerator and denominator data for each measure						Produce focus population numerator and denominator data for each measure









								CQM Committee selects focus population and writes campaign aim for NQC						Review SUMMARY tab and send with ANALYSIS tabs to CQM Committee						Enter overall and focus population data into the Data ENTRY tab in this workbook; add comments









						GROUP (NETWORK WIDE) DISPARITIES CALCULATION AND ANALYSIS FLOW



								Network leader encourages subrecipients to clean patient lists and demographics								Network leader provides DATA ENTRY tab to capture data 						Network leader provides technical assistance to sub-recipients synthesizing overall focus and population numerator/denominator data









								CQM Committee selects focus population and writes campaign aim for NQC (inc. how sub-recipients participate)								Network leader reviews SUMMARY tabs and sends with ANALYSIS tabs to network's CQM Committee								Network leader aggregates sub data into one calculator for all
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Stats Basics







				Populations:

				1.		The populations identified for analysis are important national priorities laid out in NHAS to 2020

				2.		Disparities are defined by "Disparate Impact" precedent set by the Supreme Court of the United States



				Statistical Terminology:

				1.		DETERMINING DISPARITIES AND DEFINING RESULTS: the assumptions for each method have limitations

						a. 		For our purposes, ability to determine disparities is affected by measured scores plugged into equations

						b. 		If a result is showing as UNDEFINED RESULT it means we should ignore the method and move on

				2.		CONFIDENCE INTERVAL: the lower and upper bounds of the range containing the true result with 95% confidence

						a. 		If a confidence interval contains the value "1", the calculated result is not significant and should be ignored

						b. 		Narrower confidence intervals signify lower standard error, wider intervals signify higher standard error

				3.		YES/MAYBE/NO DISPARITY: in this workbook we use general terms for fact-finding instead of significance of results

						a. 		Each method has a different way to determine whether or not there is a disparity

						b. 		The important thing to remember is to pursue root cause analysis for YES DISPARITY and MAYBE DISPARITY



				Interpreting Results:

				1.		Select the population that has the most significant probability results AND the greatest impact for improvement

				2.		See the Analysis tabs to learn specific calculation findings to add context to the Summary tabs



				Questions:

				1.		For more information on calculating disparties in HIV care:

						a. 		Visit http://enddisparitiesexchange.org/portfolio_item/resource-one/

				2.		For questions related to this workbook or calculating disparate impact:

						a. 		Contact Michael Hager - Michael@NationalQualityCenter.org
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Data ENTRY

		Name of Reporting Agency:  Best Ever ASO						NQC Disparities Calculator

		Name of Staff Person Reporting:   B. Lever

		Measurement Period: 6/1/2015 - 5/31/2016

		Reporting Date: 8/1/2016

		Data Source(s): CAREWare

		Aggregated Data For Disparities Analysis		# of Agencies in Dataset		HIV Viral Suppression (HAB)						Medical Visit Frequency (HAB)						Data Limitations / Comments

						Num.		Denom.		%		Num.		Denom.		%

		Total		1		90		100		90.00%		80		100		80.00%		not applicable

		Transgender People		1		4		5		80.00%		3		5		60.00%		not applicable

		MSM of Color		1		35		40		87.50%		39		50		78.00%		not applicable

		African American and Latina Women		1		41		50		82.00%		33		45		73.33%		not applicable

		Youth (aged 13-24)		1		8		12		66.67%		6		10		60.00%		not applicable



		Complete the fields that have red boxes and blue text. All calculations throughout the workbook are driven by these data.

		          Your contact information and timeframe information is important context for inclusion with your QI Project.

		          For more information on the disparities analysis resources, visit http://enddisparitiesexchange.org/portfolio_item/resource-one/.

		          For questions related to this workbook or calculating disparate impact, contact Michael Hager - Michael@NationalQualityCenter.org.



		The values of rows 9-12 are independent of each other and will not add up to equal the total in row 8. Total in row 8 represents overall clinic/organization population.



		The worksheet was developed by NQC in consultation with HAB and partners in the field. 

		          This worksheet is for quality improvement purposes only.

		          This worksheet contains self-reported data.
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Viral Suppression Summary

		HIV Viral Suppression (HAB) Overall Performance Average: 90%

				Transgender People		MSM of Color		African American and Latina Women		Youth (aged 13-24)

		Population Sample		5		40		50		12

		Pop Performance		80.00%		87.50%		82.00%		66.67%

		Absolute Disparity		YES DISPARITY		NO DISPARITY		YES DISPARITY		YES DISPARITY

		Relative Risk		UNDEFINED RESULT		UNDEFINED RESULT		UNDEFINED RESULT		UNDEFINED RESULT

		Comparative Disparity		UNDEFINED RESULT		UNDEFINED RESULT		UNDEFINED RESULT		UNDEFINED RESULT

		Odds Ratio		NO DISPARITY		NO DISPARITY		YES DISPARITY		YES DISPARITY

		Absolute Impact		1		2		8		3



		Interpretation:

		     Refer to Stats Basics tab or to the NQC Guide on Qualifying Disparities for more detailed informaton on interpreration.

		     Refer to Analysis tab to view statistical calculations and their results with confidence intervals where appropriate.

		     Identify targets for QI Projects based on highest impact (number of lives) and highest probability (number of YES DISPARITY findings).

		          In the figure to the right, probability is represented above in rows 5-8 for each population.

		          In the figure to the right, impact is represented above in row 9.

		          This tool is for use in decision making on how to best utilize QI resources.

		          There are no "right" answers in how to best utilize your QI resources.

		          Review scientific literature and www.nqcsharelab for QI project intervention ideas.

		          Continue to update data entered in the DATA ENTRY sheet to test if disparities change.

		     Explore the reasons why disparities could exist using Fishbone Root Cause Analysis.

		     Visit www.NQCShareLab.org for appropriate QI strategies to implement.

		Limitations:

		     Calculations are based on self-reported data.

		     While based on statistical sciences and proven methods, this tool provides best estimates of disparity and is not fully precise.

		     This calculator is intended for quality management purposes only. It is not intended for monitoring and evaluation or research.



		Questions:

		     For questions related to this workbook or calculating disparities contact Michael Hager - Michael@NationalQualityCenter.org.

		     For more information on disparities analysis resources, visit http://enddisparitiesexchange.org/portfolio_item/resource-one/.
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Viral Suppression Analysis

		Total Excluding		HIV Viral Suppression (HAB)

				% 		Numerator		Denominator

		Total		90.00%		90		100

		Total Excluding Transgender People		90.53%		86		95

		Total Excluding MSM of Color		91.67%		55		60

		Total Excluding African American and Latina Women		98.00%		49		50

		Total Excluding Youth (aged 13-24)		93.18%		82		88

		Transgender People		80.00%		4		5

		MSM of Color		87.50%		35		40

		African American and Latina Women		82.00%		41		50

		Youth (aged 13-24)		66.67%		8		12









		1) Absolute Disparity - The absolute difference in scores between two groups. 

		Method works best when scores are all >0.5.

		Any Initial Scores <0.5		UNDEFINED RESULT

		Comparison Result <0.05		NO DISPARITY

		Comparison Result Between 0.05 and 0.1		MAYBE DISPARITY

		Comparison Result  >0.1		YES DISPARITY







		Using the Absolute Disparity method, does a HIV Viral Suppression (HAB) disparity exist?

		Transgender People -> Total Excluding Transgender People		Absolute Disparity:        0.11		YES DISPARITY

		MSM of Color -> Total Excluding MSM of Color		Absolute Disparity:        0.04		NO DISPARITY

		African American and Latina Women -> Total Excluding African American and Latina Women		Absolute Disparity:        0.16		YES DISPARITY

		Youth (aged 13-24) -> Total Excluding Youth (aged 13-24)		Absolute Disparity:        0.27		YES DISPARITY







		2) Relative Risk - The ratio of the scores of two different groups divided into each other.

		Method works best with low scores.  Method loses power to detect disparities with high scores (>0.8).

		Any Initial Scores >0.8		UNDEFINED RESULT

		Confidence Interval Contains the Value 1		NO DISPARITY

		Comparison Result > 0.875		NO DISPARITY

		Comparison Result between 0.8 and 0.87		MAYBE DISPARITY

		Comparison Result  <0.8		YES DISPARITY







		Using the Relative Risk method, does a HIV Viral Suppression (HAB) disparity exist?										NULL		LOW		HIGH		Disparity Disqualified? (CI contains 1, or one of the limits >1)

		Transgender People -> Total Excluding Transgender People		Relative Risk:   0.884		95% CI:  0.57-1.38		UNDEFINED RESULT initial scores > 0.8				1		0.57		1.38		yes

		MSM of Color -> Total Excluding MSM of Color		Relative Risk:   0.955		95% CI:  0.83-1.1		UNDEFINED RESULT initial scores > 0.8				1		0.83		1.1		yes

		African American and Latina Women -> Total Excluding African American and Latina Women		Relative Risk:   0.837		95% CI:  0.73-0.96		UNDEFINED RESULT initial scores > 0.8				1		0.73		0.96		no

		Youth (aged 13-24) -> Total Excluding Youth (aged 13-24)		Relative Risk:   0.715		95% CI:  0.48-1.07		UNDEFINED RESULT initial scores > 0.8				1		0.48		1.07		yes









		3) Comparitive Disparity - The relative risk minus 1. 

		Method works best with low scores (power considerations). Method used to highlight work that has yet to be done, it frames need.

		Any Initial Scores >0.8		UNDEFINED RESULT

		Comparison Result  > -0.125		NO DISPARITY

		Comparison Result  Between -0.2 and -0.125		MAYBE DISPARITY

		Comparison Result  < -0.2		YES DISPARITY







		Using the Comparitive Disparity method, does a HIV Viral Suppression (HAB) disparity exist?

		Transgender People -> Total Excluding Transgender People		Comparative Disparity:   -0.12		UNDEFINED RESULT initial scores > 0.8

		MSM of Color -> Total Excluding MSM of Color		Comparative Disparity:  -0.05		UNDEFINED RESULT initial scores > 0.8

		African American and Latina Women -> Total Excluding African American and Latina Women		Comparative Disparity:  -0.16		UNDEFINED RESULT initial scores > 0.8

		Youth (aged 13-24) -> Total Excluding Youth (aged 13-24)		Comparative Disparity:  -0.28		UNDEFINED RESULT initial scores > 0.8







		4) Odds Ratio- A measure of association between a status and an outcome. 

		Comparison Result > 0.67		NO DISPARITY

		Confidence Interval Contains the Value 1		NO DISPARITY

		Comparison Result  <0.67		YES DISPARITY







		Transgender People Disparity Odds		%		YES HIV Viral Suppression (HAB)		NO HIV Viral Suppression (HAB)

		Status 1 (Transgender People)		80.00%		4		1

		Status 2 (Total Excluding Transgender People)		90.53%		86		9				NULL		LOW		HIGH		Disparity Disqualified? (CI contains 1, or one of the limits >1)

		Odds Ratio Value and 95% Confidence Interval		Odds Ratio:  0.42		95% CI:  0.04 - 4.16		NO DISPARITY				1		0.04		4.16		yes



		MSM of Color Disparity Odds		%		YES HIV Viral Suppression (HAB)		NO HIV Viral Suppression (HAB)

		Status 1 (MSM of Color)		87.50%		35		5

		Status 2 (Total Excluding MSM of Color)		91.67%		55		5				NULL		LOW		HIGH		Disparity Disqualified? (CI contains 1, or one of the limits >1)

		Odds Ratio Value and 95% Confidence Interval		Odds Ratio:  0.64		95% CI:  0.17-2.36		NO DISPARITY				1		0.17		2.36		yes



		African American and Latina Women Disparity Odds		%		YES HIV Viral Suppression (HAB)		NO HIV Viral Suppression (HAB)

		Status 1 (African American and Latina Women)		82.00%		41		9

		Status 2 (Total Excluding African American and Latina Women)		98.00%		49		1				NULL		LOW		HIGH		Disparity Disqualified? (CI contains 1, or one of the limits >1)

		Odds Ratio Value and 95% Confidence Interval		Odds Ratio:  0.09		95% CI:  0.01-0.76		YES DISPARITY				1		0.01		0.76		no



		Youth (aged 13-24) Disparity Odds		%		YES HIV Viral Suppression (HAB)		NO HIV Viral Suppression (HAB)

		Status 1 (Youth (aged 13-24))		66.67%		8		4

		Status 2 (Total Excluding Youth (aged 13-24))		93.18%		82		6				NULL		LOW		HIGH		Disparity Disqualified? (CI contains 1, or one of the limits >1)

		Odds Ratio Value and 95% Confidence Interval		Odds Ratio:  0.15		95% CI:  0.03-0.63		YES DISPARITY				1		0.03		0.63		no









		5) Absolute Impact - Absolute disparity multiplied by the size of the population experiencing the disparity. 

		Helpful to create action around activities percieved to affect many people.



		Using the Absolute Impact method, how many lives are affected by bringing scores of one group to be equivalent to another group?

		Color scale is based on the relative values of absolute impact - greater impacts are darker red, lesser impacts are lighter red

		Transgender People -> Total Excluding Transgender People		1

		MSM of Color -> Total Excluding MSM of Color		2

		African American and Latina Women -> Total Excluding African American and Latina Women		8

		Youth (aged 13-24) -> Total Excluding Youth (aged 13-24)		3
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Engagement Summary

		Medical Visit Frequency (HAB) Overall Performance Average: 80%

				Transgender People		MSM of Color		African American and Latina Women		Youth (aged 13-24)

		Population Sample		5		50		45		10

		SubPop Performance		60.00%		78.00%		73.33%		60.00%

		Absolute Disparity		YES DISPARITY		NO DISPARITY		YES DISPARITY		YES DISPARITY

		Relative Risk		UNDEFINED RESULT		UNDEFINED RESULT		UNDEFINED RESULT		UNDEFINED RESULT

		Comparative Disparity		UNDEFINED RESULT		UNDEFINED RESULT		UNDEFINED RESULT		UNDEFINED RESULT

		Odds Ratio		NO DISPARITY		NO DISPARITY		NO DISPARITY		NO DISPARITY

		Absolute Impact		1		2		5		2



		Interpretation:

		     Refer to Stats Basics tab or to the NQC Guide on Qualifying Disparities for more detailed informaton on interpreration.

		     Refer to Analysis tab to view statistical calculations and their results with confidence intervals where appropriate.

		     Identify targets for QI Projects based on highest impact (number of lives) and highest probability (number of YES DISPARITY findings).

		          In the figure to the right, probability is represented above in rows 5-8 for each population.

		          In the figure to the right, impact is represented above in row 9.

		          This tool is for use in decision making on how to best utilize QI resources.

		          There are no "right" answers in how to best utilize your QI resources.

		          Review scientific literature and www.nqcsharelab for QI project intervention ideas.

		          Continue to update data entered in the DATA ENTRY sheet to test if disparities change.

		     Explore the reasons why disparities could exist using Fishbone Root Cause Analysis.

		     Visit www.NQCShareLab.org for appropriate QI strategies to implement.

		Limitations:

		     Calculations are based on self-reported data.

		     While based on statistical sciences and proven methods, this tool provides best estimates of disparity and is not fully precise.

		     This calculator is intended for quality management purposes only. It is not intended for monitoring and evaluation or research.



		Questions:

		     For questions related to this workbook or calculating disparities, contact Michael Hager - Michael@NationalQualityCenter.org.

		     For more information on disparities analysis resources, visit http://enddisparitiesexchange.org/portfolio_item/resource-one/.
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Engagement Analysis

		Total Excluding		Medical Visit Frequency (HAB)

				% 		Numerator		Denominator

		Total		80.00%		80		100

		Total Excluding Transgender People		81.05%		77		95

		Total Excluding MSM of Color		82.00%		41		50

		Total Excluding African American and Latina Women		85.45%		47		55

		Total Excluding Youth (aged 13-24)		82.22%		74		90

		Transgender People		60.00%		3		5

		MSM of Color		78.00%		39		50

		African American and Latina Women		73.33%		33		45

		Youth (aged 13-24)		60.00%		6		10









		1) Absolute Disparity - The absolute difference in scores between two groups. 

		Method works best when scores are all >0.5.

		Any Initial Scores <0.5		UNDEFINED RESULT

		Comparison Result <0.05		NO DISPARITY

		Comparison Result Between 0.05 and 0.1		MAYBE DISPARITY

		Comparison Result  >0.1		YES DISPARITY







		Using the Absolute Disparity method, does a Medical Visit Frequency (HAB) disparity exist?

		Transgender People -> Total Excluding Transgender People		Absolute Disparity:        0.21		YES DISPARITY

		MSM of Color -> Total Excluding MSM of Color		Absolute Disparity:        0.04		NO DISPARITY

		African American and Latina Women -> Total Excluding African American and Latina Women		Absolute Disparity:        0.12		YES DISPARITY

		Youth (aged 13-24) -> Total Excluding Youth (aged 13-24)		Absolute Disparity:        0.22		YES DISPARITY







		2) Relative Risk - The ratio of the scores of two different groups divided into each other.

		Method works best with low scores.  Method loses power to detect disparities with high scores (>0.8).

		Any Initial Scores >0.8		UNDEFINED RESULT

		Confidence Interval Contains the Value 1		NO DISPARITY

		Comparison Result > 0.875		NO DISPARITY

		Comparison Result between 0.8 and 0.87		MAYBE DISPARITY

		Comparison Result  <0.8		YES DISPARITY







		Using the Relative Risk method, does a Medical Visit Frequency (HAB) disparity exist?										NULL		LOW		HIGH		Disparity Disqualified? (CI contains 1, or one of the limits >1)

		Transgender People -> Total Excluding Transgender People		Relative Risk:   0.74		95% CI:  0.36-1.52		UNDEFINED RESULT initial scores > 0.8				1		0.36		1.52		yes

		MSM of Color -> Total Excluding MSM of Color		Relative Risk:   0.951		95% CI:  0.78-1.16		UNDEFINED RESULT initial scores > 0.8				1		0.78		1.16		yes

		African American and Latina Women -> Total Excluding African American and Latina Women		Relative Risk:   0.858		95% CI:  0.7-1.06		UNDEFINED RESULT initial scores > 0.8				1		0.7		1.06		yes

		Youth (aged 13-24) -> Total Excluding Youth (aged 13-24)		Relative Risk:   0.73		95% CI:  0.44-1.22		UNDEFINED RESULT initial scores > 0.8				1		0.44		1.22		yes









		3) Comparitive Disparity - The relative risk minus 1. 

		Method works best with low scores (power considerations). Method used to highlight work that has yet to be done, it frames need.

		Any Initial Scores >0.8		UNDEFINED RESULT

		Comparison Result  > -0.125		NO DISPARITY

		Comparison Result  Between -0.2 and -0.125		MAYBE DISPARITY

		Comparison Result  < -0.2		YES DISPARITY







		Using the Comparitive Disparity method, does a Medical Visit Frequency (HAB) disparity exist?

		Transgender People -> Total Excluding Transgender People		Comparative Disparity:   -0.26		UNDEFINED RESULT initial scores > 0.8

		MSM of Color -> Total Excluding MSM of Color		Comparative Disparity:  -0.05		UNDEFINED RESULT initial scores > 0.8

		African American and Latina Women -> Total Excluding African American and Latina Women		Comparative Disparity:  -0.14		UNDEFINED RESULT initial scores > 0.8

		Youth (aged 13-24) -> Total Excluding Youth (aged 13-24)		Comparative Disparity:  -0.27		UNDEFINED RESULT initial scores > 0.8







		4) Odds Ratio- A measure of association between a status and an outcome. 

		Comparison Result > 0.67		NO DISPARITY

		Confidence Interval Contains the Value 1		NO DISPARITY

		Comparison Result  <0.67		YES DISPARITY







		Transgender People Disparity Odds		%		YES Medical Visit Frequency (HAB)		NO Medical Visit Frequency (HAB)

		Status 1 (Transgender People)		60.00%		3		2

		Status 2 (Total Excluding Transgender People)		81.05%		77		18				NULL		LOW		HIGH		Disparity Disqualified? (CI contains 1, or one of the limits >1)

		Odds Ratio Value and 95% Confidence Interval		Odds Ratio:  0.35		95% CI:  0.05 - 2.26		NO DISPARITY				1		0.05		2.26		yes



		MSM of Color Disparity Odds		%		YES Medical Visit Frequency (HAB)		NO Medical Visit Frequency (HAB)

		Status 1 (MSM of Color)		78.00%		39		11

		Status 2 (Total Excluding MSM of Color)		82.00%		41		9				NULL		LOW		HIGH		Disparity Disqualified? (CI contains 1, or one of the limits >1)

		Odds Ratio Value and 95% Confidence Interval		Odds Ratio:  0.78		95% CI:  0.29-2.08		NO DISPARITY				1		0.29		2.08		yes



		African American and Latina Women Disparity Odds		%		YES Medical Visit Frequency (HAB)		NO Medical Visit Frequency (HAB)

		Status 1 (African American and Latina Women)		73.33%		33		12

		Status 2 (Total Excluding African American and Latina Women)		85.45%		47		8				NULL		LOW		HIGH		Disparity Disqualified? (CI contains 1, or one of the limits >1)

		Odds Ratio Value and 95% Confidence Interval		Odds Ratio:  0.47		95% CI:  0.17-1.27		NO DISPARITY				1		0.17		1.27		yes



		Youth (aged 13-24) Disparity Odds		%		YES Medical Visit Frequency (HAB)		NO Medical Visit Frequency (HAB)

		Status 1 (Youth (aged 13-24))		60.00%		6		4

		Status 2 (Total Excluding Youth (aged 13-24))		82.22%		74		16				NULL		LOW		HIGH		Disparity Disqualified? (CI contains 1, or one of the limits >1)

		Odds Ratio Value and 95% Confidence Interval		Odds Ratio:  0.32		95% CI:  0.08-1.28		NO DISPARITY				1		0.08		1.28		yes









		5) Absolute Impact - Absolute disparity multiplied by the size of the population experiencing the disparity. 

		Helpful to create action around activities percieved to affect many people.



		Using the Absolute Impact method, how many lives are affected by bringing scores of one group to be equivalent to another group?

		Color scale is based on the relative values of absolute impact - greater impacts are darker red, lesser impacts are lighter red

		Transgender People -> Total Excluding Transgender People		1

		MSM of Color -> Total Excluding MSM of Color		2

		African American and Latina Women -> Total Excluding African American and Latina Women		5

		Youth (aged 13-24) -> Total Excluding Youth (aged 13-24)		2
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