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Overview
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Engagement in HIV Care Project is a 12-month project (February 1, 2021 - January 31, 2022) led by the Clinical Quality Management Program of the Ryan White Grants Division, a division within Dallas County Health and Human Services that oversees the Ryan White HIV/AIDS Program (RWHAP) Dallas Eligible Metropolitan Area (EMA) and Sherman/Denison HIV Service Delivery Area (HSDA). 
The Engagement in HIV Care Project will be conducted by all subrecipient agencies. The project is aligned with the Texas statewide Treatment as Prevention QI Project that is focused HIV Viral Suppression.
Subrecipient agencies who provide Outpatient/Ambulatory Health Services (OAHS) within the region will be engaged in a specific device-based care intervention, Continuud Access. Devices may be used;
· at the agency level for drive-in or room-specific telehealth services for any consumer or
· distributed directly to RWHAP-enrolled consumers
Subrecipient agencies who do not provide OAHS services (and OAHS providers not implementing Continuud Access) will be able to select their own interventions that are aligned with engagement in the HIV Care Continuum.
The primary purpose of the project is to improve retention in HIV care. As a part of this, EMA/HSDA funded service providers will determine the most common barriers to care and causes for clients who are people living with HIV (PLWH) falling out of care from agencies which provide RWHAP-funded OAHS services. 
Expected system-wide outcomes 
The outcomes listed below are expected across all RWHAP subrecipient service providers and include:

	
	Reduce the no-show rate of scheduled OAHS visits at funded subrecipients in the EMA by 10 percentage points to 20%. 



	
	
Increase the rate PLWH access medical visits by 25 percentage points to 70% among all PLWH served by OAHS funded subrecipients in the EMA by 12/31/2021
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Establish a baseline for the degree to which the Dallas EMA/HSDA services drive excellent HIV health outcomes as evidenced by:

a. Baseline OAHS service satisfaction data;

b. New MCM experience evaluation data tied to addressing barriers to care;

c. New nMCM experience evaluation data tied to referral relevance;

d. New Medical Transportation experience evaluation data tied to utility of service and incidental benefits of the service; and

e. New Outreach experience evaluation data tied to individual health/life goals.
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Achieve HIV viral suppression of 90% based on the state QI project and Achieving Together. 




[image: ]Statement of the Problem
The Health Resources Services Administration HIV/AIDS Bureau (HAB) defines out of care as a person with HIV having more than nine months since their last HIV medical appointment. A study by Athena Health examined more than one million patients over a two-and-a-half year period and found that those missed at least one appointment with their primary care doctor were 70% more likely to remain out of care over the following 18 months. 
According to the study, this out-of-care effect is amplified among older patients. In closely examining the effects of missed appointments on the sickest patients, the study found that patients suffering from diabetes, asthma, arthritis, cancer and other illnesses have a higher risk for morbidity and mortality when they fall out of care. Many of these illnesses are best treated through continuity of care and close coordination between primary care providers and specialists. 
In 2020, before COVID19, it was expected that over 50% of PLWH receiving OAHS services at the five subrecipients will miss 1 in every 5 scheduled medical visits based on 2019 OAHS data. The average rate for missed appointments for American health care settings at large is 18%. The high proportion of missed visits is contributing to a low regional viral suppression rate of 62%. 
This project will form a cohort for PLWH with a current no-show rate for OAHS services at funded subrecipients greater than 20% (up to 150 patients averaged across the five funded OAHS providers). This patient cohort will be stratified by most recent viral load results and based on key populations based on gender identify and age group.
[image: ]Retention in care, HIV viral suppression, and the HIV care continuum overall are primary focuses of many HIV priority initiatives. The Dallas region of Texas is participating in many of these, including Achieving Together, US Ending the HIV Epidemic, Fast-Track Cities, Create+Equity, and more. This project is designed to align the above projects under the auspices of a single set of activities. Moreover, participation in the EMA/HSDA-wide QI project will also double as participation in the statewide QI project. 

Methodology
Subrecipients will be expected to: 
OAHS providers
a. Identify PLWH who out of care (HAB definition) by 1/31/2021 based on internal EHR results. The most recent viral load must be provided in addition to other key data (Continuud instructions) 
b. Identify PLWH who have missed 20% of their scheduled appointments over the last 3 years based on internal EHR results.
c. Generate a workflow for the identification of patients’ in-care status and maintenance.
d. Decide if participating in Continuud Intervention by 2/28/2021. If not, conduct a root cause analysis related to patients’ non-engagement in care and develop change ideas to address root causes by 4/30/2021. Then, prioritize change ideas and conduct tests of change using PDSA cycles between 5/1/2021 and 12/31/2021.
Non-OAHS providers
a. Generate a workflow for the identification of patients’ in-care status and maintenance.
b. Work with DSHS and DCHHS surveillance staff to identify patients they serve that are out of HIV care or at risk of falling out of HIV care by 4/30/2021. 
c. Conduct a root cause analysis related to patients’ non-engagement in care and develop change ideas to address root causes by 4/30/2021. 
d. Prioritize change ideas and conduct tests of change using PDSA cycles between 5/1/2021 and 12/31/2021.
AA CQM staff can be relied upon to: 
a. Generate and champion this QIP, its processes, its templates and formats, and developing capacity building related to the QIP. 
b. Produce timely reports, updates, and presentations to key stakeholders including ICC, ECC, subrecipients, people with HIV, the Planning Council, the Syndicate, and the Task Force.
DSHS and DCHHS Surveillance staff can be relied upon to: 
a. Provide responses to OAHS funded subrecipient regarding their PLWH who are out of care (HAB definition) by 4/30/2021 based on ARIES results. 
b. Provided responses to other funded subrecipients regarding their PLWH who are out of care (HAB definition) by 4/30/2021 based on ARIES results. 

Evaluation
[image: ]This QI project will be evaluated based on AA and subrecipient ability to meet the objectives listed in the Overview and Methodology sections. 
Performance Measurement data and QIP progress information will be self-reported by subrecipients and cross-referenced with other available information. 
Results of the evaluation will be provided to all funded subrecipients, the Planning Council, and the Task Force. The results will be used by the Internal and External CQM committees to identify quality goals for 2021 and to plan for additional QI projects.

Budget 
This QI Project is a part of DCHHS RWHAP subrecipient contractual obligations. With activities tightly aligned with other related work, no new resources are required for subrecipients to participate meaningfully, with the exception of the Continuud Access component. The tablets and other resources associated with Continuud Access will be fully covered by DCHHS. 

Attachments
· Glossary of Definitions and Acronyms List
· Return to Care Logic Model
· Return to Care Capacity Building Curriculum
· QI Project Report Form
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